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Executive Summary 
 

This Executive Summary includes a statement of the purpose behind this systems integration plan, 
an overview of the needs assessment and planning process, key findings, and critical issues that 
were identified and recommendations that were developed by the Steering Committee. 

 
Many people living with HIV/AIDS, at some point during their illness, find themselves in need of 
housing assistance and support services. Stable housing promotes improved health, sobriety or 
decreased use of alcohol and illegal drugs, and, for some, a return to paid employment and 
productive social activities. As the number of people living with HIV/AIDS continues to grow in 
both urban and rural areas throughout the United States, stakeholders must find new ways to 
address their needs to promote the health and well-being of these individuals and their families.  
Increasingly, maximizing the resources available to people who need them requires partnering 
across mainstream housing and human services systems to ensure continuity of care, program 
efficiency, and that there is “no wrong door” to assistance for clients at risk. 
  
In order to improve the ability of the State of Oregon to establish and sustain such partnerships, the 
U.S. Department of Housing and Urban Development (HUD) funded the development of the Oregon 
HIV/AIDS Housing and Services Systems Integration Plan in August 2007. The plan was facilitated 
by Building Changes (formerly AIDS Housing of Washington), a national HIV/AIDS housing 
technical assistance provider based in Seattle. Building Changes worked closely with the Oregon 
Department of Human Services, the grantee for HUD’s Housing Opportunities for Persons with 
AIDS (HOPWA) program for Oregon State outside of the five-county Portland metropolitan area.  
This area is referred to as the Oregon “balance of state.” 
 
The Oregon Housing Opportunities in Partnership (OHOP) program has been administered by the 
Oregon Department of Human Services, Public Health, HIV/STD/TB Section, HIV Care and 
Treatment program (HIV Care and Treatment) since 2002. The four OHOP Housing Coordinators 
serve four regions of the balance of state. 
 
Figure 1 on the following page shows a map of the four OHOP service regions. 
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Figure 1: 
 OHOP Service Regions in the Balance of State 

 
 
In addition to the formula funds that the State receives based on the number of residents living with 
HIV/AIDS, HIV Care and Treatment concurrently administers competitive HOPWA funding 
awarded by HUD in previous funding cycles, including two HOPWA Special Projects of National 
Significance (SPNS) addressing formerly incarcerated people and people with co-occurring mental 
illness, respectively.  HOPWA fund administration is further described in the first chapter of the 
main report, “Context of HIV/AIDS Housing in Oregon Balance of State.” Since 2002, OHOP has 
provided services to nearly 400 unduplicated people living with HIV/AIDS. OHOP currently 
maintains a wait list of about 50 eligible clients. 

Overview of the Systems Integration Assessment and Planning Process 
 
The HIV/AIDS housing and services systems integration assessment (conducted between fall 2007 
and spring 2008) provided an opportunity for more than 60 community members to give input, 
discuss, and identify critical issues and strategies for enhancing and integrating HIV/AIDS housing 
and services across the Oregon balance of state. The process was guided by a Steering Committee 
that included a broad cross-section of representatives of State and city agencies, nonprofit service 
providers, housing authorities, community action agencies, and a person living with HIV/AIDS. 
Stakeholders from each of the four OHOP regions participated in the process, through interviews, a 
survey, and/or Steering Committee membership.  
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The Systems Integration Plan includes a summary of the OHOP program as a regional HIV/AIDS 
resource; research on demographic patterns, HIV/AIDS epidemiology, economic factors, housing 
and homelessness among people living with HIV/AIDS in Oregon’s balance of state; and 
descriptions of key features of an array of interrelated housing and service systems across Oregon. 
Among the key findings of this research is the great need for housing for people living with 
HIV/AIDS. Forty percent of Oregonians with HIV need housing assistance, and a survey of Oregon 
service agency representatives cited the lack of affordable housing as the number-one barrier to 
stability for Oregonians living with HIV/AIDS.  
 
For greater detail on the findings of each aspect of the research, please see the “Context of 
HIV/AIDS Housing” and “Integration of HIV/AIDS Services and Housing with Existing Systems” 
sections of the Plan. Based on these findings, the Steering Committee identified critical issues and 
developed recommendations to improve the ability of these systems to cooperatively meet the 
housing and services needs of people living with HIV/AIDS in Oregon. 

Critical Issues and Recommendations  
 
The Oregon HIV Housing and Service Systems Integration Plan Steering Committee met twice in 
Salem, Oregon, and also by telephone conference, to review findings from the assessment of 
HIV/AIDS resources and systems integration conducted by Building Changes. Based on these 
findings, the Committee identified critical issues in systems integration that pose challenges to 
meeting the housing and related needs of people living with HIV and AIDS in the state of Oregon 
(outside of the Portland metropolitan area).  The Committee then sought to develop strategic 
recommendations that addressed the critical issues. 
 
Among the critical issues, the Committee identified both general issues related to the outreach and 
partnership strategies of the OHOP program, and issues specific to the various housing and service 
systems which should be involved in an integrated HIV housing and service plan for Oregon 
residents. One or more recommendations were developed to correspond to each type of issue and 
system. For greater detail on each of these issues and recommendations, please read the “Critical 
Issues” and “Recommendations and Strategies” section of the complete Plan. 

Critical Issues 
 
Outreach and Partnership Development  

1. Limited Awareness of Resources Dedicated to People Living with HIV/AIDS 
Many potential housing and services partners lack awareness or accurate knowledge of existing 
resources dedicated to, or which can be used to serve, people living with HIV/AIDS, and that lack 
of awareness may limit partnerships.  

2. Confidentiality Concerns 
The need to maintain client confidentiality restricts the ways that OHOP housing coordinators and 
other organizations and individuals can publicize their activities and resources. 

3. Limited Staff Capacity and Knowledge 
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OHOP and HIV Care and Treatment staff may lack familiarity with aspects of partner systems, 
including affordable housing, and have limited resources and time to conduct marketing and 
outreach to potential partners and planning bodies.  
 
Recommendations 

• Develop simple, discreet material to publicize OHOP and related services and opportunities, and 
disseminate widely.  

• Present to current and potential partners, including faith-based and community-based grass roots 
organizations with information tailored to their interests. 

• Engage provider agency staff, clients, and other regional participants in publicizing the need, 
opportunity, and benefits of investing in housing and services for people living with HIV/AIDS. 

• Offer trainings and create forums for sharing best practices to build OHOP and partner staff 
capacity. 

Individualized Housing and Service System Approaches 
 
Affordable Housing Resources 

4. Prioritizing Participation among Many Planning and Implementation Processes  
Mechanisms for community input are frequently built in to affordable housing planning processes, 
but it can be difficult for OHOP staff and partners to track the time-limited windows to provide such 
input, as well as to prioritize in which meetings and processes their participation will be most 
effective and conducive to cooperative ventures.   

5. Maximizing Access to New Resources for Special Populations 
Steering Committee members noted that affordable housing funders and developers are asked to 
prioritize or include a variety of special population definitions and set-asides in their projects or 
guidelines. Affordable housing resources are limited across the balance of state, resulting in strong 
competition for funding opportunities. 

6. Understanding Affordable Housing System Missions and Cultures 
Stakeholders in the affordable housing “system” have interests and goals that vary from entity to 
entity and may not be clear to OHOP stakeholders or consistent with goals of expanding access to 
housing by people living with HIV/AIDS. 
 
Recommendations 

• Participate consistently in the statewide Consolidated Plan, Continuum of Care, and other 
planning processes. 

• Prioritize strategically between building on existing relationships or seeking new partnerships 
with affordable housing developers and providers, neighborhood associations, and faith-based 
organizations. 

• Seek housing development opportunities in which relatively modest HIV/AIDS-specific 
resources can leverage significant investment from other sources. 
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Homeless Services 

7. Lack of Shared Data and Coordinated Planning Between HIV/AIDS and Homeless 
Systems 

Limited data is available on the overlap between the challenges of homelessness and HIV/AIDS, 
and information systems are not well integrated on the client or systems levels. As a result, clients 
risk falling through the cracks and not receiving referrals for needed services. 

8. Incomplete Integration of HIV/AIDS Issues into Continua of Care   
Steering Committee members identified the need for more meaningful inclusion of the needs of 
people living with HIV/AIDS in Continuum of Care planning, including through participation by 
HIV/AIDS system stakeholders in Continuum meetings, and the pursuit of additional Shelter Plus 
Care projects across the state. 
 
Recommendations 

• Focus attention on improving coordination with planning, data, and other elements of homeless 
systems. 

• Promote Shelter Plus Care and other bonus projects through agreements to streamline or share 
sponsor administrative costs. 

• Conduct outreach and seek partnerships with landlords and property managers.  
 
Addictions and Mental Health 

9. Addictions and Mental Health Services Gap 
The Steering Committee saw a significant gap in services for addictions and mental health services 
among people living with HIV/AIDS in Oregon’s balance of state. 

10.  Limited Access by People Living with HIV/AIDS to Mainstream Behavioral Health 
Services 

Steering Committee members noted that limited statewide development funds to serve people with 
behavioral health issues and unmet housing needs have not to date supported developments wholly 
or partially dedicated to people living with HIV/AIDS.  
 
Recommendations 

• Partner with substance abuse and mental health service providers to spotlight need and seek 
expanded support for these services.  

• Build relationships with behavioral health crisis providers. 
 
Human Services and Public Assistance 

11. Loss and Scarcity of Funding for Human Services 
The budgets of local agencies that provide the bulk of human services in Oregon have been hard-hit 
(especially in smaller, more rural counties) by the loss of timber revenues and other challenges. The 
number of promising “one-stop” centers in which multiple agencies coordinate their services has 
dwindled. 
 



vi Executive Summary—Oregon HIV/AIDS Housing and Services Systems Integration Plan 

12. Family Support Needs 
A substantial number of family households impacted by HIV/AIDS, which have diverse and unique 
needs as compared to individuals, require housing and services support. While HOPWA funds can 
be used to serve households as well as individuals, various program activities (discussed further in 
Appendix 3: HIV/AIDS Housing Options) may be more or less appropriate for family groups. 
 
Recommendation 

• Prioritize education and outreach to local DHS offices and community action agencies around 
HIV/AIDS and client issues, and support coordinated service delivery models. 

 
Criminal Justice 

13. Lack of Housing Options 
Offenders living with HIV/AIDS are screened out of public and private housing by background 
checks, and can find it difficult to transition to mainstream housing assistance programs such as 
Section 8, even if they are successfully housed with OHOP assistance.  
 

14. Multiple Risk Factors 
The inter-related risk factors that are commonly found among offenders translate into high service 
needs – and gaps in receiving services – when prisoners return to the community.  
 
Recommendation 

• Pursue partnerships with local and state criminal justice agencies and stakeholders, including 
grass roots community- and faith-based organizations, and seek federal and other resources to 
serve people with incarceration histories. 

 
Primary Care, Hospitals and Assisted Living 

15. Lack of Research and Resources for People Living with HIV/AIDS 
Steering Committee members identified a need for more assisted living and long-term care options 
(including in-home assistance) for both HIV-positive people living longer, and those suffering from 
chronic diseases like diabetes which provider observation suggests emerge earlier and more 
frequently among people with HIV than in the general population. 

16. Additional Housing Challenges 
Holding housing units and maintaining housing assistance as people cycle in and out of assisted 
living situations can be difficult, and can require modifications to facility or agency rules and incur 
additional administrative costs. The difficulty of placing clients in assisted living is broader than the 
HIV/AIDS population and is a challenge statewide. 
 
Recommendations 

• Consider that clients may need periodic or long-term care in assisted living situations while 
setting OHOP policies and allocating resources. 

• Conduct outreach about emerging primary care and assisted living needs of people living with 
HIV/AIDS, including to providers of these services. 
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Employment  

17. Limited Coordination among Employment, Service, and Housing Systems 
The level of coordination between OHOP and its partners and employment services providers in the 
balance of state falls short of meeting the level of need for employment assistance among people 
living with HIV/AIDS. 
 
Recommendation 

• Collaborate with workforce systems to provide employment supports and training for people 
living with HIV/AIDS.  
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Context of HIV/AIDS Housing in Oregon Balance of 
State 
 

This section provides an overview of the OHOP program and describes the overall context for 
HIV/AIDS housing and services in the balance of state. 

Oregon Housing and Opportunities in Partnership (OHOP) Program 
 
Many people living with HIV/AIDS find themselves in need of housing assistance and support 
services at some point during their illness. As many as 60 percent of all persons living with 
HIV/AIDS report a lifetime experience of homelessness or housing instability.1 Stable housing 
promotes improved health, sobriety or decreased use of alcohol and illegal drugs, and, for some 
people living with HIV/AIDS, a return to paid employment and productive social activities. 
 
The federal Housing Opportunities for Persons with AIDS (HOPWA) program provides funding, 
distributed by both formula and competition, dedicated to the housing needs of people living with 
HIV/AIDS and their families. In Oregon, HOPWA funds are allocated separately to the Portland 
Eligible Metropolitan Area (EMA)—Clackamas, Columbia, Multnomah, Washington, and Yamhill 
Counties in Oregon, and Clark County, Washington—and the rest of the state of Oregon (referred to 
as the “balance of state”). These two regions (metro Portland and the balance of state) each receive a 
portion of HOPWA formula funding and may compete for additional funding against other 
metropolitan and statewide regions defined by HUD.  
 
The Oregon Department of Human Services, Public Health, HIV/STD/TB Section, HIV Care and 
Treatment program (HIV Care and Treatment) has provided HOPWA-funded housing services in the 
balance of state through the Oregon Housing Opportunities in Partnership (OHOP) program since 
2002. The four OHOP Housing Coordinators serve four defined regions of the balance of state. 
 
Figure 1 on the following page shows a map of the four OHOP service regions. 

                                                                 
1 Aidala, A., Columbia University. Homelessness, Housing Instability and Housing Problems among Persons Living with HIV/AIDS. 
Paper presented at the Housing and HIV/AIDS Research Summit, June, 2005.  Available online: 
http://www.nationalaidshousing.org/toolkit/sound_investment.pdf (Accessed: February 21, 2008).  
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Figure 1:  
OHOP Service Regions in the Balance of State 

 
 
Housing Coordinators provide an array of HOPWA eligible housing services for people living with 
HIV/AIDS with incomes below 80 percent of Area Median Income (AMI), including Tenant-Based 
Rental Assistance (TBRA), Short-Term Rental, Mortgage, and Utilities (STRMU) assistance, and 
housing information and referrals. (A discussion of eligible activities defined by the HOPWA 
program, and complementary activities that may be funded by other sources, is in Appendix 3: 
HIV/AIDS Housing Options.) Since 2002, OHOP has provided services to nearly 400 unduplicated 
people living with HIV/AIDS. OHOP currently maintains a wait list of about 50 eligible clients. 
 
HOPWA formula funds are distributed to two types of grantees: eligible metropolitan areas (EMAs) 
with populations of more than 500,000 and at least 1,500 cumulative AIDS cases, and  states with 
more than 1,500 cumulative AIDS cases for areas outside of EMAs. In addition to these formula 
funds, HOPWA competitive program funds are awarded to model projects or programs based on 
their strategies, effectiveness, and ability to be replicated. Although OHOP was initially funded 
through a competitive grant, the state of Oregon became eligible for HOPWA formula funding in 
2006 in recognition of the growing epidemic outside the Portland area. This formula funding 
replaces OHOP’s competitive grant, which expires in July 2008. 
 
Oregon has been awarded two competitive HOPWA Special Projects of National Significance 
(SPNS) that are administered concurrently with the state’s formula funds. In 2006, HUD awarded 
funding for a SPNS project focused on formerly incarcerated people living with HIV/AIDS. The 
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Oregon Statewide Supportive Community Re-entry (OSSCR) project is a statewide initiative that is 
administered in areas outside of the Portland metropolitan area by OHOP (within the Portland area, 
OSSCR is administered by Cascade AIDS Project). Clients are referred by Oregon Department of 
Corrections and local criminal justice agencies, and work closely with OHOP Housing Coordinators 
and HIV Care and Treatment Case Managers to develop housing plans that are integrated with other 
supportive service and community corrections plans. The OSSCR program includes TBRA funding 
for about 55 clients per year, including 20 in the Portland EMA, and 35 throughout the rest of 
Oregon. 
 
In 2007, Oregon was again successful in receiving a SPNS award for the new Oregon Housing and 
Behavioral Health Initiative (OHBHI), which will serve people living with HIV/AIDS along the 
Interstate 5 corridor who have co-occurring mental illness. Outside of the Portland EMA, OHOP 
Housing Coordinators will provide housing services and Cascadia Behavioral Health will provide 
coordinated mental health and addictions services. (Inside the Portland EMA, these services will be 
provided by Cascade AIDS Project.) The OHBHI program includes TBRA funding for about 35 
clients per year, including 24 in the balance of state and about 11 in the Portland EMA. 
 
Table 1 summarizes the four current HOPWA grants that comprise the OHOP program. Annual 
budgets and TBRA goals are approximate and may vary as grants carry over between years. 
 

Table 1: 
 Summary of OHOP Grants 

Grant Grant Period Annual BoS 
Budget 

Annual BoS 
TBRA Goals 

Formula HOPWA Grant Every Calendar 
Year $307,490 26 

Competitive (Prior to Formula 
Grantee Status) 

July 2005 to June 
2008 $442,968 40 

OSSCR SPNS January 2006 to 
December 2008 $277,658 35 

OHBHI SPNS January 2008 to 
December 2010 $166,267 24 

Source: Information provided by Oregon Department of Human Services, HIV Treatment and Care Program. 
Note: No totals are provided as budget periods differ, and TBRA goals may not be cumulative. 

 
HOPWA program strategy is guided in part by the participation of grantees in their local 
Consolidated Plans and in Continuum of Care planning, as well as by HOPWA program goals and 
rules; these processes are discussed further in “Integration of HIV/AIDS Services and Housing with 
Existing Systems,” beginning on page 21 (Consolidated Plan) and page 29 (Continuum of Care). 
 
The Steering Committee guiding this Plan felt that including comparative information from nearby 
regions could help Oregon to contextualize various potential program approaches and set 
benchmarks to measure success; such information is therefore included here and throughout this 
section of the Plan. The Portland EMA contains more than three-quarters of the people living with 
HIV/AIDS in Oregon, and received $943,000 (more than three times the formula funding for the 
state of Oregon) in HOPWA formula funding in 2007.  
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Formula funds were distributed similarly in Oregon’s neighbor to the north: the Seattle EMA 
received $1.6 million in HOPWA formula funds in 2007.2 In addition, the state of Washington 
received slightly more than a third of that amount, or $622,000, to address people living with 
HIV/AIDS throughout the balance of state.3 
 
The OHOP program has been particularly successful in securing competitive HOPWA funding in 
recent years. Neighboring jurisdictions have also received competitive grants. Our House of 
Portland, in the Portland EMA, received a three-year, $1.04 million HOPWA competitive grant for 
housing placement, TBRA, and supportive services such as acute care. The Washington balance of 
state received a three-year, $1.15 million HOPWA competitive grant serving eastern Washington.4 
 
In 2006, a DHS evaluation of the OHOP program found that nine out of ten clients reported 
satisfaction with their current housing, and 89 percent said their housing situation had improved 
since having a Housing Coordinator. The evaluation stated that landlords were also satisfied with 
the program’s performance and were generally willing to accept additional OHOP clients.5 
 
The evaluation indentified two main challenges for the OHOP program. The extended housing 
authority wait lists for Section 8 Housing Choice Vouchers limited the ability of the OHOP program 
to transition clients to mainstream housing resources and serve more eligible people on the OHOP 
wait list. A second challenge was serving clients with multiple barriers, such as mental illness, 
substance use, or felony histories. Following the evaluation, Oregon has sought to address the 
challenges of serving clients with multiple barriers by designing two new competitive SPNS 
programs and conducting this systems integration assessment.  

Demographics and Epidemiology 

Population 
 
Understanding the needs and challenges facing people living with HIV/AIDS in Oregon requires 
some contextual information surrounding conditions and factors affecting life in Oregon as a whole. 
The total population of Oregon was 3,700,758 in 2006. The population of the balance of state—
outside the Portland Eligible Metropolitan Area (EMA) that includes Clackamas, Columbia, 
Multnomah, Washington, and Yamhill Counties—was 1,986,964 in 2006, or 54 percent of Oregon’s 

                                                                 
2 Washington and Oregon each have two HOPWA formula grantees, including and EMSA and balance of state, and have similar 
general population and HIV demographics. At the request of the Steering Committee, we have provided comparison data for 
Washington state and city of Seattle throughout this section of the plan, to highlight the similarities and differences between these 
neighboring states.  
3 U.S. Housing and Urban Development. Available online: http://www.hud.gov/offices/cpd/aidshousing/local/wa/index.cfm and 
http://www.hud.gov/offices/cpd/about/budget/budget08/index.cfm (Accessed: February 7, 2008). 
4 U.S. Housing and Urban Development. Available online: http://www.hud.gov/offices/cpd/aidshousing/index.cfm and 
http://www.hud.gov/local/ga/news/pr2007-10-10.cfm (Accessed: January 17, 2008). 
5 Oregon Department of Human Services, Program Design and Evaluation Services. Oregon Housing Opportunities in Partnership: 
Summary of Project Evaluation Design and Findings. Available online: http://www.oregon.gov/DHS/ph/hiv/services/housing.shtml 
(Accessed: November 30, 2007). 
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total population.6 For comparison, neighboring Washington State (outside the Seattle EMA) 
included about 3.8 million people, or 60 percent of the state’s total population.7  
 
Across the balance of the state of Oregon, population trends vary between areas of high growth and 
limited or negative population growth. Deschutes County, which grew the fastest between 1990 and 
2000, continues to lead Oregon counties in population growth. From 2000 to 2006, the population 
of Deschutes increased by 29 percent, fueled by the city of Bend, which grew by 35 percent. 
Neighboring Crook County grew by 20 percent. Other fast growing counties included Polk (17 
percent), Marion (9 percent), and Jackson Counties (9 percent). 
 
Ten counties in eastern Oregon have lost population since 2000, including Baker, Gilliam, Grant, 
Harney, Malheur, Sherman, Union, Wallowa, Wasco, and Wheeler Counties. These counties are 
largely rural and account for just three percent of Oregon’s total population. 
 
In 2006, the majority of the population (87 percent) of the state of Oregon was White. Asians were 
three percent of the population and two percent was Black/African American. In the balance of 
state, 89 percent of the population was White, two percent was Asian, and less than one percent was 
Black/African American. Both statewide and in the balance of state, the 2006 population was 10 
percent Hispanic, regardless of race (meaning that a person could be counted as White as well as 
Hispanic, for example).8 

                                                                 
6 U.S. Census. 2006 American Community Survey estimates. Available online: http://factfinder.census.gov/ (Accessed: November 
26, 2007). 
7 Washington State Office of Financial Management, Washington State Population Estimates. Available online: 
http://www.ofm.wa.gov/pop/april1/default.asp (Accessed: January 10, 2008). 
8 U.S. Census. 2006 American Community Survey estimates. Available online: http://factfinder.census.gov/ (Accessed: November 
26, 2007). 
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Epidemiology of HIV/AIDS 
 
As of March 31, 2007, there were 4,777 people reported living with HIV/AIDS in the state of 
Oregon, including 1,291 in the balance of state, or 27 percent of the state total.9 By comparison, 
with an overall population nearly twice as large, neighboring Washington reported 9,774 people 
living with HIV/AIDS as of June 2000. In Washington, 30 percent of the people living with 
HIV/AIDS were diagnosed in the balance of state, a distribution similar to that between Portland 
and the balance of Oregon.10 
 
These totals are based on data collected through HIV/AIDS surveillance data, and do not include 
people who do not know that they have HIV/AIDS nor people who are aware but have not been 
reported yet. Oregon Department of Human Services (DHS) estimates that the actual prevalence of 
HIV/AIDS is approximately 48 percent higher,11 or about 7,077 people statewide and 1,911 in the 
balance of state.  
 
The AIDS case rate in Oregon was 34th among states (excluding the District of Columbia) in 2005, 
at 6.0 per 100,000. The state of Washington, by comparison, ranked 28th.12  
 
People living with HIV/AIDS in Oregon are dispersed throughout the balance of state. Nearly every 
county reported at least one person living with HIV/AIDS in 2007, with 21 counties reporting at 
least eight people, and 11 counties reporting at least 30 people. Marion, Lane, and Jackson 
Counties, the three largest in population in the balance of state, have the largest concentrations of 
people living with HIV/AIDS.13 More than 90 percent of people living with HIV/AIDS reside 
within 25 miles of I-5.14 
 
Table 2 on the following page shows the population and number of people living with HIV/AIDS 
by county in the balance of state. 

                                                                 
9 Oregon Department of Human Services, HIV Data and Analysis. Available online: 
http://www.oregon.gov/DHS/ph/hiv/data/index.shtml (Accessed: November 26, 2007). 
10 Washington State/Seattle-King County HIV/AIDS Epidemiology Report, First Half 2007. Available online: 
http://www.metrokc.gov/health/apu/epi/1st-half-2007.pdf (Accessed: January 10, 2008). 
11 Oregon Department of Human Services, HIV Care and Treatment Program, 2007 HOPWA NOFA Proposal for the Oregon 
Housing and Behavioral Health Initiative (OHBHI). 
12 The AIDS case rate is calculated by dividing the number of AIDS cases reported during the 12 months of the most recent year for 
which data are available by the population in that same year, multiplied by 100,000. “HIV/AIDS Surveillance Report: Cases of HIV 
Infection and AIDS in the United States, 2005,” National Center for HIV, STD and TB Prevention, Centers for Disease Control and 
Prevention, Department of Health and Human Services, 2006. As cited on the Kaiser Family Foundation State Health Facts website. 
Available online: http://www.statehealthfacts.org/comparemaptable.jsp?ind=513&cat=11&yr=1&typ=1&sort=n&o=d (Accessed: 
January 15, 2008). 
13 Oregon Department of Human Services, HIV Data and Analysis. Available online: 
http://www.oregon.gov/DHS/ph/hiv/data/index.shtml (Accessed: November 26, 2007). 
14 Oregon Department of Human Services, HIV Care and Treatment Program, 2007 HOPWA NOFA Proposal for the Oregon 
Housing and Behavioral Health Initiative (OHBHI). 
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Table 2:  
Total Population (2006) and Number of People Living with 

HIV/AIDS (2007) for Counties in the Balance of State 

County Population Number of 
PLWHA 

Percentage 
of BoS Total 

Baker County 16,243 * <1% 
Benton County 79,061 34 3% 
Clatsop County 37,315 25 2% 
Coos County 64,820 35 3% 
Crook County 22,941 * <1% 
Curry County 22,358 9 1% 
Deschutes County 149,140 72 6% 
Douglas County 105,117 61 5% 
Gilliam County 1,775 0 0% 
Grant County 7,250 * <1% 
Harney County 6,888 * <1% 
Hood River County 21,533 12 1% 
Jackson County 197,071 134 10% 
Jefferson County 20,352 10 1% 
Josephine County 81,688 61 5% 
Klamath County 66,438 20 2% 
Lake County 7,473 * <1% 
Lane County 337,870 280 22% 
Lincoln County 46,199 37 3% 
Linn County 111,489 51 4% 
Malheur County 31,247 15 1% 
Marion County 311,304 324 25% 
Morrow County 11,753 * <1% 
Polk County 73,296 24 2% 
Sherman County 1,699 * <1% 
Tillamook County 25,380 9 1% 
Umatilla County 72,928 33 3% 
Union County 24,345 8 1% 
Wallowa County 6,875 * <1% 
Wasco County 23,712 13 1% 
Wheeler County 1,404 0 0% 
Total for Balance of State 1,986,964 1,291 100% 
Total for Oregon 3,700,758 4,777 – 
Sources: U.S. Census. 2006 American Community Survey estimates. Available online: 
http://factfinder.census.gov/ (Accessed: November 26, 2007); and 
Oregon Department of Human Services, HIV Data and Analysis. Available online: 
http://www.oregon.gov/DHS/ph/hiv/data/index.shtml (Accessed: November 26, 2007). 
Values less than six are not presented here in order to protect confidentiality; they are 
included in the totals. Therefore, totals may not add up to 100 percent. 
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People living with HIV/AIDS in Oregon have a broad diversity of backgrounds. Similar to 
neighboring Washington State and nationwide, people living with HIV/AIDS in Oregon include 
men and women of all ages. As treatments and medications for HIV/AIDS improve, people with 
HIV/AIDS are living longer, and in 2007, 30 percent of Oregonians with HIV/AIDS were over 50 
years old.15 
 
HIV/AIDS also impacts diverse households. People living with HIV/AIDS include single men and 
women, as well as adults living in households with children and other adults. In the balance of state, 
some regions serve a high percentage of adults living with their families, particularly in the Eugene 
area. 
 
The prevalence of HIV/AIDS is disproportionately high for Blacks/African Americans nationwide, 
and this trend holds true in Oregon. While Blacks/African Americans comprise less than two 
percent of the state population, they account for seven percent of people living with HIV/AIDS. In 
recent years, Blacks/African Americans have six times the rate of new diagnoses compared to 
Whites in Oregon,16 which reflects the national statistic that Blacks/African Americans face the 
highest rates of new AIDS cases per capita (more than four times that of the general population, and 
more than 10 times that of Whites).17 
 
Tables 3 and 4 on the following pages summarize demographics and risk factors for people living 
with HIV/AIDS in the state of Oregon as of March 31, 2007.

                                                                 
15 Oregon Department of Human Services, HIV Data and Analysis. Available online: 
http://www.oregon.gov/DHS/ph/hiv/data/index.shtml (Accessed: November 26, 2007). 
16 Oregon Department of Human Services, HIV Data and Analysis, Epidemiological Profile, 2005. Available online: 
http://www.oregon.gov/DHS/ph/hiv/data/EpiProfile.shtml (Accessed: November 27, 2007). 
17 2005 National Health Care Disparities Report, Centers for Disease Control and Prevention, 2005. Appendix D, Table 52: New 
AIDS cases per 100,000 population 13 and over: Race/Ethnicity. Available online: 
http://www.ahrq.gov/qual/nhdr05/quality/effectiveness/hiv/T52.htm (Accessed: June 20, 2008). 
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Table 3:  
Demographics for State of Oregon (as of July 2006)  

and for People Living with HIV and AIDS in Oregon (as of March 2007) 

    State of 
OR 

People Living with 
HIV   

People Living 
with AIDS   

People Living with 
HIV and AIDS Demographics 

Percent Number Percent   Number Percent   Number Percent 

Race/Ethnicity                  

White, not 
Hispanic 81% 1,522 81%  2,320 80%  3,842 80% 

Black/African 
American, not 
Hispanic 

2% 139 7%  194 7%  333 7% 

Hispanic 10% 167 9%  304 10%  471 10% 
Asian/Pacific 
Islander 4% 15 1%  50 2%  65 1% 

American 
Indian/Alaska 
Native 

1% 19 1%  33 1%  52 1% 

Multi-Race 2% * *  * *  * * 
Unknown 0% * *  * *  * * 

Total 100% 1,872 100%   2,905 100%   4,777 100% 
Gender          
Male 50% 1,587 85%  2,600 90%  4,187 88% 
Female 50% 285 15%  305 10%  590 12% 

Total 100% 1,872 100%   2,905 100%   4,777 100% 
Age        
Under 19 26% 34 2%  9 <1%  43 1% 
20-29 14% 212 11%  90 3%  302 6% 
30-39 14% 541 29%  566 19%  1,107 23% 
40-49 14% 650 35%  1,278 44%  1,928 40% 
50-59 14% 339 18%  738 25%  1,077 23% 
Over 59 18% 96 5%  224 8%  320 7% 

Total 100% 1,872 100%   2,905 100%   4,777 100% 
Sources:  Oregon Department of Human Services, HIV Data and Analysis. Available online: 
http://www.oregon.gov/DHS/ph/hiv/data/index.shtml (Accessed: November 26, 2007). Values less than six are not presented 
here in order to protect confidentiality; they are included in the totals. Therefore, totals may not add up to 100 percent.  
U.S. Census. 2006 American Community Survey estimates. Available online: http://factfinder.census.gov/ (Accessed: 
November 26, 2007). 
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Table 4:  
People Living with HIV and AIDS as of March 2007 in Oregon by Exposure Category 

People Living with 
HIV  

People Living with 
AIDS  

People Living with 
HIV and AIDS Demographics 

Number Percent  Number Percent  Number Percent 

Exposure Category                 
Men who have Sex with 
Men (MSM) 1,168 62%  1,778 61%  2,946 62% 

Injection Drug Use (IDU) 176 9%  349 12%  525 11% 
MSM/IDU 144 8%  249 9%  403 8% 
Heterosexual 195 10%  283 10%  478 10% 
Other/Hemophilia/Blood 
Transfusion 10 <1%  18 <1%  28 <1% 

Pediatric – Mother with/at 
risk for HIV 25 1%  7 <1%  32 1% 

Risk Not Known/Other 145 8%  190 7%  335 7% 
Total 1,872 100%   2,905 100%   4,777 100% 

Source: Oregon Department of Human Services, HIV Data and Analysis. Available online: 
http://www.oregon.gov/DHS/ph/hiv/data/index.shtml (Accessed: November 26, 2007).   

 
The number of Oregonians newly diagnosed with HIV or AIDS has remained relatively stable in 
recent years, at approximately 300 per year, of which about 25 percent have been diagnosed in the 
balance of state.18 There have been about 100 reported deaths annually among Oregonians living 
with HIV/AIDS, and the population living with HIV/AIDS has increased by approximately 200 
people each year over the past ten years. The number of people living with HIV/AIDS in the 
balance of state is estimated to have increased by about 50 people each year. 19  

Poverty, Housing, and Homelessness in Oregon 

Poverty and Income 
 
In 2006, 17 percent of Oregonians lived below the federal poverty level, equal to the national rate of 
poverty, but higher than the proportion (13 percent) in neighboring Washington.20 The 
unemployment rate for Oregon in October 2007 was 5.5 percent21 (11th highest among the states and 
D.C.).22 Rural areas in Oregon face substantial challenges of poverty. According to the state Ending 
                                                                 
18 Oregon Progress Board, Benchmarks Reports. Available online: http://benchmarks.oregon.gov (Accessed: January 10, 2008). 
19 Oregon Department of Human Services, Ryan White Title II HIV Client Services Comprehensive Plan, 2006-2009. Available 
online: http://www.oregon.gov/DHS/ph/hiv/services/coalplan/2006plan.pdf (Accessed: November 27, 2007). 
20 Kaiser Family State Health Facts. Available online: http://www.statehealthfacts.org/comparebar.jsp?ind=9&cat=1 (Accessed: 
January 16, 2008). 
21 Oregon Economic and Community Development Department. Economic Information. Available online: 
http://www.oregon4biz.com/data.htm (Accessed: December 3, 2007). 
22 U.S. Department of Labor, Bureau of Labor Statistics. Available online: http://www.bls.gov/web/laumstrk.htm (Accessed: 
December 3, 2007). 
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Homelessness Advisory Council (EHAC), the poverty rate in rural counties exceeded the rate in 
urban counties, and the unemployment rate was higher in rural (6.6 percent) than in urban counties 
(5.1 percent).23 
 
Average incomes are also generally lower in rural counties than in urban areas. According to HUD, 
the Median Family Income (MFI) for Oregon was $55,700 in 2007. The MFI was $59,400 in 
metropolitan areas, and $45,600 in nonmetropolitan areas. MFI varied by county, from a low of 
$39,000 in Wheeler County to $67,400 in Benton County.24 
 
Many counties in rural Oregon, already struggling with low incomes and higher rates of 
unemployment, are facing budgetary pressures that severely limit the funds available for local 
housing and services. The loss of federal timber replacement revenues in 2007—called O & C 
Revenues for federal land previously owned by Oregon and California Railroad—has caused 
financial crises in several counties. For example, more than two-thirds of the county general funds 
of Josephine and Douglas Counties relied on O & C Revenues.25  

Health Insurance in Oregon  
 
In 2006, a total of 576,000 Oregonians lacked health insurance, about 16 percent of the state 
population, 26 compared to nine percent for neighboring Washington.27 Stakeholders across the state 
cited the restricted eligibility for the Oregon Health Plan (OHP), the state health insurance program, 
and the lack of funding options to serve people who don’t qualify, as a major impediment to 
providing adequate medical care and supportive services (including supportive housing) to low-
income Oregon residents. 
 
During the 1990s, OHP received national praise for its expansion of health insurance coverage 
among state residents, achieved by creating a two-tiered benefits structure. OHP Plus provided a 
full range of services to people who would be categorically eligible for Medicaid, such as low-
income families and pregnant women. OHP Standard extended a limited benefits option to people 
who were below the federal poverty line. 
 
In 2002, OHP Standard attempted a further expansion to residents at 185 percent of poverty or less, 
predicated on cost-sharing and premium policies. The expansion failed, as Oregon’s budget crisis 
facilitated a severe, ongoing drop in enrollment.28 The Oregon Health Plan Standard program was 
forced to take measures which reduced enrollment from 104,000 people in January 2003 to 49,000 
in December 2003, and to less than 25,000 in January 2007.29 DHS recently announced that it will 

                                                                 
23 Ending Homelessness Advisory Council (EHAC). Draft 10 Year Plan to End Homelessness, Part 1: Understanding Homelessness 
in Oregon. Available online: http://www.ehac.oregon.gov (Accessed: November 27, 2007). 
24 U.S. Housing and Urban Development, Income Limits FY 2007. Available online: http://www.huduser.org/datasets/il.html 
(Accessed: November 27, 2007). 
25 Dennis Richardson, Oregon State Representative. March 2007 Newsletter. Available online: 
http://www.dennisrichardson.org/lu031607.htm (Accessed: November 29, 2007). 
26 Oregon Progress Board, Benchmarks Reports. Available online: http://benchmarks.oregon.gov (Accessed: October 15, 2007). 
27 Washington State Office of Financial Management, 2006 Washington State Population Survey. Available online: 
http://www.ofm.wa.gov/researchbriefs/brief039.pdf (Accessed: January 10, 2008). 
28 Oberlander, Jonathan. “Health Reform Interrupted: The Unraveling Of The Oregon Health Plan,” in Health Affairs, December 
2006. Available online: http://content.healthaffairs.org/cgi/content/short/hlthaff.26.1.w96v1 (Accessed: November 27, 2007). 
29 Ending Homelessness Advisory Council (EHAC). Draft 10 Year Plan to End Homelessness, Part 1: Understanding Homelessness 
in Oregon. Available online: http://www.ehac.oregon.gov (Accessed: November 27, 2007). 



12 Oregon HIV/AIDS Housing and Services Systems Integration Plan 

reopen enrollment for OHP Standard through a lottery beginning in January 2008, although the total 
enrollment in OHP Standard will maintain a biennial average of 24,000.30  
 
The Oregon HIV Care and Treatment Program helps to bridge the insurance gap for people living 
with HIV in Oregon who seek care, using a unique set of tools. Oregon HIV Care and Treatment 
uses federal Ryan White formula funding to pay health insurance premiums and co-pays for any 
presenting income-eligible clients who are not insured through OHP. The program leverages the 
Oregon Medical Insurance Pool (OMIP) to provide coverage for Oregon residents with qualifying 
medical conditions—including HIV/AIDS—that would otherwise restrict their individual health 
insurance coverage through private insurers.31 
 
With the enactment of Oregon’s mental health parity law in January 2007, all group health insurers 
must cover insured individuals for a broad range of behavioral health services, including mental 
health and substance abuse treatment, at levels equal to coverage for other medical conditions.32 
This change may improve the availability of needed care for Oregonians with HIV/AIDS and co-
occurring disorders, although the health insurance context described above continues to pose 
system-wide challenges. 

Housing in Oregon 
 
Housing affordability is declining rapidly in Oregon for both renters and owners. The 2006-2010 
State of Oregon Consolidated Plan reported that 73 percent of very low-income households, 60 
percent of low-income households, and 37 percent of moderate-income households in Oregon are 
cost-burdened.33 Households are considered cost-burdened if they spend more than 30 percent of 
income on housing and utilities. The State of Washington Consolidated Plan reported similar 
findings: 70 percent of very low-income households and 60 percent of low-income households were 
cost-burdened.34 
 
Affordable housing is particularly scarce for renters. In 2006, 82 percent of Oregon households 
below the rental median income ($22,669 in 2006) were considered cost-burdened. Forty-six 
percent of homeowners with incomes below the median for homeowners ($56,164) were cost-
burdened.35 
 
The state of Oregon has a relatively low rate of homeownership, 64 percent compared to the 
national rate of 67 percent in 2006. The rate of homeownership is higher in the balance of state (66 
percent) than in the Portland Eligible Metropolitan Area (63 percent).  
 
Homeownership rates in Oregon vary substantially by county. The low homeownership rates of 
Benton (55 percent) and Lane Counties (61 percent) are likely influenced by their large college 
                                                                 
30 Oregon Department of Human Services. “Several thousand Oregonians to be added to Oregon Health Plan's Standard benefit 
package” (news release), January 7, 2008. Available online: http://www.oregon.gov/DHS/news/2008news/2008-0107.shtml 
(Accessed: January 14, 2008). 
31 Oregon Medical Insurance Pool. Available online: http://www.omip.state.or.us/ (Accessed: November 29, 2007). 
32 Oregon Department of Human Services, HIV Care and Treatment Program, 2007 HOPWA NOFA Proposal for the Oregon 
Housing and Behavioral Health Initiative (OHBHI). 
33 Oregon Housing and Community Services. State of Oregon Consolidated Plan, 2006-2010. Available online: 
http://www.oregon.gov/OHCS/HRS_Consolidated_Plan_5yearplan.shtml (Accessed: November 27, 2007). 
34 Washington State Department of Community, Trade and Economic Development Housing Division, 2005-2009 Consolidated Plan. 
Available online http://cted.wa.gov/site/811/default.aspx (Accessed: January 10, 2008). 
35 Oregon Progress Board, Benchmarks Reports. Available online: http://benchmarks.oregon.gov (Accessed: October 15, 2007). 
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campuses. Rental housing is less available in counties with higher homeownership rates, such as 
Polk (74 percent), Josephine (72 percent), and Deschutes (70 percent).36 
 
Amid a national trend toward increasing mortgage default rates, Oregon compares favorably to 
other states, but is in line with the neighboring state of Washington. In 2007, 0.54 percent and 0.57 
percent of households in Oregon and Washington, respectively, entered some stage of foreclosure, 
compared with 1.03 percent nationwide.37  
 
Each year, the U.S. Department of Housing and Urban Development (HUD) establishes Fair Market 
Rents (FMRs) to determine payment standards for the Section 8 Housing Choice Voucher program, 
as well as other HUD programs such as HOME rental assistance. HUD defines FMRs as the 40th 
percentile rent, or, the dollar amount below which 40 percent of the standard-quality rental housing 
units are rented.38 FMRs are a good indicator of the variance in housing costs across counties. 
 
In the balance of state, the FMRs for most counties increased by about eight percent from 2006 to 
2008. For 2008, Baker County has the lowest FMR ($450) and Deschutes County has the highest 
FMR ($614) in the balance of state.39 
 
Table 5 on the following page lists the FMR for one-bedroom apartment rentals in the balance of 
state, by county for the years 2006 through 2008. 
 

                                                                 
36 U.S. Census, 2006 American Community Survey estimates. Available online: http://factfinder.census.gov/ (Accessed: November 
27, 2007). 
37 Data from RealtyTrac, a private firm that tracks nationwide foreclosure trends. Available online: 
http://www.realtytrac.com/ContentManagement/pressrelease.aspx?ChannelID=9&ItemID=3988&accnt=64847 (Accessed: February 
19, 2008). 
38 U.S. Housing and Urban Development, Fair Market Rents. Available online 
http://www.huduser.org/datasets/fmr/fmrover_071707R2.doc (Accessed: December 3, 2007). 
39 U.S. Housing and Urban Development, Fair Market Rents. Available online: http://www.huduser.org/datasets/fmr.html (Accessed: 
November 26, 2007). 
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Table 5:  
2006-2008 Fair Market Rents for One-Bedroom Unit for Oregon 

Counties in Balance of State 

County 2006 FMR 
for 1 BR 

2007 FMR 
for 1 BR 

2008 FMR 
for 1 BR 

Baker $415 $430 $450 
Benton (Corvallis MSA) $560 $579 $601 
Clatsop $503 $521 $544 
Coos $471 $488 $512 
Crook $494 $512 $535 
Curry $505 $523 $548 
Deschutes (Bend MSA) $567 $587 $614 
Douglas $453 $468 $491 
Gilliam $483 $499 $524 
Grant $483 $499 $524 
Harney $429 $444 $466 
Hood River $514 $532 $556 
Jackson (Medford MSA) $540 $560 $581 
Jefferson $490 $507 $530 
Josephine $510 $528 $552 
Klamath $431 $446 $467 
Lake $429 $444 $466 
Lane (Eugene-Springfield MSA) $561 $581 $600 
Lincoln $525 $543 $567 
Linn $532 $550 $576 
Malheur $445 $461 $484 
Marion (Salem MSA) $520 $530 $531 
Morrow $483 $499 $524 
Polk (Salem MSA) $520 $530 $531 
Sherman $483 $499 $524 
Tillamook $506 $524 $550 
Umatilla $438 $453 $475 
Union $427 $442 $462 
Wallowa $424 $439 $459 
Wasco $475 $492 $516 
Wheeler $483 $499 $524 
Source:  U.S. Housing and Urban Development, Fair Market Rents. Available online: 
http://www.huduser.org/datasets/fmr.html (Accessed: November 26, 2007). 
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Homelessness 
 
Oregon has one of the highest rates of homelessness per capita in the nation. Oregon Housing and 
Community Services (OHCS) reported that the number of Oregonians who were homeless on any 
given night increased from 21 per 10,000 residents in 2002, to 31 per 10,000 in 2006.40 A recent 
report estimated the 2007 homeless rate to be 45 per 10,000.41 In 2006, the state of Washington 
estimated that 31 per 10,000 residents were homeless on any given night.42 
 
The worsening statewide situation contrasts with the nationally recognized successes of the Portland 
10 Year Plan to End Homelessness, enacted in December 2004. During the first two years of the 
plan’s implementation, 1,039 chronically homeless individuals and 770 homeless families with 
children were housed, numbers far above the performance goals initially laid out in the plan.43 
 
The 2007 Oregon one-night shelter count identified 13,020 total homeless people, including 4,655 
people who were turned away from shelters. These numbers are point-in-time counts of people who 
spent the night at a shelter or were turned away on one night in January 2007. One-night counts 
typically undercount homeless people in rural areas where shelter facilities are limited.  
 
Some counties in particular lack the facilities to serve homeless people seeking shelter. In 2007, 
Deschutes County reported 1,403 homeless people, including 1,179 who were turned away from 
shelters. The vast majority of those turned away were people in families with children.44 
 
Most shelters and one-night counts do not keep data on the number of homeless people living with 
HIV/AIDS, although homeless people are known to have added risk of HIV diagnosis. The U.S. 
homeless population has an estimated median rate of HIV prevalence of at least three times 
higher—three percent versus one percent—than the general population.45 The 2005 needs 
assessment for people living with HIV/AIDS in Oregon echoed the national findings on 
homelessness. Twenty-six percent of people living with HIV/AIDS reported being in unstable 
housing situations in the past year, and 15 percent had been homeless in the past two years.46 
 
Homelessness is especially dangerous for people living with HIV/AIDS. Effective treatment of 
HIV/AIDS requires a regular regimen of antiretroviral medications, which may be difficult to 
administer under conditions of homelessness or in emergency shelters. Many people living with 
HIV/AIDS may also be more susceptible to life-threatening infections if living on the street or in 
unsanitary conditions. 
 
                                                                 
40 Oregon Progress Board, Benchmarks Reports. Available online: http://benchmarks.oregon.gov (Accessed: October 15, 2007). 
41 Ending Homelessness Advisory Council (EHAC). Draft 10 Year Plan to End Homelessness, Part 1: Understanding Homelessness 
in Oregon. Available online: http://www.ehac.oregon.gov (Accessed: November 27, 2007). 
42 Washington State Department of Community, Trade and Economic Development Housing Division, 2006 Ten Year Plan to End 
Homelessness. Available online: http://cted.wa.gov/_CTED/documents/ID_3356_Publications.doc (Accessed: January 10, 2008). 
43 City of Portland, Bureau of Housing and Community Development. 2006 Annual Report for the 10 Year Plan to End 
Homelessness. Available online: http://www.portlandonline.com/bhcd/index.cfm?c=38062 (Accessed: November 29, 2007). 
44 Ending Homelessness Advisory Council (EHAC). Draft 10 Year Plan to End Homelessness, Part 1: Understanding Homelessness 
in Oregon. Available online: http://www.ehac.oregon.gov (Accessed: November 27, 2007). 
45 Higher rates (8.5 to 62 percent) have been found in selected homeless sub-populations. Song, John M.D., M.P.H., M.A.T., 
HIV/AIDS & Homelessness: Recommendations for Clinical Practice and Public Policy, November 1999, National Health Care for 
the Homeless Council, Health Care for the Homeless Clinician’s Network, p. 1. Available online: www.nhchc.org (Accessed: 
January 10, 2002). 
46 Oregon Department of Human Services, Program Design and Evaluation Services. We Listened…2005: Survey for People Living 
with HIV and AIDS in Oregon. Available online: http://www.oregon.gov/DHS/ph/hiv/services/needs/reports.shtml (Accessed: 
November 27, 2007). 
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Stable housing enables people living with HIV/AIDS to access and maintain life-saving medical 
care and treatments. Compared to those who were in stable housing, homeless people living with 
HIV/AIDS experience worse overall physical and mental health, are more likely to be hospitalized 
and use emergency rooms, and are less likely to receive medical treatment. Stable housing is 
significantly correlated with treatment success.47 
 
In addition, research indicates housing stability decreases the risk factors that can lead to HIV 
transmission. A 2006 study found that each prevented HIV infection saves $303,000 in lifetime 
medical costs.48 Compared to the modest cost of providing housing for people living with 
HIV/AIDS, the cost savings from preventing HIV transmission are substantial.  
 
In a study released in 2007, researchers compared the costs of providing rental assistance, case 
management, and related services to the treatment costs associated with new cases of HIV. The 
study found that if just one out of every 19 clients receiving housing support avoided HIV 
transmission, the intervention would be cost-saving. The housing intervention would be cost-
effective if it prevented one HIV transmission for every 64 clients.49 

Housing Needs for People Living with HIV/AIDS 
 
Housing assistance is an important need for people living with HIV/AIDS who face a spectrum of 
housing instability, including those who are not currently homeless. Recent research emphasizes 
that housing needs, including but not limited to homelessness, are significant barriers to appropriate, 
effective HIV medical care, and that housing assistance increases access and retention in medical 
care and treatment.50  
 
The most recent needs assessment for people living with HIV/AIDS in Oregon found that forty 
percent of people living with HIV/AIDS reported a need for housing assistance (including both 
those who needed and were receiving assistance, and those who needed but were not receiving 
assistance), including more than 500 people in the balance of state. Sixteen percent of needs 
assessment survey respondents reported receiving assistance through a Section 8 voucher or public 
housing, or an estimated 200 clients in the balance of state. A small number of respondents 
indicated receiving assistance through transitional housing programs or Shelter Plus Care. The 
Oregon Housing Opportunities in Partnership (OHOP) Program serves approximately 100 people 
living with HIV/AIDS in the balance of state each year.51  

                                                                 
47 National AIDS Housing Coalition. HIV/AIDS Housing: Improving Health Outcomes. Available online: 
http://www.nationalaidshousing.org/toolkit/health_outcomes.pdf (Accessed: December 7, 2007). 
48 Schackman, et al, “The Lifetime Cost of Current Human Immunodeficiency Virus Care in the United 
States”, Medical Care, Vol. 44, No. 11, p. 990, November 2006. 
49 Holtgrave, David R., et al. “Cost and Threshold Analysis of housing as an HIV Prevention Intervention,” in the November 2007 
Housing and HIV/AIDS Supplement to AIDS and Behavior. 
50 Aidala, A., et al. “Housing Need, housing Assistance, and Connection to HIV Medical Care,” in the November 2007 Housing and 
HIV/AIDS Supplement to AIDS and Behavior. 
51 Oregon Department of Human Services, Program Design and Evaluation Services. We Listened…2005: Survey for People Living 
with HIV and AIDS in Oregon. Available online: http://www.oregon.gov/DHS/ph/hiv/services/needs/reports.shtml (Accessed: 
November 27, 2007). 
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Integration of HIV/AIDS Services and Housing with 
Existing Systems 
 

This section describes how HIV/AIDS services and housing are currently integrated into other 
systems in the balance of state and identifies opportunities that exist for further integration with 
existing or potential partners.  

 
Meaningful integration with mainstream housing and service providers and the general public is 
critical for Oregon Housing Opportunities in Partnership (OHOP) and other programs and agencies 
that serve people living with HIV/AIDS in Oregon. Connections to local service providers and 
housing agencies help ensure that OHOP resources are reaching all of the diverse communities of 
eligible clients in need, and assure that the needs of people with multiple, co-occurring challenges 
are recognized and efficiently addressed. In addition, partnership with mainstream housing 
organizations (such as affordable housing developers or housing authorities) and participation in 
planning processes (such as the Continuum of Care or Consolidated Funding Cycle processes) can 
lead to the development or dedication of new housing resources, targeted either for people with 
disabilities in general or specifically for people living with HIV/AIDS. 
 
The first part of this chapter presents information on general outreach strategies that OHOP and its 
partners use or could use to communicate with an array of different systems, as well as outlines 
some barriers to transparent and effective communication. The second part of the chapter provides 
context information on some of the most relevant systems, including key components of the 
particular system, the level of integration that exists with HIV/AIDS housing and services, and 
challenges within that system. This “map” of interlocking systems is intended to help OHOP and its 
partners better understand how to employ dedicated HIV/AIDS resources to complement existing 
capacity in these regions, and how to most effectively collaborate with the broader set of affordable 
housing and services systems to increase and maintain capacity to serve as many Oregonians as 
possible. (Critical issues within this context, and specific recommendations for addressing 
challenges and meeting need among people living with HIV/AIDS, are addressed in the subsequent 
section (Section 2), beginning on page 40 of this plan.) 
 
Information for these sections comes from primary research, interviews with key informants across 
the state, and a survey of stakeholders. The stakeholders that participated in the survey were divided 
between the four OHOP service regions. Half of the respondents represent HIV/AIDS agencies, and 
half represent agencies that do not specifically provide services to people with HIV/AIDS, although 
some of their clients may have an HIV diagnosis. Detailed survey responses are also available in 
Appendix 2. 

Outreach Strategies 
 
Outreach to a broad spectrum of housing and service system stakeholders and others must be the 
cornerstone of any integration effort. Because the number of Oregon residents living with 
HIV/AIDS outside of the Portland metro area is relatively small and spread out, OHOP and partner 
staff must take a proactive role simply to make known the needs of this population and the 
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resources they have to offer. Yet staff capacity is a serious challenge for dedicated HIV/AIDS 
programs and agencies, as staff have limited time to dedicate to outreach activities. When they do 
reach out, they may be met with misconceptions or stigma about their clients, or limited willingness 
on the part of other agencies to engage people perceived to have “their own” resources.  
 
Client confidentiality concerns can also restrict the ways that OHOP and other HIV/AIDS providers 
publicize their activities and resources. For people living with HIV/AIDS, stigma and 
discrimination are factors in finding and maintaining housing, accessing support services, and 
seeking medical care. People living with HIV/AIDS often struggle to keep their HIV status private, 
particularly from landlords and neighbors. For this reason, OHOP tends to market its services 
quietly and to avoid disclosing to landlords and other providers that HOPWA is the source of 
housing assistance for clients they place, or that clients qualify for assistance via an HIV diagnosis. 
This challenge has surfaced acutely in Jackson County, where people living with HIV/AIDS have 
been evicted from affordable housing programs, including one dedicated to pregnant women, when 
their HIV status was revealed. 
 
Partnerships with organizations that serve people with disabilities in general can help to alleviate 
confidentiality issues, by providing more general cover for making resources available to people 
living with HIV/AIDS. For example, the Eastern Oregon Center for Independent Living (EOCIL) 
provides HIV case management and services in ten counties in eastern Oregon (OHOP Region 4). 
Because EOCIL serves individuals with multiple disabilities, its case managers can work with 
landlords and other partners without having to reveal the HIV status of their clients. 
 
Making general materials and information about OHOP services available routinely through 
mainstream providers is another way to raise awareness without disclosing clients’ HIV/AIDS 
status. In key stakeholder interviews, providers in Eugene and Medford noted the need for simple 
marketing tools (such as updated brochures about OHOP, with contact names and phone numbers 
that clients can call) that could be disseminated by all types of service agencies as part of their 
general information packets. Another need noted by stakeholders in Jackson County was for 
HIV/AIDS training for mainstream services or housing provider staff. 
 
Some OHOP resources for people living with HIV/AIDS overlap with programs available to a 
wider client base. In Jackson County, for example, ACCESS has a limited pool of utility assistance 
to distribute among low-income clients, which include some people living with HIV/AIDS who 
could qualify for a greater level of utility assistance through OHOP. One solution to optimize the 
allocation of limited resources may be to include OHOP information on the ACCESS application 
form. 
 
In some cases, activities undertaken by the clients themselves can strengthen community 
relationships. An example of an effective tool for strengthening landlord connections in particular 
can be found in Lane County. St. Vincent de Paul offers the Second Chance Renters Program to 
individuals who want to demonstrate commitment to good relationships with potential landlords, by 
learning both concrete information about tenant responsibilities and landlord expectations, as well 
as how to demonstrate consistency, trust, and a desire to succeed.  
 
Outreach can be especially difficult in rural areas which may have relatively few social service 
agencies and networks. Rural outreach may require creative partners to leverage limited housing 
resources. Faith-based organizations can provide community structure, are frequently mission-
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driven to assist people with limited assets, and may be willing to provide support, services, or even 
housing. Another opportunity may be the six USDA Rural Development offices in the balance of 
state, which provide rental assistance to low-income residents in rural areas. However, nationally 
this assistance has been greatly reduced in recent years, and these offices in Oregon currently assist 
with only 700 rental units statewide. 

Health Care (including HIV Care)  
 
People living with HIV/AIDS have a range of health care needs, including treatment for HIV 
disease itself, treatment for other chronic health conditions, supportive services, and in some cases 
care in an assisted living environment. In Oregon, the primary responsibility for meeting the health 
care needs of people living with HIV/AIDS falls to the Oregon Department of Human Services, 
Public Health, HIV/STD/TB Section, HIV Care and Treatment Program, known in brief as “HIV 
Care and Treatment.” HIV Care and Treatment is also the administrator of the OHOP program. At 
least in part because of this structural connection, as well as because all recipients of HIV housing 
assistance are eligible for some health services as a result of their HIV diagnosis, integration 
between these two systems (health care and HIV/AIDS housing) is particularly extensive and well 
developed. 
 
HIV Care and Treatment administers HIV case management services throughout the Oregon 
balance of state and provides an array of other types of statewide medical assistance, with a 
program-wide budget of approximately $14 million that includes both federal Ryan White 
Comprehensive AIDS Resources Emergency (CARE) Act funds and state general and other funds. 
Federal Ryan White CARE Act funds are awarded to all states by formula to provide primary 
healthcare and support services, including AIDS Drug Assistance Programs (ADAPs), which 
enhance access to care for people living with HIV/AIDS and their families. HIV Care and 
Treatment activities are therefore commonly referred to as “Ryan White” services, although state 
and other program funding for HIV Care and Treatment roughly equal the federal funding share.  
 
HIV Care and Treatment program services are provided in the balance of state by a network of 19 
AIDS service providers (15 county health departments, two community-based organizations, and 
two independent contractors) with a total of 42 HIV case managers serving more than 800 people 
living with HIV/AIDS and their families each year.52 Approximately $1.5 million of services are 
annually targeted to individuals in the balance of state, along with $2.5 to 3 million in ADAP 
funding. Oregon’s ADAP, known locally as CAREAssist, represents the HIV Care and Treatment 
Program’s largest program element by expenditure, and roughly 75 percent of ADAP funds are 
expended in the Portland metropolitan area. 
 
As part of its CAREAssist portfolio, Oregon HIV Care and Treatment is able to provide access to 
health insurance (as described in the section on Health Insurance above) for low-income people 
living with HIV/AIDS in Oregon who are not covered by the Oregon Health Plan (OHP). Between 
these two programs, any income-eligible Oregonian living with HIV/AIDS who presents with a 
need for health insurance coverage can receive it. HIV Care and Treatment administrators estimate 
that approximately 20 percent of Oregonians living with HIV/AIDS receive medical service 

                                                                 
52 Oregon Department of Human Services, HIV Care and Treatment Program, 2007 HOPWA NOFA Proposal for the Oregon 
Housing and Behavioral Health Initiative (OHBHI). 
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coverage through OHP, but approximately twice that number receive access to medical care through 
CAREAssist.53 
 
OHOP Housing Coordinators work closely with HIV Case Managers throughout the state. The 
close coordination between programs allows OHOP to leverage nearly two dollars of other HIV 
Care and Treatment program-funded services for every one dollar of HOPWA assistance. It is 
important to note that, prior to the introduction of the OHOP program, much of Oregon’s locally 
administered HIV case management support service funds were spent on housing. Since the 
inception of the OHOP program, the annual utilization of Oregon HIV case management local 
support service dollars for housing services has decreased by more than 50 percent; those funds are 
now able to be applied to other essential activities, including health care, oral health services, 
medical transportation, and addictions and mental health treatment. 
 
At the planning level, OHOP and HIV Care and Treatment administrators collaborate regularly, 
including in the development of the Ryan White Title II HIV Client Services Comprehensive Plan 
for 2006-2009. Over 70 percent of surveyed AIDS agencies reported participating in the Ryan 
White planning process, including the Oregon HIV Care Coalition.  
 
People living with HIV/AIDS, like others throughout Oregon, frequently turn to hospitals for their 
acute care needs, which can sometimes disrupt their housing stability. The Oregon Association of 
Hospitals and Health Systems represents the interests of hospitals and other facilities across the 
state, highlighting key issues for members.54 A key hospital issue of uncompensated care expenses 
may be limited in the case of people with HIV/AIDS, because of the health insurance assistance that 
HIV Care and Treatment provides (as described above). However, attention is required to ensure 
coordination between the two systems around transitions between inpatient and outpatient care and 
treatment for chronic conditions such as diabetes. 
 
Research has not yet measured the incidence, age of onset and cause of geriatric diseases in long-
term survivors of HIV/AIDS.55 But Steering Committee members observed that these types of 
major medical challenges are common among the growing numbers of clients they serve who have 
been living with the disease for some time. An HIV/AIDS housing provider in Portland reported 
serving an estimated 10 percent of clients in assisted living situations; while OHOP has served very 
few clients in such situations, the number in need of such assistance may increase.  
 
Mainstream assisted living facilities are not typically equipped to provide specialized HIV care, and 
may resist or encounter challenges in integrating people living with HIV/AIDS with dissimilar 
populations of older individuals or other specialized groups, such as people with developmental 
disabilities. State funding for clients in assisted living facilities is limited for virtually all 
populations, not just people living with HIV/AIDS, and strict admissions criteria can delay clients 
entering care.  
 
The network of skilled nursing facilities, assisted living and residential care facilities, integrated 
health systems, independent senior living communities and licensed in-home care agencies in 

                                                                 
53Email from Ryan Deibert, OHOP Program Coordinator, February 15, 2008. 
54 Oregon Association of Hospitals and Health Systems website. Available online: http://www.oahhs.org/ (Accessed: January 14, 
2008). 
55 Jane Gross, “AIDS Patients Face Downside of Living Longer,” New York Times, January 6, 2008. Available online:  
http://www.nytimes.com/2008/01/06/health/06HIV.html?_r=1&hp=&adxnnl=1&oref=slogin&adxnnlx=1199656842-
+Wb7LQvnXDGjucLalOJG/g (Accessed: January 10, 2008). 
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Oregon is represented by the Oregon Health Care Association (OHCA), among other associations.56 
OHCA provides training in venues that include an annual fall convention and spring expo.  
 
One alternative approach to long-term hospitalization is to provide services to clients in their own 
homes. Funding for these services is limited, yet this approach may be an appropriate option for 
some clients. For example, Our House of Portland operates a program providing in-home care (such 
as nursing, social work, and occupational therapy) to people living with HIV/AIDS in the Portland 
Eligible Metropolitan Area. Because many funding streams do not allow this type of service, the 
agency must fundraise creatively to support its programs. For more information on this and other 
innovative agencies, please see Appendix 1: Affordable Housing Resource Guide. 

Affordable Housing Resources 
 
In the survey of HIV/AIDS service agencies in Oregon, the lack of affordable housing was the 
number-one barrier to stability for people living with HIV/AIDS, identified by all 16 respondents. 
Of all respondents (HIV/AIDS agencies and non-HIV/AIDS agencies), 78 percent responded that 
creating more housing opportunities for people living with HIV/AIDS was a high priority for 
systems integration in the balance of state. 
 
In October 2006, Oregon Housing and Community Services (OHCS) published an inventory of 
housing units that are dedicated as affordable across the state. OHCS reported 54,522 units of 
affordable housing statewide, including 23,881 units in the balance of state, or 44 percent of the 
total. The population of the balance of state is 54 percent of the total Oregon population.57 
 
Developing new affordable housing resources usually requires accessing funding sources from 
multiple levels of government. The following sections describe the main sources of affordable 
housing funding in Oregon and the planning processes that determine funding priorities. Affordable 
housing resources include federal and state program funds allocated through the state Consolidated 
Plan and Consolidated Funding Cycle and local Consolidated Plans, Low Income Housing Tax 
Credits, public housing authority resources, and the network of affordable housing developers in 
Oregon. The Continuum of Care planning process is discussed in the following section on homeless 
services, as it funds both services and housing targeted at reducing homelessness. 

The Oregon State Consolidated Plan and Consolidated Funding Cycle 
 
Consolidated Plans (Con Plans) are comprehensive planning documents required by the U.S. 
Department of Housing and Urban Development (HUD) for all states, large cities, and urban 
counties that receive Community Development Block Grant (CDBG), Emergency Shelter Grants 
(ESG), HOME Investment Partnerships Program (HOME), and/or Housing Opportunities for 
Persons with AIDS (HOPWA) funding. Of these, CDBG, HOME, and HOPWA can all support 
development activities. This planning process is intended to help local jurisdictions receive public 
input, develop a vision for housing and community development, and coordinate their activities. 
Con Plans are generally submitted on a five-year cycle, with annual action plans to describe 
activities expected in the coming year. 

                                                                 
56 Oregon Health Care Association website. Available online: http://www.ohca.com/ (Accessed: January 14, 2008). 
57 Oregon Housing and Community Services. Low Income Housing State-wide List. Available online: http://www.ohcs.oregon.gov/ 
(Accessed: November 28, 2007). 
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For the State of Oregon (as opposed to the Oregon cities and counties which plan independently), 
different state agencies take the lead on different programs which are included in the Consolidated 
Plan process. As noted previously, HOPWA is administered by the HIV Care and Treatment 
Program, within the Department of Human Services (DHS). The Oregon Economic and Community 
Development Department (OECDD) administers CDBG funds based on the Con Plan guidelines. 
Oregon Housing and Community Services (OHCS) releases HOME and ESG funds through its 
Consolidated Funding Cycle (CFC), with funding rounds in the fall and spring. The OHCS CFC 
also includes the Oregon allocation of federal Low Income Housing Tax Credit (LIHTC) funding, 
the Oregon Affordable Housing Tax Credit program, the Housing Development Grant (Trust Fund) 
program, the Low-Income Weatherization program, and the HELP (Financing Adjustment Factor 
Savings Fund) program. (LIHTC is also affected by a separate planning process, the Qualified 
Allocation Plan, discussed below.) Funding is released through the Spring and Fall funding cycles. 
 
Housing and service providers were asked in the stakeholder survey if their agencies participated in 
the Con Plan planning processes. Forty-four percent of agencies that did not specifically serve 
people living with HIV/AIDS reported participating in their Con Plan planning process, compared 
to just seven percent of HIV/AIDS agencies. Of all respondents, 64 percent did not know how well 
their Con Plan included the housing and services needs of people living with HIV/AIDS.  
 
The needs of people living with HIV/AIDS have not historically been well represented in the Con 
Plan planning processes. However, there are opportunities to increase recognition of the needs of 
people living with HIV/AIDS in these planning processes. For the past several years, the state Con 
Plan has identified people living with HIV/AIDS as a high priority among special needs 
populations. In 2007, the OHOP Program Coordinator participated in the development of the 
Annual Action Plan for the state Con Plan, and provided information on the housing needs for 
people living with HIV/AIDS.  
 
The CFC guidelines set aside 30 percent of funding for targeted populations and OHCS priorities. 
In 2007, the CFC guidelines targeted special needs populations, which were defined as “farm 
workers, developmentally disabled, chronically mentally ill, chronically homeless (including single 
persons under the HUD definition of chronically homeless, and homeless families), and ex-
offenders.” The Spring 2008 CFC scaled back the populations targeted by the 30 percent set aside. 
For this round, the set asides will include: 

• Housing for developmentally disabled populations; 
• Housing for the homeless, utilizing Housing PLUS resources; and 
• Preservation of existing affordable housing units. 

 
The CFC also has a performance target that 50 percent of funded units serve special needs 
populations. OHCS has not met this target since 2002, so there may be an opportunity to more 
aggressively target housing for people with disabilities, including HIV/AIDS, in the next CFC 
round.58  
 
One of the important programs funded through the CFC is the HOME tenant-based assistance 
(TBA) voucher program, which can be a valuable tool for assisting clients to gain access to housing 
and develop self-sufficiency. Several Community Action Programs in Oregon operate the TBA 

                                                                 
58 Oregon Housing and Community Services. 2006-2007 Consolidated Funding Cycle Guidelines. Available  online: 
www.oregon.gov/OHCS/HRS_CFC_Overview.shtml (Accessed: November 28, 2007). 



Oregon HIV/AIDS Housing and Services Systems Integration Plan 23 

programs, which have been used extensively in Oregon since the inception of the HOME 
program.59 HOME TBA is designed to be transitional, with the housing subsidy expiring after 24 
months, during which time the tenant works toward a personal self-sufficiency plan.  
 
While HOME TBA administrators can include program preferences for people with HIV/AIDS or 
other special needs, in order to maintain successful self-sufficiency programs, they must select 
clients that are likely to resolve financial issues and increase their income by the end of the subsidy 
period.60 For example, ACCESS Inc. in Jackson County created a secondary preference for people 
living with HIV/AIDS in their HOME TBA self-sufficiency program, but reported some negative 
experiences after receiving referrals of clients who were probably better suited for long-term 
housing assistance. ACCESS and the OHOP Region 3 Housing Coordinator plan to work together 
to ensure the careful use of that preference for appropriate clients with HIV/AIDS.  
 
One new affordable housing development opportunity that HIV/AIDS housing and services 
stakeholders may access through the CFC is the Housing PLUS (Permanent Living Utilizing 
Services) program, which will help finance permanent supportive housing for formerly homeless 
people. The program includes $16 million that will leverage additional funding to create 150 units. 
The first $4 million will be awarded by OHCS through the Spring 2008 CFC. Stakeholders across 
the state, including housing authorities and nonprofit developers, have expressed interest in 
pursuing this new funding source. By offering the leverage of support services and/or rental 
subsidy, the OHOP program may be able to partner with an affordable housing developer to make 
units available for formerly homeless people living with HIV/AIDS, as described below in the 
“Recommendations” section. For more information on this particular program, please refer to the 
contacts listed in Appendix 1: Affordable Housing Resource Guide.  

Local CDBG and HOME Funds 
 
Seven cities in the balance of state receive CDBG and/or HOME allocations and are required to 
prepare their own Con Plans: Ashland, Bend, Eugene, Corvallis, Medford, Salem, and Springfield 
(Eugene and Springfield submit a combined Con Plan).  
 
Most of these city Con Plans do not directly address the housing needs of people living with 
HIV/AIDS. Both the City of Bend and the City of Medford Con Plans describe persons living with 
HIV/AIDS as a “Low” priority among special needs populations.61  
 
Table 6 on the following page summarizes the Oregon formula allocations for the CDBG and 
HOME programs for Fiscal Year 2007. 
 

                                                                 
59 “States, HOME, and Tenant-Based Assistance,” Council of State Community Development Agencies, 1997. Available online: 
http://www.coscda.org/publications/TBA.htm (Accessed: November 30, 2007). 
60 Ibid. 
61 City of Bend. Consolidated Plan 2004-2009. Available online: 
http://www.ci.bend.or.us/depts/urban_renewal_economic_development/ (Accessed: November 28, 2007); and City of Medford. 
Consolidated Plan 2005-2009. Available online: http://www.ci.medford.or.us/Page.asp?NavID=632 (Accessed: November 28, 2007). 
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Table 6:  
CDBG and HOME Allocations for Oregon Balance of State, Fiscal Year 2007 

Grantee CDBG HOME Total 

City of Ashland $212,738 $0 $212,738 

City of Bend $437,156 $0 $437,156 

City of Corvallis $556,048 $420,259 $976,307 

City of Eugene* $1,415,794 $1,451,705 $2,867,499 

City of Medford $636,217 $0 $636,217 

City of Salem $1,487,449 $924,794 $2,412,243 

City of Springfield* $628,101 $0 $628,101 

Subtotal for Balance of State: $5,373,503 $2,796,758 $8,170,261 

City of Beaverton $612,738 $0 $612,738 

City of Gresham $903,182 $0 $903,182 

City of Hillsboro $666,584 $0 $666,584 

City of Portland $10,441,050 $4,306,019 $14,747,069 

Clackamas County $2,171,598 $1,038,996 $3,210,594 

Multnomah County $302,746 $0 $302,746 

Washington County $2,057,753 $1,639,790 $3,697,543 

Subtotal for Portland EMA: $17,155,651  $6,984,805  $24,140,456  

Oregon State Program $14,314,757 $10,672,782 $24,987,539 

Total for Oregon: $36,843,911 $20,454,345 $57,298,256 
Source:  U.S. Housing and Urban Development. 2007 Formula Allocations. Available online: 
http://www.hud.gov/offices/cpd/about/budget/budget07/states/or.xls (Accessed: November 29, 2007). 
Note: the Cities of Eugene and Springfield submit a joint Consolidated Plan and issue joint funding announcements 
for their combined CDBG and HOME allocations. 

Low Income Housing Tax Credits 
 
Although Low Income Housing Tax Credits (LIHTC) funding is released through the OHCS 
Consolidated Funding Cycle, the program is additionally subject to guidelines established through 
the Oregon Qualified Allocation Plan (QAP), which OHCS also coordinates. Like the Con Plans, 
the QAP is open to public input. The 2007 QAP does not mention HIV/AIDS, and does not 
prioritize supportive housing or housing for people with special needs.62 
 
Housing and service providers were asked how well the QAP served the needs of people living with 
HIV/AIDS. Eighty-two percent of all respondents said that they did not know how well, and 11 
                                                                 
62 Oregon Housing and Community Services. 2007 Qualified Allocation Plan. Available online: 
www.ohcs.oregon.gov/OHCS/HRS_LIHTC_Program.shtml (Accessed: November 28, 2007). 
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percent responded “Not well.” This general lack of familiarity among HIV/AIDS stakeholders with 
priorities of the QAP (along with other housing planning processes) presents a challenge, as 
described in the “Critical Issues” chapter below. 

Housing Authorities 
 
Public housing authorities (PHAs) play a vital role in providing affordable housing in the balance of 
state. PHAs are local governmental bodies that are authorized by state legislation to develop and/or 
administer public rental housing for low-income households, often making them the largest 
landlords in urban areas. In addition, PHAs administer the federal Section 8 Housing Choice 
Voucher Program, which provides rental assistance to individuals and families in privately-owned 
housing. There are 21 housing authorities in Oregon, including 17 outside the Portland EMA. PHA 
resources in the balance of state include 2,230 units of public housing and 19,026 Section 8 
Housing Choice Vouchers. 
 
Compared to the Portland EMA, housing resources in the balance of state rely more heavily on 
Section 8 than public housing. The housing authorities in the balance of state have 59 percent of the 
state’s Section 8 vouchers, and only 38 percent of the public housing units.63 Most PHAs have long 
waiting lists for Section 8, and some have closed their lists to new applicants in response to 
decreasing federal funding and high demand for affordable housing. This is a critical piece of 
context for people living with HIV/AIDS who need housing assistance, as HOPWA and other 
programs targeted to this population emphasize the importance of transitioning clients whenever 
possible to mainstream housing assistance, of which Section 8 is the single largest source. 
 
Table 7 on the following page shows the number of public housing units and Section 8 Housing 
Choice Vouchers for each housing authority in Oregon.  

 
  

                                                                 
63 Source:  U.S. Housing and Urban Development. Housing Authority Profiles. Available online: 
https://pic.hud.gov/pic/haprofiles/haprofilelist.asp (Accessed: November 29, 2007). 
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Table 7:  
Public Housing and Section 8 Resources for Oregon Housing Authorities 

Housing Authority Public 
Housing Units 

Section 8 
Vouchers Total 

Coos-Curry Counties 52 777 829 
Douglas County 155 651 806 
Housing Authority and Community Services 
Agency (HACSA) 708 2,639 3,347 

Housing Works (formerly CORHA) 48 1,026 1,074 

Jackson County 130 1,605 1,735 

Josephine Housing Council 0 842 842 

Klamath County 57 734 791 

Lincoln County 120 497 617 

Linn-Benton Counties 0 2,435 2,435 

Malheur County 40 349 389 

Marion County 46 1,175 1,221 

Mid-Columbia Housing Authority 0 551 551 

Northeast Oregon Housing Authority (NEOHA) 129 710 839 

Northwest Oregon Housing Authority (NOHA) 0 1,139 1,139 

Salem (SHA) 337 2,868 3,205 

Umatilla County 118 329 447 
West Valley Housing Authority 380 699 1,079 

Subtotal Balance of State: 2,320 19,026 21,346 
Clackamas County 567 1,542 2,109 
Portland (HAP) 2,896 7,723 10,619 

Yamhill County 70 1,303 1,373 
Washington County 293 2,576 2,869 

Subtotal Portland EMA: 3,826 13,144 16,970 
Total for Oregon: 6,146 32,170 38,316 

Source:  U.S. Housing and Urban Development. Housing Authority Profiles. Available online: 
https://pic.hud.gov/pic/haprofiles/haprofilelist.asp (Accessed: November 29, 2007). 

 
In addition to administering public housing and Section 8, some housing authorities play other roles 
in the community. For example, the housing authority in Lane County—Housing Authority and 
Community Services Agency (HACSA)—provides an extensive weatherization program that lowers 
utilities costs for low-income homes. Some housing authorities, including the Salem Housing 
Authority, HACSA, the Housing Authority of Jackson County, the Umatilla Housing Authority, and 
Housing Works, have developed hundreds of units of affordable housing using tax credits and other 
competitive funding sources. 
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The survey of HIV/AIDS providers in the balance of state indicated that 56 percent had partnerships 
with local housing authorities. Over two-thirds of all respondents (both HIV/AIDS agencies and 
non-HIV/AIDS agencies) wanted to see PHAs more involved in efforts to improve systems 
integration of HIV/AIDS housing and services. 
 
The evaluation of the OHOP program identified long PHA wait lists as a challenge for transitioning 
OHOP clients to mainstream resources in order to be able to provide services to additional OHOP-
eligible clients. Wait list length and policy varies among PHAs in Oregon’s balance of state: for 
example, the Housing Authority of Jackson County keeps an open Section 8 wait list, which has run 
to as much as four years and more recently is about two and a half years long. The Housing 
Authority and Community Services Agency of Lane County (HACSA), by contrast, closed its wait 
list in October 2005, and is serving July 2004 applicants. Most housing authorities in eastern 
Oregon, where affordable housing resources are particularly limited, have closed wait lists as well.  
 
Housing authorities have considerable discretion over whether to prioritize specific populations, 
such as people with disabilities, formerly homeless persons, or veterans, for either Section 8 (tenant- 
or project-based vouchers), or public housing. Most PHAs in the balance of state have not 
prioritized special needs populations for either program. One housing authority explained that they 
cannot mandate or fund services in their properties, and would be concerned about additional 
administrative costs of serving people with special needs. They cited bad experiences with 
placements in which tenants with personal challenges such as substance abuse histories were 
inadequately supported by services and relapsed. They also felt a no-preference policy was 
perceived as more fair by people in their jurisdiction.  
 
Another housing authority said that it did not have the staff capacity to assist people with 
disabilities to find housing once they received their vouchers. For the most part, PHA staff was 
unaware of the housing and case management services that are available for people living with 
HIV/AIDS. This may point to a need for more robust or explicit agreements between service 
providers and housing providers, in order to encourage the latter to more actively use preferences. 
Increased efficiency and higher success rates stemming from this type of partnership could serve as 
a counterbalance to the administrative difficulty or public opposition that PHAs currently associate 
with preferences. 

Affordable Housing Developers 
 
Oregon has a strong network of affordable housing developers (including private agencies as well 
as PHAs) that leverage and combine limited resources to produce new housing for low-income 
households. Informants across most areas of the state reported that affordable housing developers 
had the expertise and skills needed for development, but were limited in their ability to take on 
additional projects to meet demand due to scarce funding resources. 
 
The survey of stakeholders asked what types of agencies would they like to see more involved in 
system integration efforts, and the highest number of respondents (88 percent) chose affordable 
housing agencies. Only 44 percent of HIV/AIDS agencies reported currently partnering with 
developers in their region (An example of this kind of partnership could be setting aside a number 
of units for people living with HIV/AIDS within larger affordable housing projects, given a 
commitment of rental subsidy). 
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By necessity, most developers look for new opportunities and housing approaches to access and 
leverage new funding sources. Developers interviewed for this plan mentioned several new projects 
they are examining that may benefit from partnering with service agencies. For example, several 
mentioned the new Housing PLUS funds for permanent supportive housing. 
 
The Housing Authority of Jackson County, which historically has not developed special needs 
housing, is looking at different potential scenarios for its first such project. One possibility is a 
Single Room Occupancy (SRO) project to serve formerly homeless individuals. Another possibility 
is the incorporation of special needs units into a large mixed-use, mixed-income redevelopment 
project in downtown Medford.  
 
Housing authorities have the ability to project-base a percentage of their overall Section 8 voucher 
allocation, which can be especially valuable for projects serving households below 30 percent of 
Area Median Income (AMI). In most projects serving households at or below 30 percent of AMI, 
the rents collected from tenants are insufficient for covering the building’s operating costs. Project-
based Section 8 vouchers can help fill the gap between revenue and the project’s ongoing expenses. 
Jackson County reported that it has project-based a small number of vouchers, and is open to 
creating more to support new developments.  
 
In 2006, the City of Bend implemented an Affordable Housing Fee to provide new local funding for 
affordable housing. Revenue for the fund is provided through a fee assessed to new development in 
the city. The fee, 0.3 percent (one third of one percent) of the total Building Permit Valuation for 
new developments, is expected to provide about two million dollars per year for new construction 
and rehabilitation of affordable homeownership and rental housing. Local agencies apply 
competitively to the City of Bend for the funds, which are intended to be used to leverage state and 
federal financing for affordable housing initiatives.64 
 

Other Affordable Housing Resources and Opportunities 
 
A number of large private service providers across the state manage affordable housing units that 
they or other entities have developed. Like housing authorities, other housing providers also employ 
a range of different wait list and tenant preference models. ShelterCare, in Eugene, maintains a 
centralized waiting list to place homeless people in housing that runs about nine to 12 weeks long. 
The agency selects people from its wait list whose needs (based on intake assessments) match the 
attributes of units that become available – for example, the staffing level and neighborhood that the 
units are in. In contrast, St. Vincent de Paul in Lane County does not maintain a wait list for its 
service-enriched housing, but instead accepts applications for referrals from social services agencies 
when a unit opens up. 
 
OHCS contracts with 13 Regional Housing Centers, including 11 serving the balance of state. These 
centers provide housing information and referrals to low-income renters and homeowners. Only one 
out of 16 HIV/AIDS service agencies from the stakeholder survey reported partnering with 
Regional Housing Centers. These centers can potentially assist both outreach by the OHOP 
program, and referrals for OHOP clients to additional housing resources. 
                                                                 
64 City of Bend, Department of Urban Renewal and Economic Development. 
http://www.ci.bend.or.us/depts/urban_renewal_economic_development (Accessed: November 30, 2007). 



Oregon HIV/AIDS Housing and Services Systems Integration Plan 29 

 
There are also occasional opportunities across the balance of state for housing providers to connect 
and share information on housing needs and programs. Each April, Oregon Housing and 
Community Services (OHCS) hosts the Oregon Housing Conference, which includes presentations 
from housing agencies across the state. Another example of a regional housing forum was the 
February 2006 Southern Oregon Workforce Housing Summit, which included representatives from 
Curry, Jackson, and Josephine Counties.65 

Homeless Services and Prevention 
 

The impacts of homelessness can be particularly devastating for people living with HIV/AIDS, for 
whom housing stability is directly linked with access to treatment and health outcomes. Despite the 
need for homeless services and prevention for people living with HIV/AIDS, stakeholders reported 
limited involvement by HIV/AIDS housing and services providers in key homeless services 
planning processes. Agency-level links may exist (such as referral of clients to faith- or other 
community-based homeless shelters, as a bridge to permanent housing and other services), but 
understanding and accessing homelessness system planning is critical to meeting joint challenges. 
The following sections describe the two key planning processes: the Continuum of Care system, and 
state and local 10-Year Plans to End Homelessness.  

Continuum of Care Process 
 
The Continuum of Care system is a regional planning process that includes a combined annual 
application for HUD’s primary homeless assistance programs, including the Supportive Housing 
Program (SHP), Single Room Occupancy (SRO) Program, and Shelter Plus Care. Like the 
Consolidated Plan process, the Continuum of Care provides opportunities for regional systems to 
set priorities for federal funding. 
 
There are five Continua of Care that cover the balance of state. Each Continuum is allocated an 
initial pro rata need funding amount based on the relative homeless assistance need determined by 
HUD. Communities can receive funding above this level through successful applications for 
“bonus” projects that must provide permanent housing for chronically homeless individuals.  
 

                                                                 
65 Southern Oregon Workforce Housing Summit. Available online: http://www.ashland.or.us/Files/wfh_book_final.pdf (Accessed: 
January 15, 2008). 
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Table 8 shows the five Continua in the balance of state and their Fiscal Year 2006 funding 
allocations. 

Table 8:  
Continuum of Care Funding Allocations for Fiscal Year 2006 

Continuum of Care (CoC) FY 2006 Funding 

Central Oregon CoC $296,759 
Rural Oregon CoC (ROCC) $1,473,673 
Medford / Ashland / Jackson CoC $267,563 
Eugene / Springfield / Lane CoC $1,995,205 
Salem / Marion / Polk CoC $726,978 

Total for Balance of State: $4,760,178  
Total for Oregon: $12,707,015  

 
Housing and service providers were asked if their agencies participated in the Continuum of Care 
planning processes. Fifty percent of agencies that did not specifically serve people living with 
HIV/AIDS reported participating in their Continuum of Care, compared to just 13 percent of 
HIV/AIDS agencies. Of all respondents, 67 percent did not know how well their Continuum of Care 
included the housing and services needs of people living with HIV/AIDS, and 17 percent 
respondened “Not well.” 
 
For Fiscal Year 2006, providers from the balance of state received only 37 percent of the state’s 
Continuum of Care funding. Representatives from local Continua of Care indicated that 
administrative requirements are an obstacle for many providers in the balance of state, particularly 
for Shelter Plus Care. Shelter Plus Care programs must ensure that clients meet HUD’s homeless 
definitions, and provide a one-to-one services funding match.  
 
For example, if the Salem/Marion/Polk Continuum of Care applied for a new bonus project next 
year, the maximum award available would be approximately $30,000 per year for two years. This 
limited funding may support three Shelter Plus Care vouchers, but would represent a new 
administrative cost for the sponsor agency and would require finding a substantial service match. 
 
Stakeholders in several regions of the state mentioned the potential opportunities for OHOP to 
leverage HOPWA and Ryan White resources by providing service matches and critical 
administrative functions for Continuum of Care programs. For example, Housing and Community 
Services Agency of Lane County (HACSA) and ShelterCare currently partner to run the only 
Shelter Plus Care program in the balance of state. To ensure that the program is maximizing its 
client capacity, they have begun discussion with HIV Care and Treatment to make some program 
slots available for OHOP clients. 

10-Year Plans to End Homelessness 
 
In 2006, Oregon’s Governor created the Ending Homelessness Advisory Council (EHAC) to 
develop the 10-Year Plan to End Homelessness in Oregon. In 2007, EHAC released a draft of the 
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first section of the 10-Year Plan, “Understanding Homelessness in Oregon.” 66 Stakeholders indicate 
that the Council is still in its early planning stages. EHAC has focused thus far on understanding the 
extent of the problem and developing a case for more resources and improved coordination between 
agencies to use funding more effectively. 
 
Several counties in the balance of state, including Coos, Jackson, Lane, Lincoln, and Marion, are in 
the process of developing or implementing 10-Year Plans. Some counties have used the 10-Year 
Plan process to improve community awareness of homelessness issues. For example, the Lane 
County Project Homeless Connect (a one-day event to match drop-in homeless clients directly with 
services and resources in the community) served over 1,000 homeless people in February 2007.67 
 
The survey of housing and service providers asked respondents if their agencies participated in the 
development of a local or statewide 10-Year Plan. Of agencies that did not specifically serve people 
living with HIV/AIDS, 50 percent reported participating in their 10-Year Plan, compared to just 13 
percent of HIV/AIDS agencies. Of all respondents, 62 percent did not know how well their 10-Year 
Plan included the housing and services needs of people living with HIV/AIDS, and 21 percent 
responded “Not well.” 

Addictions and Mental Health Services 
 
People with chemical dependency and/or mental illness face substantial barriers to housing. A 2005 
survey of Oregon community mental health programs found that more than 5,000 people with 
mental illness and over 2,000 alcohol and drug treatment clients were in immediate need of 
affordable housing. Approximately 3,000 adults with mental illness and 3,000 people with 
substance abuse disorders were estimated to be currently homeless. The vacancy rates for all types 
of mental health and alcohol and drug housing programs were reported at well under five percent, 
indicating a very high utilization of existing housing resources.68 
 
People living with HIV/AIDS in Oregon have identified a high level of need for behavioral health 
treatment. More than three-quarters of Ryan White clients reported suffering from a mental health 
problem in the past 12 months.69 People living with HIV/AIDS and co-occurring mental illness are 
significantly more likely to need ongoing help with housing (50 percent versus 31 percent of clients 
without mental health needs). Homelessness was similarly associated with behavioral health needs 
among people living with HIV/AIDS.70 
 
The latest OHOP program evaluation identified clients with co-occurring mental illness as 
particularly difficult to serve. In addition, HIV/AIDS service providers in Oregon reported that 
many of their clients had co-occurring substance issues.  
 
                                                                 
66 Ending Homelessness Advisory Council (EHAC). Draft 10 Year Plan to End Homelessness, Part 1: Understanding Homelessness 
in Oregon. Available online: http://www.ehac.oregon.gov (Accessed: November 27, 2007). 
67 Ending Homeless Advisory Council. Summary of Local 10 Year Planning Efforts. Available online: www.ehac.oregon.gov 
(Accessed: November 29, 2007). 
68 Oregon Department of Human Services, Mental Health and Addiction Services. Results of the 2005 OMHAS Housing Survey. 
Available online: www.oregon.gov/dhs/mentalhealth/housing.shtml (Accessed: January 10, 2008). 
69 Oregon Department of Human Services, Ryan White Title II HIV Client Services Comprehensive Plan, 2006-2009. Available 
online: http://www.oregon.gov/DHS/ph/hiv/services/coalplan/2006plan.pdf (Accessed: November 27, 2007). 
70 Oregon Department of Human Services, Program Design and Evaluation Services. We Listened…2005: Survey for People Living 
with HIV and AIDS in Oregon. Available online: http://www.oregon.gov/DHS/ph/hiv/services/needs/reports.shtml (Accessed: 
November 27, 2007). 
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The Steering Committee identified the difficulty of HIV/AIDS clients accessing the limited number 
of crisis respite beds. There are a limited number of crisis beds across the state, and many rural 
counties lack any crisis respite beds. A 2005 report on community mental health programs 
identified 343 crisis respite beds in Oregon, including 288 in the balance of state, with an unmet 
need of over 250 beds.71  
 
In order to access crisis-respite care, people living with HIV/AIDS must be enrolled in mental 
health services and receive referral from their mental health case workers. But many HIV/AIDS 
clients do not have access to mental health case workers prior to crisis – a challenge addressed in 
the Critical Issues chapter below. In addition, some respite bed providers may be hesitant to accept 
people living with HIV/AIDS due to lack of expertise in providing care for physical illnesses. 
Mental health stakeholders recommend that HIV case managers accompany clients to their initial 
meeting(s) with mental health case workers to coordinate treatment to meet the client’s needs. 
 
As described above, OHOP recently was awarded funding for a HOPWA Special Project of 
National Significance (SPNS) to serve people living with HIV/AIDS and mental illness. This 
program will leverage HOPWA and Ryan White funds with behavioral health treatment provided 
by Cascadia Behavioral Health. 
 
In recent years, the Oregon Department of Human Services, Addictions and Mental Health (AMH) 
Division has increased its focus on the housing needs for people with mental illness or substance 
use issues. Three programs provide funding for housing development targeted at these populations. 
 
The newly-created Expanding Community Living Opportunities (ECLO) program provides funding 
for structured and specialized residential programs for individuals leaving state psychiatric 
hospitals; supportive housing for people leaving psychiatric hospitals, transitioning from youth to 
adult services, or who are ineligible for Medicaid; and housing development grants to develop new 
housing.  
 
The Community Mental Health Housing Fund supports the development of housing for persons 
with chronic mental illness. Up to $100,000 per project are available for creating new community 
housing opportunities for people with a serious mental illness; and these funds are distributed 
through an annual competitive application process conducted by AMH. 
 
The Alcohol and Drug Free Housing Fund supports the establishment of new housing for people in 
recovery from alcohol and drug abuse and who are actively involved in an approved treatment 
program. One million dollars are available through the ADF Housing Fund for the 2007-2009 
biennium. 
 
One potential opportunity for collaboration between behavioral health and HIV/AIDS services and 
housing providers is the development and strengthening of relationships between agencies serving 
special needs populations, and public housing authorities (PHAs) and nonprofit housing providers. 
Few PHAs have priorities for mental health clients for Section 8 or other subsidized housing wait 
lists, and no priorities exist for alcohol and drug treatment clients. Community mental health 
providers did report working successfully with private landlords. 
 

                                                                 
71 Oregon Department of Human Services, Mental Health and Addiction Services. Results of the 2005 OMHAS Housing Survey. 
Available online: www.oregon.gov/dhs/mentalhealth/housing.shtml (Accessed: January 10, 2008). 
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Coordinating services integration is a particular challenge in rural areas. The multi-county Eastern 
Oregon Human Services Consortium (EOHSC) is one potential venue for improving systems 
integration. The EOHSC is a cooperative body of community mental health programs that addresses 
the practicalities of delivering mental health, alcohol and drug treatment, and developmental 
disability services to the widespread communities of Eastern Oregon, and represents the region’s 
interests to the state legislature. EOHSC includes the counties of Gilliam, Grant, Harney, Hood 
River, Malheur, Morrow, Sherman, Umatilla, Union, Wallowa, Wasco, and Wheeler.72  

Human Services and Public Assistance  
 
The most recent Oregon HIV/AIDS needs assessment estimated that two-thirds of people living 
with HIV/AIDS across the state have incomes below the federal poverty level.73 People living with 
HIV/AIDS frequently have an array of basic needs that are common to low-income people in 
general, that also may be linked to their medical condition. These can include food and nutritional 
assistance, medical insurance, transportation, hygiene, family support, and general financial needs. 
Many clients rely on entitlement programs, including Supplemental Security Income (SSI) and 
Social Security Disability Insurance (SSDI), which are administered directly by the federal 
government, and provide income support for people with disabilities. Clients may also seek and 
receive assistance from faith-based or other private relief organizations, which comprise an 
important part of the “safety net” in many communities. 
 
While mainstream public assistance and human service programs sometimes meet the needs of 
people living with HIV/AIDS as they are, this population sometimes needs enhanced assistance. For 
example, some HIV/AIDS medications require high-calorie diets, and consumers with low incomes 
often need assistance purchasing food and designing well-balanced diets that meet those 
requirements.  
 
In the survey of service providers for this needs assessment, while 81 percent of respondents from 
HIV/AIDS agencies said that they had partnerships for food assistance, half of all respondents said 
that food and nutritional assistance was insufficient in their region. Fifty-six percent felt that 
increasing access to mainstream services such as food stamps and SSI/SSDI was one of the highest 
priorities for systems integration. 
 
The primary resources for meeting human services and general assistance needs (beyond what is 
covered by federal disability entitlements for those who qualify) tend to be state and local public 
assistance programs – historically known as welfare. The largest of these programs, Temporary Aid 
to Needy Families (TANF) and food stamps, are federally funded but administered by state agencies 
– in Oregon, by the Department of Human Services (DHS) Children, Adults and Families 
(CAF) Division. DHS also administers (through its Division of Medical Assistance Programs) the 
Oregon Health Plan, the state’s vehicle for administering Medicaid and other health funds, which 
may cover some basic services. Integration efforts among these programs has historically taken 
place at the level of state administrators, but integrated strategies must be reinforced at the local 

                                                                 
72 Eastern Oregon Human Services Consortium. Available online: http://www.eoddr.com/aboutEohsc.html (Accessed: November 30, 
2007). 
73 Oregon Department of Human Services, Program Design and Evaluation Services. We Listened…2005: Survey for People Living 
with HIV and AIDS in Oregon. Available online: http://www.oregon.gov/DHS/ph/hiv/services/needs/reports.shtml (Accessed: 
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level, across the 110 offices that DHS operates in 16 service delivery areas across Oregon, in order 
for these programs to cooperate effectively. 
 
Oregon counties and municipalities also offer a range of human services and assistance programs, 
which vary widely from county to county. The structure of coordination among the local and state 
agencies and private or non-profit service providers also varies. The following are three examples of 
human services integration efforts across the balance of state:  

• Lane County coordinates human service delivery with the cities of Eugene and Springfield, 
through the intergovernmental Human Services Commission, the region’s CAP agency, 
which also coordinates the region’s HUD Continuum of Care application.  

• The Association of Oregon Counties has affiliate organizations for particular types of 
administrators involved in health and human services programming, including the Coalition 
of County Children and Families Commissions and Oregon Coalition of Local Health 
Officials.74 

• In Jackson County, the Rogue Valley Family Center serves as a “one-stop” family resource 
center for a collection of services and assistance programs provided by different agencies. 
Though this model has been difficult to sustain in Oregon communities, in part because of 
declines in county budgets, it is nationally recognized as a best practice for serving low-
income people who may be involved in a range of different public systems and have limited 
access to transportation or ability to keep appointments in multiple locations. The Rogue 
Valley facility focuses on families with children, and has staff “mentors” who conduct 
intake meetings with each client to help identify and meet the needs of his or her household 
as a whole. Staff conduct monthly Program Integration Team meetings, as well as weekly 
staffing meetings around particular clients. Some housing assistance is currently available 
through onsite staff of a local nonprofit provider. 

Employment 
 
Many people living with HIV/AIDS are able and willing to do some kind of income-generating 
work, but face barriers related to periods of absence from the workforce, limited education or skills, 
or other risk factors. Those with low or no income may need assistance finding, obtaining, and 
retaining jobs. In the survey of Oregon stakeholders, nearly two thirds of HIV/AIDS agencies 
reported that employment assistance was unavailable or insufficient in their communities. Less than 
half of all respondents (both HIV/AIDS agencies and non-HIV/AIDS agencies) partnered with 
employment services agencies. Sixty-nine percent of all respondents listed “improve economic self-
sufficiency of people living with HIV/AIDS” as a high priority for systems integration. 
 
Oregon receives federal Workforce Investment Act (WIA) funding to provide an array of services 
to job seekers and businesses in offices throughout the state.  Most of these offices are called 
WorkSource Oregon One Stop Career Centers and are co-located with the Employment Department 
and other agency partners. Five of the seven One Stop Career Centers serve the balance of state. 
 
These centers provide anyone who walks in the door with information to help them get a job or 
potentially go to school to train in a new career direction. Services may include information 

                                                                 
74 The Association of Oregon Counties. Available online: http://www.aocweb.org/aoc/ (Accessed: November 30, 2007). 
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regarding Unemployment Insurance payments, resume writing, application and interview help, 
work skills assessment and other job-seeker assistance.75 

Criminal Justice 
 
Prison populations have grown exponentially nationwide over the past two decades. On any given 
day, 2.2 million people are incarcerated in prison or jail across the United States,76 and the number 
of prisoners is expected to grow significantly (by nearly 200,000) over the next five years.77 
Because of this extraordinary incarceration rate, as well as the disproportionate number of people of 
color in both poverty and the prison system, programs of all types that serve low-income people 
(from housing, to employment, to public assistance) increasingly find people with incarceration 
histories among their potential clients. 
 
In addition, the link between incarceration and risk for HIV/AIDS infection is increasingly strong. 
In 1997, individuals released from prison or jail accounted for nearly one-quarter of all people 
living with HIV or AIDS in the United States. An estimated 98,000 to 145,000 HIV-positive 
inmates were released from prisons and jails in 1996; almost 39,000 of these had AIDS.78  
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Basic Facts about Corrections in Oregon 
 

• 13,516 people were incarcerated in Oregon state prisons as of June 2007, out 
of a total state population of 3,700,758. 

• The Department of Corrections budget for the 2007-09 biennium is 
approximately $1.3 billion. DOC estimates the cost per inmate per day at 
$67.53. 

• Although Blacks/African Americans make up less than two percent of 
Oregon's population, they make up ten percent of Oregon's prison population. 

• As of November 2006, the three-year post-release recidivism rate (offenders 
convicted of new felony crimes) was 31 percent. 

 



36 Oregon HIV/AIDS Housing and Services Systems Integration Plan 

Prisoner reentry issues are gaining more attention; however, there are still few resources available to 
people being released from prison and jail. Employers, landlords, subsidized housing providers, 
housing authorities, and even supportive housing programs often screen out people with criminal 
histories. Formerly incarcerated people may also be ineligible for public assistance, educational 
loans, and voting. Without employment or a place to live, successful reentry into the community is 
very difficult.79 
 

Respondents to the stakeholder survey indicated that offender transition services were an important 
need for the HIV/AIDS population. Half of respondents thought that reentry transition assistance 
was currently insufficient, and nearly half (47 percent) thought improving discharge planning from 
correctional facilities and hospitals was one of the highest priorities for systems integration to meet 
the needs of people living with HIV/AIDS across the state. While more than half of respondents had 
partnerships with criminal justice or transition services agencies, 44 percent felt that criminal justice 
or corrections agencies should be more involved in improving HIV/AIDS housing and service 
system integration. 
 
The prevalence of HIV/AIDS in the Oregon state prison population is estimated to be one to two 
percent, or approximately 225 persons;80 additional people living with HIV/AIDS cycle through 
local jails. Ten percent of people living with HIV/AIDS in Oregon reported having spent time in jail 
or prison in the past two years.81 Surveys by both DHS and Cascade AIDS Project found that 
housing needs and risk for homelessness were prevalent among clients with histories of 
incarceration. 
 
With the support of the Oregon Department of Corrections (DOC), OHOP (as the grantee) and 
Cascade AIDS Project (as the sponsor) successfully applied for a HOPWA Special Project of 
National Significance (SPNS) grant in 2006, creating the Oregon Statewide Supportive Community 
Re-entry (OSSCR) program. As described above, OSSCR will serve up to 55 post-incarcerated 
people living with HIV/AIDS in Oregon per year over the three-year grant period with tenant-based 
rental assistance, housing information, and supportive services. OHOP has leveraged funds to 
complement $1.3 million in HOPWA award funds for a total of $3.1 million to serve both the 
Portland metropolitan area and Balance of State. 
 
Since 2003, the Oregon DOC has incorporated into its Strategic Plan an “Oregon Accountability 
Model” to promote successful transition by prisoners to the community after release. DOC included 
homelessness risk / housing need in its individual intake assessments for the first time in 2007, but 
does not currently provide housing assistance to any individuals released from DOC custody. 
Among the programs that DOC has implemented or partnered to implement to improve offender 
reentry is the Home for Good in Oregon (HGO) transition program, a statewide partnership with 
faith- and community-based organizations and community corrections agencies in which volunteers 
assist and mentor released prisoners.82 Pilot programs have been implemented in Marion, Linn, 
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Douglas, and Josephine Counties, and the program has been incorporated into DOC’s 2007-09 
strategic plan. 
 
In 2007, Oregon established a Governor’s Reentry Council, which met for the first time in 
November.83 The Council is charged with focusing attention on inmate transition to reduce 
recidivism, and eliminating barriers to successful reentry, including promoting access to affordable 
housing. Members include directors of state agencies, representatives of local public safety 
agencies, legislators, and others. 
 
Additional criminal justice system resources in Oregon include the advisory Criminal Justice 
Commission, which includes representatives of six counties and two statewide representatives,84 
and local public safety coordinating councils (LPSCC),85 established by statute in 1997. LPSCCs 
are intended to serve as a structure for counties to develop plans for the use of state resources to 
serve the local offender population, and to help coordinate local criminal justice policy among 
affected criminal justice entities. An annual conference of LPSCCs was held for the first time in 
2005 to allow them to exchange ideas. In counties where LPSCCs are active, they seem to focus on 
particular issues (such as providing a methamphetamine use prevention and resource guide, in 
Marion County)86. However, these bodies may be useful venues for engaging criminal justice 
agencies in addressing housing or other issues among released offenders, and for proposing specific 
partnerships or collaborative activities. 
 
Agencies that currently provide housing assistance to transitioning offenders in Oregon outside of 
the Portland metropolitan area include Sponsors ex-prisoner transitional housing and services in 
Lane County,87 and the ARCHES Project of the Mid-Willamette Valley Community Action Agency 
in Salem.88  
 
Sponsors provides residential transition programs for both men and women, and operates 28 units of 
alcohol- and drug-free housing for eligible program graduates. In addition, Sponsors houses 15 sex 
offenders and runs an employment assistance program to promote offender self-sufficiency. 
 
The ARCHES Project serves as a centralized drop-in center designed to provide referral and 
services to homeless individuals and families.  In addition to a Day Center and Transitional Housing 
Program, ARCHES operates a HOME Tenant Based Assistance (TBA) program, serving both City 
of Salem and Marion County. The HOME TBA program provides ongoing rental assistance and 
case management for homeless and at-risk individuals and families who are actively receiving 
services through Parole & Probation, Marion County Home for Good, and/or Drug Court.  The 
RENT Tenant Education Program assists individuals and families who are homeless and 
encountering barriers to accessing housing due to poor rental histories or poor credit.   
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Critical Issues  
 

This section summarizes critical issues that need to be addressed to ensure integration between 
HIV/AIDS housing and services and other systems, as developed by the Oregon HIV Housing and 
Service Systems Integration Plan Steering Committee.  

 
The Oregon HIV Housing and Service Systems Integration Plan Steering Committee met in Salem, 
Oregon, on December 18, 2007, to review findings from the assessment of HIV/AIDS resources and 
systems integration conducted by Building Changes during the second half of 2007. Based on these 
findings, the Committee identified critical issues in systems integration that pose challenges to 
meeting the housing and related needs of people living with HIV and AIDS in the state of Oregon 
(outside of the Portland Metropolitan Area).  
 
The Committee identified both general issues related to the outreach and partnership strategies of 
the Oregon Housing Opportunities in Partnership (OHOP) program, and issues specific to the 
various housing and service systems which should be involved in an integrated HIV housing and 
service plan for Oregon residents. These issues are described below and divided into two categories: 
Outreach and Partnership Development, and Integration with Housing and Service Systems. 

Outreach and Partnership Development  

1. Limited Awareness of Resources Dedicated to People Living with HIV/AIDS 
Steering Committee members noted that many mainstream housing and services partners, all 
potential OHOP partners, lack awareness or accurate knowledge of the OHOP program. This lack 
of awareness of existing HIV/AIDS resources likely extends to the greater community, including 
among faith- and other community-based organizations, and may limit partnerships in several ways.  
 
Potential housing partners may not be familiar with the Oregon Department of Human Services, 
Public Health, HIV/STD/TB Section, HIV Care and Treatment program, and thus might not 
recognize the availability of service match dollars or other partnership opportunities. For instance, 
providers may have misconceptions about the flexibility of DHS HIV Care and Treatment dollars to 
leverage housing funds. Because services administered by HIV Care and Treatment are supported 
by a blend of state, federal, and revenue funds, they can be used as a service match for federal 
housing programs such as HOME Tenant-Based Assistance, unlike federal Ryan White funding 
alone. 
 
In addition, some agencies use limited resources when those services could be covered by a 
dedicated funding stream for clients with an HIV diagnosis. For example, both the OHOP program 
and Community Action Agencies (CAAs) offer emergency utility assistance. CAAs that do not 
have or share information about OHOP with their clients may end up spending out their utility 
assistance funds on OHOP-eligible clients, while OHOP funds remain underutilized. 
 
In addition, some government departments and agencies that are unfamiliar with OHOP and the 
HIV Care and Treatment Program do not keep OHOP staff and HIV Care and Treatment Program 
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case managers updated on planning processes (including opportunities for community input on 
Continuum of Care, Consolidated Plan, and other processes and applications) or inform them of 
resource availability or collaborative opportunities. This limits the opportunities that HIV/AIDS 
housing and services stakeholders have to help shape inclusive plans, and thus limits the degree to 
which people living with HIV/AIDS are included in mainstream housing and other services.  
 
Detailed information about the OHOP and HIV Care and Treatment programs is or will be available 
in the form of reports and publications such as this Plan, but not all potential partners are likely to 
seek out or read lengthy documents on these topics.  

2. Confidentiality Concerns 
The need to maintain client confidentiality restricts the ways that OHOP housing coordinators and 
other organizations and individuals can conduct outreach about their activities and resources. For 
people living with HIV/AIDS, stigma and discrimination are significant factors in finding and 
maintaining housing, accessing support services, and seeking medical care. People living with 
HIV/AIDS often struggle with keeping their HIV status private, particularly from landlords and 
neighbors. For this reason, OHOP staff and partners market their services quietly to avoid 
disclosing to landlords and other providers that HOPWA is the source of housing assistance for 
clients they place, or that clients qualify for OHOP via an HIV diagnosis. The need to maintain 
privacy around HIV/AIDS-related services and programs such as OHOP can limit opportunities for 
collaboration, outreach, and landlord education.  

 
Moreover, CAAs and other community-based providers that would like to be able to make referrals 
to the OHOP program do not necessarily know which of their clients are living with HIV/AIDS, or 
how to ask for or provide information in a way that allows those individuals to maintain privacy. 

3. Limited Staff Capacity  
OHOP and HIV Care and Treatment staff have limited resources and time to conduct marketing and 
outreach to mainstream housing and service providers, in addition to serving individual clients or 
coordinating specific housing activities. In addition, these staff may lack familiarity with aspects of 
partner systems, including affordable housing, and have limited training to expand this knowledge.  

Integration with Housing and Service Systems 

Affordable Housing Resources 
Coordination and partnerships with affordable housing developers and providers (including housing 
authorities) and affordable housing planning processes (such as the Consolidated Plan or Low 
Income Housing Tax Credit processes) can lead to the development or dedication of new housing 
resources, targeted either for people with disabilities in general or specifically for people living with 
HIV/AIDS. Good communication can also lead affordable housing providers to prioritize existing 
resources for people living with HIV/AIDS, whether because of an increased perception of this 
population’s housing need or recognition of the resources that can be leveraged to serve them. 

4. Prioritizing Participation Among Many Planning and Implementation Processes  
Mechanisms for community input are frequently built in to affordable housing planning processes, 
but it can be difficult for OHOP staff and partners to track the time-limited opportunities to provide 
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such input, as well as to prioritize in which meetings and processes their participation will be most 
effective and conducive to meeting OHOP goals.   

 
As part of this decision-making, OHOP staff and partners must differentiate among the many 
different stages of the affordable housing finance or development processes at different levels of 
government. OHOP administrators must also determine the best use of limited OHOP resources, 
whether as part of development projects that create a long-term resource to benefit people living 
with HIV/AIDS, or in less resource-intense housing subsidies that depend on the availability of 
existing stock for which OHOP clients compete with other low-income populations.  

 
OHOP administrators and partners must also consider how to direct resources into relationship-
building among different kinds of potential partners. Stakeholders in the development of this Plan 
identified landlords as a particularly critical group. In both planning and day-to-day work, staff 
must weigh the advantages of focusing on maintaining and expanding existing relationships or 
seeking to create new partnerships. On the administrator level, the competing interests among 
regions and between city-centered and rurally dispersed affordable housing planning and 
implementation processes must also be considered. 

5. Maximizing Access to New Resources for Special Populations 
As new resources become available within Oregon for populations that may include people living 
with HIV/AIDS, OHOP staff and partners must determine where overlap is significant and how to 
allocate resources for developing proposals and applications to leverage these funding streams. For 
example, OHOP could consider partnering to apply for some portion of the approximately $4 
million in Housing PLUS funds that will be available through the Spring 2008 Consolidated 
Funding Cycle. 

 
Steering Committee members noted that affordable housing funders and developers are asked to 
prioritize or include a variety of special population definitions and set-asides in their projects or 
guidelines. Affordable housing resources are limited across the balance of state, resulting in strong 
competition for funding opportunities, and some competitions offer “bonus points” to applications 
for projects serving various special populations. While these special population priorities vary, both 
funders and developers value partners that can bring new resources into projects, such as through 
service matches or rental subsidies.  

6. Understanding Affordable Housing System Missions and Cultures 
Stakeholders in the affordable housing system have interests and goals that vary from entity to 
entity and may not be clear to OHOP stakeholders or consistent with OHOP goals. For example, 
Steering Committee members pointed out that affordable housing developers generally seek to 
balance high-need tenants with more independent low-income tenants in any housing complex, 
feeling that such a mix is needed to promote a sustainable community. This goal of balancing levels 
of service need may or may not be consistent with admitting particular proportions of people living 
with HIV/AIDS. 

Homeless Services 
Oregon, in step with numerous state and local jurisdictions nationally, has focused resources and 
developed infrastructure to address the needs of people who are homeless, both through the HUD 
Continuum of Care process and more recently through state and local 10-Year Plans to End 
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Homelessness. However, the HIV/AIDS housing and services and homelessness systems are not 
well-coordinated.  

7. Lack of Shared Data and Coordinated Planning Between HIV/AIDS and Homeless 
Systems 

Limited data is available on the overlap between the challenges of homelessness and HIV/AIDS in 
Oregon, and few HIV/AIDS agencies participate in homeless services or housing planning 
processes.  Although research shows a strong correlation between HIV and housing instability, and 
HOPWA has recently required grantees to track homelessness among clients, information systems 
are not yet well integrated on the client or systems levels. This makes it difficult for OHOP to 
compare data from its epidemiological and programmatic sources against services being used 
through homeless services providers. Better data integration would allow OHOP to better document 
its resource leveraging and help prevent duplication of services for clients served by multiple 
systems, and could also prevent some clients from falling through the cracks and not receiving 
referrals for needed services.   
 
Oregon Housing and Community Services (OHCS) uses a customized Homeless Management 
Information System (HMIS) called OPUS to collect data for its homelessness services and Low 
Income Energy Assistance Programs (LIEAP) in the balance of state. The OHOP program has not 
historically used an HMIS program, but is planning to begin using ServicePoint, the HMIS system 
used in the Portland area. Since OHOP does administer an allocation of state LIEAP funds, staff are 
able to access OPUS for the limited purposes of that program, although there is limited funding to 
expand OHOP’s use of and integration with OPUS at this time.  

8. Incomplete Integration of HIV/AIDS Issues into Continua of Care   
Steering Committee members identified the need to provide better information about people living 
with HIV/AIDS for the sections of Continuum of Care applications that address subpopulations.  
The inclusion of this population in Continuum of Care planning should also be more meaningful, 
and include participation in meetings. 
 
The underutilization of Shelter Plus Care (S+C) was another issue noted by the Steering Committee. 
There is currently only one Shelter Plus Care project in Oregon’s balance of state, in the 
Eugene/Springfield/Lane County Continuum of Care. Some Continua of Care in Oregon are 
reluctant to apply for “bonus” projects (such as S+C projects) beyond pro-rata need, because of the 
potential burden on sponsor agencies of administrative costs and service match requirements. Those 
concerns must be addressed in order to ensure that Oregon’s communities leverage the maximum of 
Continuum of Care funding opportunities. For example, the project in Lane County previously 
accepted client referrals from only one provider, but recently has begun working with OHOP to take 
referrals to fill unused program slots. 

Addictions and Mental Health 
9. Addictions and Mental Health Services Gap 

The Steering Committee saw a significant gap in services for addictions and mental health services 
among people living with HIV/AIDS in Oregon’s balance of state. Oregon’s new competitive 
HOPWA Special Project of National Significance (SPNS) grant (the Oregon Housing and 
Behavioral Health Initiative, or OHBHI) was recognized as an important source of support for 
services and an effort to better integrate HIV/AIDS housing and services with behavioral health 
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care. But the OHBHI award will not eliminate the gap, and applies only to clients in the I-5 
corridor.  

10. Limited Access by People Living with HIV/AIDS to Mainstream Behavioral Health 
Services 

Steering Committee members noted the availability of limited statewide housing development funds 
to serve people with behavioral health issues and unmet housing needs: Community Mental Health 
Housing, Alcohol and Drug Free Housing, and the new Expanding Community Living 
Opportunities fund. Demand for these funds exceeds availability, and to date they have not 
supported developments with units dedicated to people living with HIV/AIDS.  
 
On an individual client level, OHOP housing coordinators and partners have also had trouble 
accessing the network of mental illness respite beds across the state. Qualification criteria can be 
strict, and there are limited points of referral such as mental health departments. 

Human Services and Public Assistance 
Many people living with HIV/AIDS in Oregon have an array of basic needs that are common to 
low-income people in general. These can include family support, transportation, food and 
nutritional assistance, hygiene, and general financial needs. Awareness and understanding of the 
service needs of people living with HIV/AIDS tend to be limited among the many government and 
nonprofit agencies that provide general human services throughout the balance of state. Stigma 
based on misconceptions and generalizations about HIV disease and people who are living with 
HIV/AIDS can be a barrier to fair and compassionate service delivery. 

11. Loss and Scarcity of Funding for Human Services 
Nationwide, human services tend to be locally funded – and usually underfunded, especially in 
smaller, more rural counties. In some areas of Oregon, the loss of timber revenues upon which such 
counties have relied for many years has compounded with an aging population and loss of young 
people to the cities, dealing major blows to the budgets of human service agencies. The small 
number of “one-stop” centers in which multiple agencies coordinate their services to wrap around 
client households has dwindled, making the services that remain harder to access. 

12. Family Support Needs 
OHOP serves a substantial number of family households (as compared to individuals); this 
proportion varies by region, with more families receiving housing help in Eugene, for example, than 
in Salem. Families typically need larger housing units, of which the supply may be limited. Also, 
different family members may require different kinds of services, thereby increasing the number of 
systems with which a household is involved and the complexity of meeting their needs. Some types 
of housing and services options funded for people living with HIV/AIDS may be more or less 
appropriate to family groups. 

Criminal Justice 
A large percentage of new HIV diagnoses in Oregon are among people who have served time in 
jails or prisons. Research also shows that people with histories of incarceration are much more 
likely to have HIV/AIDS than the general population.  Members of the Steering Committee lauded 
the Oregon Statewide Supportive Community Reentry (OSSCR) funding, a HOPWA competitive 
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grant targeted to serve 55 individuals released from incarceration, through a coordinated effort of 
OHOP, the Department of Corrections, and an array of other partners. 

13. Lack of Housing Options 
Offenders living with HIV/AIDS face challenges related to their criminal histories as well as their 
health diagnoses. They are screened out of public and private housing by background checks, and 
can find it difficult to transition to mainstream housing assistance programs such as Section 8 from 
the OHOP program.  

14. Multiple Risk Factors 
Poverty, credit problems, substance abuse and mental illness are common among prison inmates, 
and may be magnified by their chronic health condition(s). Debts both related and unrelated to 
convictions climb while a person is incarcerated and in treatment, which may be required by the 
justice system. Housing and family situations are disrupted and may be difficult or impossible to re-
establish. Such risk factors translate into high service needs – and gaps in receiving services – when 
prisoners return to the community.  

Primary Care, Hospitals and Assisted Living 
15. Lack of Research and Resources for People Living with HIV/AIDS 

Steering Committee members identified a need for more assisted living and long-term care options 
(including in-home assistance) for people living longer with HIV, and those suffering from chronic 
diseases like diabetes, which provider observation suggests emerge earlier and more frequently 
among people with HIV than in the general population. The lack of research in the arena of chronic 
diseases among people living with HIV/AIDS limits the care a patient has access to. For example, 
when screening or preventative measures exist, insurance may not fund those measures for people 
with AIDS if they lack other risk factors.  

16. Additional Housing Challenges 
Holding housing units and maintaining housing assistance as people cycle in and out of assisted 
living situations can be difficult, and can require modifications to rules and incur additional 
administrative costs. People with chronic diseases may need additional accommodations within 
their living units, or may need to live closer to health providers, limiting their ability to move or 
choose among housing options. Moreover, traditional assisted-living environments for elderly 
people may not be a good fit for younger (middle-aged) people living with HIV/AIDS. The 
difficulty of placing clients in assisted living is broader than the HIV/AIDS population but is a 
challenge statewide. 

Employment  
17. Limited Coordination Among Employment, Service, and Housing Systems 

Additional coordination and improved awareness of service needs and available resources are 
needed between AIDS and employment service systems. Typically, employment centers (such as 
One Stop Centers established under the federal Workforce Investment Act) are evaluated based on 
number of successful job placements and similar measures. This may discourage them from serving 
clients with the multiple challenges that people living with HIV/AIDS may have (including gaps in 
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work history or absences from work due to health issues), and from providing the ongoing 
employment support that they need to retain these jobs.  
 
Differences in agency missions and cultures among the systems as pertains to employment can 
contribute to poor coordination. Health, human services, and homelessness services providers may 
not prioritize work and self-sufficiency as much as mainstream affordable housing providers 
typically do, adding complexity to partnerships among these systems.   
 
 
 
 
 
 
 
 
 
 
 

 
 





Oregon HIV/AIDS Housing and Services Systems Integration Plan 49 

 

Recommendations  
 

Recommendations and action steps for addressing the critical issues identified during this needs 
assessment and planning process are presented in this section of the plan.  

 
The Oregon HIV Housing and Service Systems Integration Plan Steering Committee met in Salem, 
Oregon, on December 18, 2007, and then convened by telephone conference on January 24, 2008, 
to develop strategic recommendations to address the critical issues identified at the December 18 
meeting and described in the previous section.  
 
As noted in the previous section, the Steering Committee considered issues related to the outreach 
and partnership strategies of the OHOP program, as well as issues specific to the relevant housing 
and service systems. The recommendations described below are divided into the same two 
categories, with some recommendations broken down further into possible action steps identified by 
the Steering Committee. 

Outreach and Partnership Development  
 

1. Develop simple, discreet material to publicize OHOP and related services and 
opportunities, and disseminate widely.  

Provide posters, brochures, and other materials to community action agencies, local DHS offices, 
mainstream housing providers, faith- and other community-based organizations, and homeless 
shelters and drop-in centers. Develop or adapt a brochure that describes OHOP as a housing 
assistance program, includes eligibility parameters inside the brochure, provides contact 
information for housing coordinators, and assures that contact with the housing coordinator will be 
kept confidential.  
 
Action steps may include: 

• Develop a simple website showcasing the systems integration plan and affordable housing 
resource guide for housing and service partners to link to.  

• Seek opportunities to include information on OHOP services on materials and applications 
for assistance programs administered by community action agencies and other social service 
providers. 

• Post the affordable housing resource guide created for this Plan (Appendix 1) online, with 
separate pages (that can be easily linked to) for each region and topic. Link this information 
with the existing Oregon AIDS Hotline website. Update the resource guide regularly. 

 
2. Present to current and potential partners with information tailored to their interests. 

Continue to seek the support and engagement of potential stakeholders and partners, such as local 
governments and regional housing, homeless services, faith-based and community-based grass roots 
organizations, and HIV/AIDS advocacy groups. Presentations to affordable housing developers and 
funders should provide general background on HIV/AIDS housing and services need, but then focus 
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on the availability of service matches through HIV Care and Treatment services, and rent subsidies 
through OHOP. 
 
Action steps may include: 

• Take advantage of events in which Steering Committee members are involved in planning, 
such as the Oregon Housing and Homeless Conference (April 11, 2008). 

• Briefly summarize the detailed information available about the needs of and resources for 
people living with HIV/AIDS in Oregon (such as this Plan), and focus on aspects of OHOP 
and HIV Care and Treatment and their clients that are most relevant to the particular agency 
or audience being targeted. To the extent possible, present locally specific information about 
HIV/AIDS and housing needs in each jurisdiction.  

• Tailor outreach efforts for critical audiences, with specific goals or strategies highlighted. For 
example, information on the cost-savings of providing housing to people with HIV/AIDS in 
each region can help persuade local government officials to allocate funding from human 
service budgets to meet these needs, or to prioritize them in Consolidated Plans.  

 
3. Engage provider agency staff, clients, and other regional participants in publicizing the 

need, opportunity, and benefits of investing in housing and services for people living 
with HIV/AIDS. 

Work with local stakeholders to build their capacity to foster support and monitor progress in their 
jurisdictions. Stakeholders may include HIV/AIDS service agencies, HIV Housing Task Force 
members, HIV Care case managers, consumer representatives, and other partners across the state. 
 
Action steps may include: 

• Use the calendar of local funding and planning processes in the affordable housing resource 
guide (Appendix 1) to guide timely outreach efforts, such as participation or presentation at 
public meetings.  

• Create “talking points” for regional partners to guide presentations that advocate for focusing 
local resources on the housing needs of people living with HIV/AIDS.  

• If staff capacity is insufficient for this range of activities, OHOP could choose to direct 
technical assistance funds to contract with a consultant, or seek a university partner, to design 
and coordinate a proactive outreach plan.  

 
4. Offer trainings and create forums for sharing best practices to build OHOP and 

partner staff capacity. 
Provide staff with opportunities to build knowledge and share successful program strategies, and 
elicit engagement and guidance from a diverse oversight body. 
 
Action steps may include: 

• Convene monthly or bi-monthly meetings via phone conference for OHOP housing 
coordinators and Ryan White case managers to collaborate on case problem-solving and 
discuss resources for clients. Empower OHOP housing coordinators to seek assistance as 
needed directly from HOPWA technical assistance providers (Building Changes staff) for 
HOPWA program questions.  
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• Resume regular meetings (likely twice per year) of the HIV Housing Task Force that guided 

the development of the OHOP program. The membership of this Task Force should include 
OHOP staff, other HIV/AIDS service agencies, and affordable housing providers across the 
state. The Task Force should promote the dissemination and implementation of this Plan. In 
addition, members of the Task Force can help diffuse some of the workload of Plan 
implementation by building connections with regional partners and attending meetings such 
as the Continuum of Care. 

• Convene HIV Care and Treatment case managers and OHOP housing coordinators for an 
annual retreat to review program changes, successes and challenges; discuss roles; identify 
ways to improve coordination; and set goals for optimal client case management.  

• To ensure housing discrimination issues and related concerns are addressed and resolved, 
continue working with the Fair Housing Council of Oregon to educate staff and partners and 
to coordinate appropriate strategies for addressing resistant parties. 

Integration with Housing and Service Systems 

Affordable Housing Resources 
 

5. Participate consistently in the statewide Consolidated Plan, Continuum of Care, and 
other planning processes. 

Participate in state and local Consolidated Plan (“Con Plan”) and Continuum of Care planning 
processes to ensure that the needs of people living with HIV/AIDS are recognized and addressed. 
Reach out to planning representatives to ensure that OHOP staff receive regular updates and 
meeting announcements. 
 
Action steps may include: 

• OHOP staff should provide information on the housing needs of people living with 
HIV/AIDS to local governments as they develop their five-year Con Plans, especially in cities 
that have previously identified people living with HIV/AIDS as a “low” priority for housing 
resources. 

• Ensure that each Continuum of Care in the balance of state has information and expertise 
available on the local needs of homeless people living with HIV/AIDS.  

• Such participation requires a public planning environment that is supportive to local input. 
Approach agencies who regularly participate in advocacy efforts, such as the HIV Alliance in 
Lane County, to benefit from their guidance and suggestions. 

• Join with broader advocates for people with disabilities to encourage scoring incentives for 
projects serving special needs populations through the Consolidated Funding Cycle, Qualified 
Allocation Plan (QAP), and other funding sources. 

 
6. Prioritize strategically between building on existing relationships or seeking new 

partnerships with affordable housing developers and providers. 
Reach out to professional associations, including the Association of Oregon Community 
Development Organizations / Community Development Network, to disseminate information 
among their members and to identify both areas of interest to them and potential partners, including 
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service providers, advocacy groups, and community- and faith-based organizations. Select a few 
agencies that are either receptive to partnership, represent significant resources in areas of need, or 
both to develop and pitch specific potential joint ventures. Successful early partnerships with 
housing providers can serve as examples for future collaborations in other regions of the state. 

 
7. Seek housing development opportunities in which relatively modest HIV/AIDS-specific 

resources can leverage significant investment from other sources. 
Steering Committee members underscored that even modest commitments of funding for operating 
costs and supportive services in affordable housing development applications can be persuasive to 
government funders. For example, in one case, just $35,000 allocated by the Division of Addictions 
and Mental Health for housing development has leveraged $1.5M in Oregon Housing and 
Community Services (OHCS) funds. 
 
Given the limited resources available for HIV Care and Treatment and OHOP, focus development 
or rehabilitation partnerships on units integrated into buildings (rather than stand-alone units). 
Promote set-asides for tenants living with HIV/AIDS who already receive case management and 
services, and thus are unlikely to create challenges or administrative costs for property managers. 

Homeless Services 
 

8. Focus attention on improving coordination with planning, data, and other elements of 
homeless systems. 

Connect with, and track the activities of, the state Ending Homelessness Advisory Council (EHAC). 
Participate regularly in Continuum of Care and state and local 10-Year Plan processes, using 
strategies described in the previous sections. Seek integration of data at the client level by linking 
information systems across mental health, HIV care, and homeless services, including partnering 
with OHCS to compare OHOP and HIV/AIDS epidemiology data with homeless services 
information. 
 

9. Promote Shelter Plus Care and other bonus projects through agreements to streamline 
or share sponsor administrative costs. 

Seek to allay the concerns of Continuum of Care partners and potential sponsors of “bonus” projects 
for serving chronically homeless people through coordinated planning to share administrative 
responsibilities. OHOP cannot allocate additional overhead above the administrative percentage 
allowed by its grants, but coordination between OHOP staff and partners may create efficiencies. If 
successful, initial partnering with existing Shelter Plus Care (S+C) providers can enhance and 
demonstrate the capacity of OHOP staff to seek additional S+C projects with new partners. 

 
10. Conduct outreach and seek partnerships with landlords and property managers.  

Link with regional housing centers that conduct fair housing and other trainings for landlords and 
potential landlords (including faith-based organizations), to promote the inclusion of information on 
the housing challenges and resources available to people living with HIV/AIDS. Effectively use 
existing tenant certification programs, such as St. Vincent de Paul’s Second Chance renter 
rehabilitation program, that connect landlords to tenants who have completed certification. Explore 
opportunities to create or participate in a landlord risk mitigation fund for clients who have histories 
of homelessness or other risk factors. 
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Addictions and Mental Health 
 

11. Partner with substance abuse and mental health service providers to spotlight need 
and seek expanded support for these services.  

Capitalize on existing and new opportunities, such as the Expanding Community Living 
Opportunities, Community Mental Health Housing Fund, and Alcohol and Drug Free Housing Fund 
programs, to maximize the availability of resources to people affected by both HIV/AIDS and 
behavioral health issues.  

Make targeted presentations to Local Alcohol and Drug Planning Committees, which are appointed 
by county commissioners to identify needs and establish priorities for alcohol and other drug 
services in the county.89  

Join efforts to advocate for increased state and local prioritization and funding for mental health and 
substance abuse services, as an important component in supporting client health and housing 
stability. 

When appropriate, encourage community- and faith-based organizations to provide, and seek to 
connect clients with, addiction counseling, peer networking, and other social support structures to 
address substance abuse issues. 
 

12. Build relationships with behavioral health crisis providers. 
Identify and pursue ways to access limited treatment beds for clients with behavioral health crises, 
including partnerships with mental health departments to refer OHOP clients to crisis beds. Support 
efforts to increase the number of crisis beds and to streamline access to them. 

Human Services and Public Assistance 
 

13. Prioritize education and outreach to local DHS offices and community action agencies 
around HIV/AIDS and client issues, and support coordinated service delivery models. 

The Steering Committee advised that in the human services sector, outreach to relatively 
independent local offices can be more valuable than outreach at the state level. Address 
coordination issues that can emerge in the delivery of services, rather than in policy, with these 
offices. Fortify relationships with “one-stop” centers, such as the Rogue Valley Family Center, that 
provide evidence-based models of co-located services and assistance, and foster the replication of 
this model when possible. 

Criminal Justice 
 

14. Pursue partnerships with local and state criminal justice agencies and stakeholders, 
and seek federal and other resources to serve people with incarceration histories. 

Expand on the success of the Oregon Statewide Supportive Community Reentry initiative, and 
continue building relationships with Department of Corrections as well as with local criminal justice 
agencies.  

                                                                 
89 Contact information for local committees is available online at: http://www.oregon.gov/OHCS/HRS_ADF_Program.shtml 
(Accessed: January 25, 2008). 
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Action steps may include: 

• Conduct outreach to agencies that serve people released from prison and jail in Oregon, such 
as Sponsors and Mid-Willamette Valley Community Action Agency, and provide materials 
and education around HIV/AIDS and the HOPWA program to staff and clients.  

• Work with landlords (such as those in high vacancy areas) as well as community- and faith-
based organizations who are willing to consider tenants with criminal histories, and help to 
build bridges between these landlords and community corrections officers and service 
providers.  

• Consider master leasing (an eligible HOPWA program activity) as a strategy to provide 
housing for clients who face the highest barriers to obtaining private market housing. 

• Connect with the Governor’s Reentry Task Force, whose members were announced in 
November 2007.  

• Explore opportunities to access federal and private resources to support the safe and 
successful transition of prisoners (including those with HIV/AIDS) to the community, such as 
the U.S. Department of Justice’s Prisoner Reentry Initiative.90  

Primary Care, Hospitals and Assisted Living 
 

15. Anticipate that clients may need periodic or long-term care in assisted living situations 
while setting OHOP policies and allocating resources. 

Strategize ways to ensure that housing assistance can continue if clients must move temporarily or 
permanently into assisted living situations, including planning to make transitions smooth. 
Incorporate information on this emerging challenge in OHOP and HIV Care and Treatment staff 
trainings and discussion. Consider ways to provide services to clients in their own homes when 
appropriate, as an alternative to long-term hospitalizations. 
 

16. Conduct outreach about emerging primary care and assisted living needs of people 
living with HIV/AIDS, including to providers of these services. 

Connect with the Oregon Health Care Association to raise awareness among members about the 
changing needs of people living with HIV/AIDS and co-occurring chronic diseases. Seek improved 
connections to and partnerships with hospitals and health care providers, including assisted-living 
providers, to promote the successful integration of people with HIV/AIDS into their services and 
seamless transitions from one setting to another. Ensure that health department and other outreach 
workers are educated and kept up to date on OHOP resources, program activities, and policies. 
Advocate to increase the availability of a continuum assisted living supports, using the challenges of 
people living with HIV/AIDS in gaining access to such supports to illustrate the need. 

Employment  
 

17. Collaborate with workforce systems to provide employment supports and training for 
people living with HIV/AIDS. 

                                                                 
90 Available online: http://www.ojp.usdoj.gov/BJA/grant/reentry.html (Accessed: February 1, 2008). 
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Seek connections with Workforce Training One-Stop Centers: OHOP housing coordinators or HIV 
Care and Treatment case managers could meet with staff there, familiarize themselves with services 
offered, and offer to work collaboratively to support people with HIV. Additionally, identify 
agencies that provide life skills and benefits trainings for case managers and staff that focus on 
going back to work, and participate in these trainings. Encourage community- and faith-based 
partners to eliminate barriers to employment that are correlated with HIV/AIDS risk (such as 
histories of incarceration) and to hire people living with HIV/AIDS.   


