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these services. Once secured, hospice care may be threatened by
difficulties with socialization to a structured environment, issues
of medication use, and drug dependence.

Finally, once a homeless person with HIV disease gains
access to appropriate services, there are barriers to their following
through with a care plan. These include inadequate nuirition and
transportation, theft or loss of medications, and poor rest facilities.

Outreach: A Madel Program

Among the most significant barriers to care for homeless
people is a lack of knowledge about the availability of and need
for treatment services. One approach to conveying this knowl-
edge and care is a multidisciplinary system that includes medical,
nursing, mental health, social, and most importantly, effective
outreach and educational services.

The AIDS Qutreach Program in San Francisco provides a cen-
trally located clinic supported by a variety of outreach services.

_These services play an essential role in needs assessment, educa-
tion, eniollment and referral, as well as the provision of ongoing
care. The program hegins by identifying the homeless. Clinic
staff —who are lay people with special training, public health
nurses, social workers, and physicians— in their roles as outreach
workers, make contact with homeless people in single room
occupancy hotels, shelters, and an the streets.

Since the homeless with HIV infection comprise a disenfran-
chised group with a history of negative experience with authority,
outreach workers must develop trusting relationships with home-
less people.? The provision of bleach, condoms, and perhaps
clean needles in exchange for dirty ones, enables workers to
educate clients, and provides them with an opportunity to estab-
lish meaningful connections. Workers also help clients to see a
direct connection between changes in behavior and improvement
in overall quality of life.

Ongoing interaction with homeless people allows outreach
workers 1o nurture these connections. For example, workers
regularly visit two sites in San Francisco. One is a single room
occupancy hotel, with sympathetic management, that provides
temporary housing for an average of 50 homeless people with
symptomatic HIV disease, and for many others who engage in
high-risk behaviors, The second is a semi-permanent encamp-
ment of people with HIV infection in a nearby public park.

Care

Once outreach workers identify individuals at risk for HIV

infection, they encourage them to undergo antibody testing.
Those with obvious symptoms of HIV disease are referred to the
clinic for comprehensive evaluation. In cases where patients are
physically unable to come to the clinic, the initial evaluation may
be carried out entirely by outreach workers who visit homeless
people wherever they are. Forexample, a homeless man with HIV
infection recently received care from clinic staff on the street, in
shelters, in the local pubiic hospital, and finally, untii his death, in
a hospice.

Medical evaluation includes a history and physical examina-
tion and standard laboratory testing. Clinic staff offer patients
antiviral therapy as indicated, and arrange for prophylaxis against
Pneumocystis carinif pneumonia. Periodic visits allow physicians
to monitor patients for disease progression and to identify oppor-
tunistic infections as soon as possible. Mental health workers
provide psychological evaluation and ongoing counseling on site.
A weekly clinic, staffed by a psychiatrist and others, monitors
patients who require psychotropic medications, and coordinates
services with other community mental health resources.

Clinic social workers address immediate needs for food and
shelter, as well as assist in application for Medicaid, federal
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disability benefits, and other public assistance programs. Out-
reach team members make referrals for other health and social
services, for example, substance abuse treatment programs, hous-
ing agencies, hospitals, long-term care, and hospice services.

The program provides services in a flexible manner to maxi-
mize accessibility. Patients may drop in without appointments.
Clinic staff will arrange for transportation. A weekly clinic ad-
dresses the unique needs of homeless women with HIV infection.
Aclive substance abuse, although discouraged, does not preciude
care at the clinic.

It is a common stereotype, but not one borne out by the
program’s experience of over 1,000 encounters with 400 indi-
viduals in the past year, that homeless people, and particularly 1.V.
drug users, do not comply with medical treatment. Program
administrators find that when services are provided in a culturally
sensitive way that respects people’s dignity, follow-up is ade-
quate. This conciusion is supported by other studies.’

Conclusion

The barriers to full implementation of the mode| presented
here are both financial and attitudinal, and can only be overcome
through increased public awareness and social commitment. By
ignoring the haunting specter of the homeless with HIV infection,
society is making a largely unconscious decision. Implicit in such
inattention is the presumption that the situation will take care of
itself, and that natural selection will operate to limit the problem.,
In other words, some may subconsciously believe that homeless
people with HIV infection should not receive help because they
have demonstrated that they are not fit for survival.

The homeless with HIV constitute a swelling reservoir of
infection with the potential to overflow info the non-drug-using
heterosexual population. To avoid a third wave of infection, it is
imperative that education about HIV transmission be linked to
programs that address the basic needs of homeless pecple. In
order to change behavior, services must be provided in ways that
develop and maintain trust, and respect people’s dignity.

But beyond the public healfth imperative, there is the moral
obligation of a civilized society to care for its weakest members.
Society must commit to limiting the spread of HIV among disad-
vantaged people and to addressing the needs of all people affected
by this epidemic.
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Request for Submissions and Comments

We invite readers to send letters responding to articles pub-
lished in FOCUS or dealing with current AIDS research and
counseling issues. We also encourage readers to submit
article proposals, including a summary of the idea and a
detailed outline of the article. Send correspondence to:

Editor, FOCUS: A Guide to AIDS Research and Counseling

UCSF AIDS Health Project, Box 0884
San Francisco, CA 94143-0884










