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Health Department Partnership
Roles and Responsibilities
•
•
•
•
•
•

Monitor and share surveillance data in real time
Practice frequent bi-directional communication
Convene stakeholder engagements
Fund innovative responses
Engage the community and advocates
Care for the workforce
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A case
Ms. M is a Spanish-speaking woman from Puerto Rico with severe
opioid (OUD) and chronic mental illness (without a clear diagnosis
as she has never seen a psychiatrist). She has had multiple nonfatal opioid overdoses and has lived unsheltered in Boston for the
past 12 years. She was diagnosed with HIV earlier this year.
Ms. M. has worked with various housing case managers for over 5
years. She has been barred in the past from multiple women’s
shelters and now refuses to access them. Her top priority at every
HIV primary care visit is housing.
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Our Local Context
• Boston has experienced a
sustained uptick in HIV amongst
unsheltered people who use drugs
(PWID) most of whom also have
major mental illness
• Located within our region’s
epicenter of addiction and overdose
crises in Boston, which includes a
large encampment of people who
inject drugs

(Photo: Jesse Costa/WBUR)
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Design for the Margins
“What we tend to do in this world is design
for the middle and forget about the
margins…Actually it’s in the margins that
we have to concentrate our design. If you
pay attention to the margin, and design for
them, you cover the middle. Like a tent…the
further out you stake it, the stronger the
structure you get. Why is that? Because
people at the margins are living with the
failures of the systems…So when we
design to take care of them, we build
stronger systems for everyone.”
--Ceasar McDowell (Interaction Institute for Social
Change)
(Built on bell hook’s from margin to center theory, Feminist Theory: From Margin to Center) 1984)
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Building Our HIV Program for the Margins
CORE PRINCIPLES:
Centers health equity and racial justice
Non-judgmental, non-contingent expressions of
care/dignity/respect
Centers survival needs and patient choice and
autonomy
Is located where the people need it
Aims to promote harm reduction and social
(re)connection
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Key Outcomes
•
•
•
•

Linked: 84%
Retained: 93%
Viral suppression (46/81): 57%
Viral suppression on directly observed therapy (DOT): 27/34= 79%*

• Obtained housing since diagnosis: 16 people
• Overdose deaths since HIV diagnosis: 2
*DOT inclusive of PEH/PWID including several with chronic HIV
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Major Barriers to Accessing Housing
•
•
•
•
•

Criminal legal system involvement (CORIs/SORIs)
Poor/no credit history
Difficult to document homelessness for those not using shelters
Vital documents (IDs, birth certificates) can be hard to obtain
Siloed systems (housing, mental health, medical, addiction).
– Housing system unable to fully leverage the relationships we build

• Patients give up in despair and stop tryingÆ can lead to
worsening SUDs and mental health
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Back to our case
• Ms. M connected to bilingual/bicultural outreach social worker
• After weeks of engagement attempts, she agreed to start HIV
therapy
• She remains on ART and virally suppressed with DOT
• She struggles to take buprenorphine for OUD due to medication
loss/theft and refuses methadone as too strict
• She is still unsheltered.
– Even with multiple social workers and housing specialists working on her
case, she cannot get a birth certificate or an ID which are required to
access existing housing opportunities.
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Lessons
• Key role of bidirectional data sharing with DPH
• Dynamic/flexible funding streams for rapid tailored response
• Importance of collaborating across institutions and disciplines
• Accompaniment and advocacy roles are critical to negotiating highly
stigmatizing systems and (re)building trust
• Funding engagement tools that address basic survival needs (phones,
food, transportation) are critical
• HIV viral suppression for unsheltered people can be achieved but
alone is insufficient in supporting the wellbeing and long-term health
our patients deserve
– It is also labor/resource intensive, and may not be durable
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Ongoing Challenges (with Policy Solutions)
• We do not yet have sufficient housing opportunities that provide a flexible
spectrum of services based on need (e.g. appropriate support/harm reduction
services)
• NIMBYism (built on racialized stigma) must be addressed with proactive
community/stakeholder engagement
• All forms of MOUD, including methadone should be offered in low threshold
venues
– (federal methadone regulations should be adjusted to improve access via primary
care/pharmacies)

• Overdose prevention centers are a missing evidence-based intervention
crucial to addressing overdose risk, supporting engagement and trust building,
and reducing forward transmission of HIV for both housed and unsheltered
PWID
• Work force trauma/burnout must be addressed through funded programs
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Thank You!
• jbrody@bhchp.org
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