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Review of the proposed Method of Distribution (MOD) has revealed, sadly, that in the year 
2011 there will be no eligible activities that the City can undertake that will utilize CDBG 
funding or expertise of IFA staff. 

City of Grants Pass There are several means by which a project can meet the federal national objective of primarily 
benefitting low and moderate income persons.  They are summarized below: 
 
Area Wide  - This first and easiest method is if the project is intended to only serve the residents 
within a defined service area and that service area is comprised of 51% or more LMI persons.  
Unfortunately, the City of Grants Pass is comprised of 45.9% LMI and would not be eligible to 
apply for any project that would have to meet this criterion to qualify for funding. 
 
Limited Clientele – A facility will meet this criterion if it serves a specific group of LMI persons, 
which are 51% or more LMI based upon the collection of family size and income forms.   Under 
the proposed 2011 MOD, the city would qualify for a Head Start Center project. 
 
Presumed Clientele – A facility that serves a clientele that are generally presumed to be low and 
moderate income as determined by HUD, such as abused children, elderly persons, battered 
spouses, homeless persons, severely disabled adults, illiterate adults, persons living with AIDS 
and migrant farm workers.  Under the proposed 2011 MOD the city would qualify for the following 
project types: Shelters for Victims of Domestic Violence; Emergency/Homeless Shelters; and Full 
Service Senior Centers. 
 
Nature and Location – A facility of such a nature and be in such a location that it may be 
concluded that the facility’s clientele will be primarily LMI. Under the proposed 2011 MOD the city 
would qualify for a Food Bank project. 
 
Housing Direct – Activities carried out for purpose or providing or improving permanent 
residential structures which upon completion will be owned and occupied by LMI persons, in 
accordance with this criterion, there must be 100% benefit to LMI persons.  Under the proposed 
2011 MOD the city would qualify for a housing rehabilitation project.     
 
Note: All the public works, community facilities, economic development and microenterprise 
assistance categories offered under the 2010 MOD, will remain during 2011. Only the Certified 
Main Street Façade Rehabilitation program will be discontinued in 2011.  
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Another national objective, the prevention or elimination of slums and blight it noticeably 
absent from the proposed 2011 MOD.  The City understands the IFA’s desire to eliminate 
activities and objectives that have been historically underutilized; however, it must be noted 
that at no time in recent history has the Oregon CDBG program offered any eligible 
activities that seek to advance this national objective. 

City of Grants Pass The CDBG program has two project types which recently qualified for funding under the slum and 
blight national objective. 
 
1) Brownfield Redevelopment – 2008 was the least year in which Brownfield Redevelopment 

projects qualifying under the slum and blight national objective were eligible under the MOD. 
 

This category was eliminated because the federally required five-year continued use requirement states 
that the site must remain in the same use for five years after closeout of the grant between the recipient 
and the state has been administratively closed. The continued use requirement is the biggest hurdle for 
using CDBG as a financing tool for local communities.  The site once cleared, must continue to meet the 
federal national objective of spot slum and blight removal, meaning that the property cannot be converted 
to another use during this time and must remain vacant.  If the property is converted to another use, 
during the five-year period, the new use must meet a federal national objective or the recipient must 
repay the grant to the State.  Diring 2004 through 2008, the state only funded two projects under this 
category, one of which was having extreme difficulty meeting the federal five-year continued use 
requirements. 

 
2) Certified Main Street Façade Rehabilitation – This category was first offered in 2008 and 

projects under this category qualify for funding under the slum and blight national objective 
under the MOD. This category was proposed for elimination in 2011, due to the fact that it 
has not been utilized.  

Rather than criticize the proposed MOD without offering any solutions, the City of Grants 
Pass would like to suggest that the following revisions be made: 
 
1) Continue to focus on the elimination of slums and blight as a national objective that 

will be met by activities funded by CDBG funds in Oregon; 
2) Work with non-entitlement communities to develop a schedule of eligible activities 

that meet the objective of eliminating slums and blight 
3) Rotate the schedule to create a rotating list of activities that are eligible from year –to-

year to meet the objective of eliminating slum and blight.  

City of Grants Pass To minimize the administration of the program no new activities will be added to the CDBG 
program in 2011. 

The proposal to completely eliminate one of the three eligible national objectives (aiding in 
the prevention or elimination of slum or blight) further reduces policy objectives and eligible 
projects for jurisdictions.  

MWVCOG For a project to be eligible for funding under the state’s program, the project must be eligible 
under the MOD.  Under the 2010 MOD, there is only one project type eligible for funding under 
the slum and blight national objective, and that is the Certified Main Street Façade Rehabilitation 
program.  This category was first offered in 2008 and was proposed for elimination in 2011, due 
to the fact is has not been utilized.  Since this was the last project type that qualified for funding 
under the slum and blight national objective, and given the fact that it will be eliminated in 2011, 
the proposed MOD was adjusted to reflect the fact that the state does not qualify any project for 
funding under the slum and blight national objective. 
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If the suggested rotating activity schedule is adopted, the City of Grants Pass also 
suggests the IFA adopt a biyearly review period where interested parties may comment on 
the implementation of the CDBG program. 

City of Grants Pass The State of Oregon’s non-entitlement CDBG currently has two opportunities for the public to 
participate in the CDBG program: 
 

1) For two weeks in March of each year the Consolidated Annual Performance 
Evaluation Report is made available for public comment; and, 

2) For 30 days in approximately September of each year the proposed MOD for the 
following year is made available for public comment. 

Assuming a stable quantity of Federal grant money, how does eliminating a few categories 
reduce administrative costs to help balance our state budget?  Might these changes just 
increase administrative costs by encouraging hurried or incomplete applications?  If the 
changes suggested are designed to reduce administrative costs, please consider 
deducting an additional percentage of a successful grant application to help cover these 
costs. 

Sunshine Industries Here are the responses to the two questions and one comment: 
 

1) The state must match the 2% allowed under each annual CDBG appropriation for 
State administration 1:1 with non-federal state funds.  Currently the program cannot 
operate within the 2% plus the states 1:1 match, and the state is overmatching the 
federal funds, beyond the required minimum match, to operate the program.  Any 
reduction in the states administration of this program will help reduce use of state 
resources that are currently providing the overmatch for this program’s administration. 

2) Please refer to Chapter 7 of the MOD.  All applications must meet the minimum 
criteria before they are funded.  Hurried or incomplete applications are not funded by 
the IFA. 

3) This is not allowed under the state’s non-entitlement CDBG program.    
Several sections of the MOD state “these grants are not considered design/build grants”.  
Please clarify whether design/build construction techniques are permitted.  If proposed to 
be ineligible under the MOD, we request this prohibition be eliminated. It should be the 
jurisdictions discretion to use design/build and whether they are eligible to meet state 
procurement regulations. 

MWVCOG Design/build construction techniques have not been allowed under the CDBG program since 
2007.  These construction techniques, in and of themselves, conflict with the Federal 
Environmental Regulations/Clearances and the Federal Davis Bacon Prevailing Wage Rates and 
Provisions. Due to these serious regulatory conflicts, design/build construction techniques will not 
be allowed under the States non-entitlement CDBG program. 

Before a decision is made to reduce the number and types of projects funded, we would 
like to see the Department explore staffing efficiencies such as specialization in two-three 
project types, on-line training for project applicants/recipients, and working with Oregon’s 
system of economic development districts to vet/review applications for completeness. 

Col-Pac EDD All of the project types, with the exception of the Certified Main Street Façade Rehabilitation 
Program proposed for elimination in 2011 will remain as eligible activities under the 2011 CDBG 
program. 

It appears that the proposed 2011 MOD calls for limiting project eligibility and raising the 
maximum limit as ways to reduce IFA’s administration costs. While we recognize the state 
is facing a budget crisis, cities and counties are also facing the same budget challenges 
and these proposed changes do not enhance our ability to meet identified community 
needs and priorities.  We believe more information should be provided to justify these 
proposed changes. 

MWVMC All of the project types, with the exception of the Certified Main Street Façade Rehabilitation 
Program proposed for elimination in 2011 will remain as eligible activities under the 2011 CDBG 
program. 
 
The proposed maximum grant increases will remain as proposed during 2011. 

I recommend adding the brownfield redevelopment category back into the CDBG Method 
of Distribution. 

OBDD-IFA – 
Regional 
Coordinator 

To minimize the administration of the program no new activities will be added to the CDBG 
program in 2011. 
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Page 2-8, add the word “new” before the bullet point that states “Emergency Projects…”  
This would clarify that new Emergency Projects are not subject to any of the “Limits on 
Applications” requirements. 
 
Page 5-3 Contract Amendments-Should this section be revised to reflect the authority being 
delegated to the OBDD IFA’s Regional Services Manager? 
 
Page 5-9 Waiver paragraph.  Should the waiver authority now rest with the Director of the 
Infrastructure Finance Authority rather than the OBDD? 
 
Pages 5-8 and 7-10, Readiness to Proceed section.  If the matching funds are not in place 
and an exception has not been requested/approved by OBDD prior to application 
submission, I do not believe it will be necessary for the CDBG Program and Policy to 
conduct a thorough analysis of anything.  I would recommend removing this phrase from the 
section. 
 
Pages 5-8 and 7-10 Readiness to Proceed section.  Is the entire Note paragraph needed 
since it appears all matching funds, unless an exception is approved, must be in place at 
time of application submittal. 
 
Citizen Participation, Item 5, Public Hearing, page 6-3-Final, approved, signed versions of 
the first public hearing minutes is a required submittal with the CDBG application.  If it is not 
acceptable to consider this a threshold item, then we should state in the CDBG MOD that 
applications submitted without the final, approved, signed version of the first public hearing 
will not be accepted.  The CDBG MOD should state that applications will be returned to the 
applicant for submittal in a later quarter if this requirement is not met. 
 
Step 3 (Application Submitted) page 7-3-Revise the first sentence to read, “The Department 
will not accept and process incomplete applications.” 
 
Page 7-13-Meeting a National Objective-Should the last sentence in the first paragraph 
reference Chapter 3 rather than Chapter 5? 
 
Page 9-8-Final Design and Construction paragraph.  The last line of this paragraph seems 
to have a word or two missing. 
 
Page 9-9-Examples of project activities list.  Change “Legal feed” to “Legal fees.” 
 
Page 9-11-Environmental Review-Publishing flood plain notices, “should” or “must” be done 
as part of the final engineering grant project? 
 
Page 10-1-National Objective.  Should the first sentence of the first paragraph read “one of 
two” or be deleted entirely? 
 
Page 15-1-Public Works Brownfield Redevelopment-I could be mistaken, but I believe this 
project category was eliminated in 2009 rather than 2010. 
 

 Thank you for the detailed editorial review.  These comments will be evaluated with appropriate 
changes made in the final 2011 MOD. 



2011-2015 Oregon Consolidated Plan Attachments 
161 

 
 
 
 
Abbreviations:  
  
AOC  Association of Oregon Counties 
AOCMHP Association of Oregon Community Mental Health Progams 
CAT  Community Action Team 
CCD  Coos, Curry, Douglas Development Corporation 
CDBG  Community Development Block Grant  
CHS  Community Housing Services      
CPD  Community Planning Division 
 CWCOG  Cascades West Council of Governments 
FTRN  Family Tree Relief Nursery 
GEODC  Greater Eastern Oregon Development Corporation 
HAJC  Housing Authority of Jackson County 
HUD  Housing and Urban Development 
LMI  Low and Moderate Income 
LOC  League of Oregon Cities 
MCEDD  Mid-Columbia Economic Development District 
MCHA  Mid-Columbia Housing Authority 
MERIT  Microenterprise Resources, Initiatives & Training 
MOD  Method of Distribution (Program Guidelines or Annual Action Plan) 
MWVCDD Mid-Willamette Valley Community Development Partnership 
MWVCOG Mid-Willamette Valley Council of Governments 
MWVMC  Mid-Willamette Valley Mayors Coalition 
NEDCO  Neighborhood Economic Development Corporation 
NEOEDD  Northeast Oregon Economic Development District 
OBDD-IFA Oregon Business Development Department – Infrastructure Finance Authority 
OCCC  Oregon Coast Community College 
OEDD  Oregon Economic Development Districts 
OHCS  Oregon Housing and Community Services 
OMEN  Oregon Microenterprise Network 
OSBDCN  Oregon Small Business Development Center Network 
Polk CDC Polk Community Development Corporation 
RCC-SBDC Rogue Community College – Small Business Development Center 
SCOEDD  South Central Oregon Economic Development District 
UCDC  Umpqua Community Development Corporation 



2011-2015 Oregon Consolidated Plan Attachments 
162 

 
 

 



2011-2015 Oregon Consolidated Plan Attachments 
163 

 



2011-2015 Oregon Consolidated Plan Attachments 
164 

10/5/2010             
2011-2015 

CONSOLIDATED PLAN, ANALYSIS OF IMPEDIMENTS, CITIZEN PARTICIPATION PLAN & THE 2011 ACTION 
PLAN 

              PUBLIC COMMENTS 
 

COLSOLIDATED PLAN 
COMMENT COMMENTOR OR 

AGENCY 
STATE RESPONSE 

The Department of Human Services (DHS) Addictions and Mental Health (AMH) Division 
supports the expansion of evidence-based Supported Employment programs rather than 
sheltered workshops or enclaves for persons with psychiatric disabilities. 
 
As part of Oregon’s Balance of State Consolidated Plan, when developing services for 
individuals with psychiatric disabilities, it is suggested that resources available from the 
Community Development Block Grant be utilized for development and expansion of 
evidence-based Supported Employment programs rather than sheltered workshops or 
enclaves.  

DHS – Addictions and 
Mental Health Division 

The state’s CDBG program does not fund programs or services, the program funds the 
construction of the physical buildings themselves that the programs are provided from within.  
Thank you for the comment and as the state prioritizes the uses for the program we will keep 
this perspective in mind.  

Incomes should be set at 80% or at the discretion of the local agency. Local CDC/CAP Income limits are set federally. 
Using the census to determine the Low/Mod Index rate determination for cities and counties 
is not working.  I recommended some other process to determine the numbers. 

Local development 
group 

Oregon uses the most current census data plus any reliable data from more recent sources.  
Unfortunately for much of rural Oregon, census is almost always the most current data. 

 
ANALYSIS OF IMPEDIMENTS 

COMMENT COMMENTOR OR 
AGENCY 

STATE RESPONSE 

Oregon should submit a Fair Housing Plan document in addition to the outline contained in 
the Analysis of Impediments. 

Various staff A FHAP will be submitted 

   
  

 
 

CITIZEN PARTICIPATION PLAN 
COMMENT COMMENTOR OR 

AGENCY 
STATE RESPONSE 

No comments were submitted   
 

ACTION PLAN 
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COMMENT COMMENTOR OR 
AGENCY 

STATE RESPONSE 

No comments were submitted   
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OHCS mailing list for the 2011-2015 Consolidated Plan  and 2011 MOD and Action Plan Roundtables.  OBDD 
covered all balance of state cities, counties, ports, and economic development districts.   
 

ACCESS cdyer@access-inc.org; 
ACCESS mhart@access-inc.org; 
CAPECO CAPECO Donna Kinnaman (dkinnaman@capeco-works.org); 
CAPECO CAPECO Paula Chavez (pchavez@capeco-works.org); 
CAPECO pbroker@capeco-works.org; 
Cascade CDC John MacInnis ccd1@bendcable.com; 
CAT ddubach@cat-team.org; 
CAT rockyc@cat-team.org 
Cocaan melanieh@cocaan.org; 
Cocaan sharonm@cocaan.org; 
Cocaan ursulah@cocaan.org; 
Columbia Cascade dpcchc@charter.net; 
Community Connection Community Connection Lynne Ewing (lynne@ccno.org); 
Community Connection margaret@ccno.org; 
FHDC  (jaimearredondo@fhdc.org); 
FHDC robertojimenez@fhdc.org; 
Hacienda CDC Hacienda CDC Catherine (catherine@haciendacdc.org); 
Hacienda CDC pferrari@haciendacdc.org; 
Lincoln  CDC david@lincolncdc.org 
Mainstream Mainstream Joyce Purvis (jpurvis@mhihomes.org); 
Mainstream mfadich@mhihomes.org; 
Metro Metro Eugene Michelle Smith (metropolitanaff1@qwestoffice.net); 
Metro Metropolitan Affordable Housing Richard Herman (richardherman@qwestoffice.net); 
North Bend PHA nbeman@ccnbchas.org 
NW Housing Alternatives  NWHA Tam Gardner (gardner@nwhousing.org); 
NW Housing Alternatives mclennan@nwhousing.org; 
Polk CDC rgrady@polkcdc.org; 
Rogue River CDC Rogue River Sue Smith (smithscda@yahoo.com); 
UCAN darlene.elliott@ucancap.org; 
UCAN jody.ahlstedt@ucancap.org.; 
UCAN UCAN Andrea Romine (andrea.romine@ucancap.org); 
UCAN mike.fieldman@ucancap.org 
Umpqua CDC btamm@umpquacdc.org.; 
Umpqua CDC Umpqua CDC Eric Harvey (eharvey@umpquacdc.org); 
Willamette NHS jim.moorefield@w-nhs.org 
Yamhill CDC Yamhillcdc Darrick Price (executivedirector@yamhillcdc.com); 
Umpqua CDC Karan Reed kreed@umpquacdc.org 
Umpqua CDC Olympia Church ochurch@umpquacdc.org 
Umpqua CDC Lily Brislen lbrislen@umpquacdc.org 
Umpqua CDC Mickey Beach mbeach@umpquacdc.org 
UCAN Andrea Romine adrea.romine@ucancap.org 
UCAN Jody Ahlstedt jody.ahlstedt@ucancap.org 
UCAN Mike Fieldman mike.fieldman@ucancap.org 
ACCESS Merry Hart  
ACCESS  Cindy Dyer cdyer@access-inc.org 
Coos Curry PHA Coos-Curry PHA (kkowtko@halc.info); 
Coquille IHA Joseph Cook josephcook@uci.net; 
Coquille Indian Housing Authority sheldonchase@uci.net; 

mailto:riveradevelopment@netzero.net�
mailto:dkeenan@catholiccharitiesoregon.org�
mailto:jhw@winklercompanies.com�
mailto:gkoffler@beobank.com�
mailto:Rick.Crager@hcs.state.or.us�
mailto:wes.hare@cityofalbany.net�
mailto:dee.k.carlson@doj.state.or.us�
mailto:annick.benson@state.or.us�
mailto:kanderso@oda.state.or.us;�
mailto:tkemper@kempercollc.com�
mailto:mary.a.baker@biz.state.or.us�
mailto:stephen.fulton@ci.portland.or.us�
mailto:progop541@yahoo.com�
mailto:nbeman@ccnbchas.org�
mailto:jim.moorefield@w-nhs.org�
mailto:kreed@umpquacdc.org�
mailto:ochurch@umpquacdc.org�
mailto:lbrislen@umpquacdc.org�
mailto:mbeach@umpquacdc.org�
mailto:adrea.romine@ucancap.org�
mailto:jody.ahlstedt@ucancap.org�
mailto:mike.fieldman@ucancap.org�
mailto:cdyer@access-inc.org�
mailto:Judy.A.Murdza@state.or.us;�
mailto:robin.m.duval@state.or.us�
mailto:nsaxena@disabilityrightsoregon.org�
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Douglas Co. PHA Douglas Co. PHA (telye@hadcor.org); 
Housing Works  ccook@corha.org; 
Housing Works  Housing Works PHA (ccook@housing-works.org); 
Housing Works Housing Works Christine Lewis (clewis@housing-works.org); 
Housing Works Housing Works Keith Wooden (kwooden@housing-works.org); 
Housing Works Housing Works KMO (kmanie@housing-works.org); 
Housing Works tcox@corha.org; 
Jackson Co. PHA claire@hajc.net; 
Jackson Co. PHA scott@hajc.net; 
Jackson County PHA christine@hajc.net; 
Jackson County PHA Jackson Co. PHA (scott@hajc.net); 
Jackson County PHA Jackson County HA Betty McRoberts (betty@hajc.net); 
Josephine Co. PHA Teresa Sanducci teresa_jhcdc@charterinternet.com; 
Josephine County PHA  Josephine Co. PHA (teresa_jhcdc@charterinternet.com); 
Klamath County PHA Klamath Co. PHA (kha@klamathhousing.org); 
Lane County PHA Lane Co. PHA (dcummings@hacsa.us); 
Lincoln County PHA Lincoln Co. PHA (kkowtko@halc.info); 
Linn-Benton PHA Linn Benton PHA (mail@l-bha.org); 
Linn-Benton PHA mail@l-bha.org; 
Linn-Benton PHA PHA Linn-Benton (mail@l-bha.org); 
Malheur County PHA-Merlene Bourasa MWB@cableone.net 
MARHA Cherri Harp  sharp@co.marion.or.us; 
MCHA rubym@mid-columiahousingauthority.org 
Mid-Columbia PHA rubym@mid-columbiahousingauthority.org 
NE Oregon PHA NE Oregon HA Maggie LaMont (nemag@uwtc.net); 
NE Oregon PHA NE Oregon PHA (neoha@uwtc.net); 
NOHA carol@noha.org 
Oregon PHAs Oregon PHAs (jennifer@nwpublicaffairs.com); 
Portland PHA Portland PHA (webmaster@hapdx.org); 
Salem PHA Salem PHA (tfrazier@cityofsalem.net); 
Um. Co. HA Don Skeen dons@uci.net; 
Umatilla Co. PHA Umatilla Co. PHA (ucha@uci.net); 
Umatilla Co. PHA Umatilla Co. PHA Stan Stradley (ucha@uci.net); 
West Valley PHA PHA West Valley (wvpha@wvpha.org); 
West Valley PHA West Valley HA Linda Jennings (ljennings@wvpha.org); 
Yamhill County PHA Yamhill Co. PHA (ehui@hayc.org); 
Albany Partnerships nancy@albanypartnership.org; 
AOCDO Oregon Opportunity Network Terrie (thendrickson@aocdo.org); 
Ashland CLT ralph@creditcapitalllc.com; 
CASA  'charris@casaoforegon.org'; 
CASA  randalon@casaoforegon.org; 
CASA Claudia Casa (ccantu@casaoforegon.org); 
Community in Action-Barb Higinbotham barb@communityinaction.info 
CORIL Glenn Van Cise glennvc@coril.org; 
CSC Cindy Pratt cpratt@csc.gen.or.us; 
CSC Tom Clancey-Burns  tcburns@csc.gen.or.us; 
E-Dev winkler-riosS@lanecc.edu; 
EOAF EOAF Sonja Hart (shart@eoaf.org); 
EOCMTC David Conant-Norville drdocn@hotmail.com; 
EOCMTC Rob Teal tealrlj@msn.com; 

mailto:lola.erwin@co.lane.or.us;�
mailto:svdp@crestviewcable.com�
mailto:lonnie@warmspringsprogress.net�
mailto:sjshelter@mtangel.net�
mailto:c.vail@edctc.com;�
mailto:brian.stewart@wamu.net�
mailto:ben_sturtz@co.washington.or.us�
mailto:Voni.Olson@pgn.com�
mailto:Mike@PeakDevelopmentLLC.com;�
mailto:victor.j.fox@state.or.us�
mailto:annick.benson@state.or.us;�
mailto:edupont@peci.org;%20Evan%20du%20Pont;�
mailto:THolden@gellersilvis.com';�
mailto:dwoik@earthadvantage.org;%20Duane%20Woik;�
mailto:garyburke@umatilla.nsn.com�
mailto:rubym@mid-columiahousingauthority.org�
mailto:rubym@mid-columbiahousingauthority.org�
mailto:alyssa.cudmore@state.or.us�
mailto:jlong@ci.bend.or.us�
mailto:Richard.Whitman@state.or.us�
mailto:nwhitty@co.coos.or.us�
mailto:Susan.A.Smith@state.or.us�
mailto:dcrawford@gellersilvis.com�
mailto:THolden@gellersilvis.com�
mailto:louise.dix@ci.medford.or.us�
mailto:caryc@mwvcaa.org�
mailto:merryd@mwvcaa.org�
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FHCO dhess@fhco.org; 
HACSA Ann Rudy ARudy@HACSA.us; 
Harney county CAP barb.hmcaa@live.com; 
Harney County Senior Ctr-Howard Weathers  hweathers@hotmail.com; 
Harney County Senior Ctr-Terri Williams ann.lessar@state.or.us 
Harney/Malheur CAA Ann Lessar hcsebceb@centurytel.net 
HHOPE Laura Van Cleave drvan@centurytel.net; 
HIV Alliance clientsvs1@hivalliance.org; 
HPRP ferriolim@grantcounty-or.gov; 
HPRP HPRP Angie Curtis (curtisar@jacksoncounty.org); 
HPRP HPRP Ann Lessar (Ann.Lessar@state.or.us); 
HPRP HPRP Carmen Gentry (carmen@ccno.org); 
HPRP HPRP Chandra (chandra@unitedwayoflinncounty.org); 
HPRP HPRP Dave Toler (bbc@co.josephine.or.us); 
HPRP HPRP Deborah Young (uway@dcwisp.net); 
HPRP HPRP Denise Swanson (dswanson@unitedwaymwv.org); 
HPRP HPRP Floyd Courtain (fmcourtain1@aol.com); 
HPRP HPRP George Sabol (gsabol@ccaservices.org); 
HPRP HPRP Heidi Ochsner (heidi.ochsner@co.hood-river.or.us); 
HPRP HPRP Jennifer Moore (jennifer@unitedwayblc.org); 
HPRP HPRP Kathy McBride (kathyMc@co.wasco.or.us); 
HPRP HPRP Ken Wilhelm (info@deschutesunitedway.org); 
HPRP HPRP Kim Carnine (kcarnine@co.morrow.or.us); 
HPRP HPRP Laurie at CCNO Baker City (laurie@ccno.org); 
HPRP HPRP Lee Means (leem@yamhillcap.org); 
HPRP HPRP Leroy Cabral (uwkb@cvc.net); 
HPRP HPRP Linda Morrison (lmorrison@unitedwaylane.org); 
HPRP HPRP Loni Debban (loni@mcoainfo.com); 
HPRP HPRP Robert More (robertm@orcca.us);   
Josephine Co. CDC communityaction@co.josephine.or.us 
Klamath Basin Seniors Judy Crist judycrs@yahoo.com; 
Klamath/Lake Community Action Services kestes@co.klamath.or.us; 
KLCAS Donna Bowerman dbowman@klcas.org 
LILA Jon West lila@lilaoregon.org;  
MCCAC Jim Slusher js@mccac.com; 
Mid Columbia CAA Margaret Davis md@mccac.com; 
MWVCAA campbellt@mwvcaa.org; 
Neigborhood Partnerships jbyrd@neighborhoodpartnerships.org 
Neighbor Impact info@neighborimpact.org 
New Day Enterprises zee@newdayenterprises.org 
OAN  OAN Jeff Stone (jstone@oan.org); 
OCDD ocdd@ocdd.org; 
On-Track Rita De-Haan Sullivan rontrack@cybernetisp.net; 
On-Track Shirley shirley_medford@hotmail.com; 
Options jbryson@optionsonline.org; 
ORCCA chrislachner@hotmail.com; 
ORCCA John Huntsman  jhuntsman@uci.net; 
ORCCA Laurie Hall  lhall@uci.net; 
Oregon Catholic Conf Robert J. Castagna rcastagna@archdpdx.org 
Oregon Cncl Dev. Dis Oregon Council on Dev. Disabilities (ocdd@ocdd.org); 
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Oregon Food Bank rbristol@oregonfoodbank.org; 
Oregon Food Bank srandolph@oregonfoodbank.org; 
Oregon Hunger Relief Task Force  
Oregon On (Cathey@oregonON.org);   
Oregon On (ruth@oregonON.org); 
Oregon On terrie@oregonon.org 
Siletz Tribe yvonnel@ctsi.nsn.us; 
Sisters Habitat East Cascade (sharlene@sistershabitat.org); 
SOCO soco@cvc.net; 
St. Vincent de Paul awilliams@svdp.us; 
SWOCAC laurieh@swocac.org; 
Weathers, Harney Co Seniors Howard  hweathers@hotmail.com; 
Yamhill CAP YCAP Lee Means (Lee@YCAP.info) 
YCAP Harold Hagglund 1 
YCAP Harold Hagglund Harold@ConsultHH.com; 
YCAP Kraig Ludwig kludwig@onlinemac.com; 
Ashland Comm. Land Trust tom@bradleyprop.com 
BBC Research pippin@bbcresearch.com; 
Burns Paiute Burns Paiute Beth Coahran (coahranee@burnspaiute-nsn.gov); 
Burns Paiute kenton.dick@burnspaiute-nsn.gov; 
CADO jim@cado-oregon.org; 
CAPO CAPO Tom Clancy-Burns (tom@caporegon.org); 
City of Albany wes.hare@cityofalbany.net; 
City of Bend Andrea Lindberg;  (jlong@ci.bend.or.us); 
City of Corvallis Kent.Weiss@ci.corvallis.or.us; 
City of Eugene Eugene Stephanie Jennings (stephanie.a.jennings@ci.eugene.or.us); 
City of Medford Lynette.ONeal@cityofmedford.org 
Clatsop CAA Cynthia Bullman manager@ccaservices.org; 
Confederated Tribes of Siletz dpigsley@msn.com; 
Coos Lower Umpqua Siuslaw ctn12804@mail.nw.centurytel,net 
Coquille Tribe cit@uci.net 
Cowcreek Tribe cmckinney@cowcreek.com; 
Cowcreek Tribe rdoan@cowcreek.com; 
Cowcreek Tribe rmalone@cowcreek.com; 
CSC Terry Weygandt tweygandt@csc.gen.or.us; 
CTUIR BillTovey@ctuir.com; 
CTUIR BrookKristovich@ctuir.com; 
Dept. Ag Commodity Kris Anderson kanderso@oda.state.or.us; 
DHS DSTRAHAN@DHS.STATE.OR.US; 
DHS  robin.m.duval@state.or.us; 
DHS annick.benson@state.or.us; 
DHS james.neely@state.or.us 
DHS Judy.A.Murdza@state.or.us; 
DHS Jeffrey.L.PUTERBAUGH@state.or.us 
DHS, seniors and disabled james.d.toews@state.or.us; 
Disability Rights Disability Rights Oregon Neisha Saxena (nsaxena@disabilityrightsoregon.org); 
Grand Ronde Tribe  ron.hudson@grandronde.org; 
Grand Ronde Tribe  terri.white@grandronde.org; 
Grand Ronde Tribe carina.ginter@grandronde.org; 
Grand Ronde Tribe cheryle.kennedy@grandronde.org; 
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HOPWA HOPWA Donna Yutzy (Dyutzy@aol.com); 
HOPWA HOPWA Jill Snyder (Jill.F.Snyder@state.or.us); 
HOPWA annick.benson@state.or.us;  
HOPWA victor.j.fox@state.or.us 
Klamath Tribes roberta.sexton@klamathtribes.com; 
Lake County Seniors Susie Cahill susie.cahill@state.or.us 
Lane Co HHS Stacie Grabo stacie.grabo@co.lane.or.us; 
Lane County Human Services Commission Lise.STUART@CO.Lane.OR.US; 
Lane County Human Services Commission lola.erwin@co.lane.or.us; 
Lane County Human Srvcs cheryl.dyer@co.lane.or.us; 
LANHHS Steve Manela  Steve.Manela@co.lane.or.us; 
LANHHS Steve Manela steve.manela@co.lane.or.us; 
Manufactured Home Owners Pat Schwoch ssdolphins@comcast.net; 
MWVCAA caryc@mwvcaa.org; 
MWVCAA cotej@mwvcaa.org; 
MWVCAA coxt@mwvcaa.org; 
MWVCAA merryd@mwvcaa.org; 
MWVCAA peltonr@mwvcaa.org; 
OBDD OBDD Gloria Zacharias (zacharias.gloria@biz.state.or.us); 
OBDD OBDD Mary Baker (mary.a.baker@biz.state.or.us); 
RD barb.brandon@or.usda.gov 
RD dianna.chappell@or.usda.gov 
RD RD Rod Hanson (rod.hansen@or.usda.gov); 
RD sherryl.gleason@or.usda.gov; 
Umatilla Con. Tribes garyburke@umatilla.nsn.com 
Warm Springs Tribe Warm Springs Lonnie James (lonnie@warmspringsprogress.net); 
IFA Becky Bryant becky.a.bryant@state.or.us 
IFA Fumi Schaadt fumi.schaadt@state.or.us 
CCD Eileen Ophus eophus@ccdbusiness.com 
FDC Charlene Strassu charlene@douglasesd.k12.or.us 
IFA  Gloria Zacharias gloria.zacharias@state.or.us 
S-K CDC Scott Humpert scott@salemkeizercdc.org 

Bienstar  Karen Shawcross kshawcross@hdcnwo.org 
CARITAS Dennis Keenan dkeenan@catholiccharitiesoregon.org 
NEDCO  
Salem-Keizer CDC Salem-Keizer CDC Chuck Fisher (chuck@salemkeizercdc.org); 
Housing Authorty of Yamhill Co. mdavis@hayc.org 
CASA-Lisa Rogers lrogers@casaoforegon.org 

Neahcasa NeahCasa Kathleen Marvin (tcwrc2@oregoncoast.com); 
Proud Ground Jessie Beason jesse@proudground.org 
Progressive Options Naomi Shadwick  progop541@yahoo.com; 
Rogue Valley COG RV Cog Craig Harper (charper@rvcog.org); 
Neighbor Impact Sharon Miller sharonm@neighborimpact.org 
Neilson Group Cheryl Lyons; sharon@thenielsongroup.net; 
Oregon City and County Mgrs. Assn consultown@comcast.net; 
Pioneer CDC-Holly Weimar pcdc@ncesd.k12.or.us 
Rivera Development riveradevelopment@netzero.net; 
St. Joseph's Shelter Sr. Terry Hall sjshelter@mtangel.net 
St. Vincent de Paul SVdP Marcella Edmonds (svdp@crestviewcable.com); 
Sue Newstetter  (suenews@ortelco.net); 
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Tillamook ED Christy Vail c.vail@edctc.com; 
 
 
 
 
 
 
 
From: Annick BENSON [annick.benson@state.or.us] 
Sent: Thursday, April 01, 2010 11:59 AM 
To: hiv-cm-network@listsmart.osl.state.or.us 
Cc: Loren Shultz 
Subject: 2011-2015 Oregon Consolidated Plan 
 
Attachments: 2011-2016 Oregon Consolidated Plan .doc 
Dear HIV Case Managers- I am sending this along to you because HOPWA funds are utilized to 
partially fund the OHOP program. There is no action that I am asking you to take unless you are 
interested in providing feedback to Oregon Housing and Community Services on our plan to utilize 
these funds for rental assistance in the 2011-2015 funding cycle or if you have feedback regarding the 
use of other housing funds as stated in the attached plan. Thank you, Annick  

============================================ 

Good morning  

My name is Loren Shultz and I'm contacting you on behalf of Oregon Business Development, Oregon 
DHS, and Oregon Housing and Community Services.   

Every five years Oregon creates a consolidated plan for use of the HOME, CDBG, HOPWA, and ESG 
program funds.  If you have an interest in or involvement with these programs, you are invited to a 
roundtable discussion for future program use.  The attached tri-fold brochure describes the programs 
and discussion venues.   

The roundtables are for preliminary discussion and input.  A draft Consolidated Plan will be prepared 
over the summer and there will be an official public comment period and public hearing in early fall.  

If you know of others who may be interested in the roundtables, feel free to share this information.  

If this has reached you in error, or you have no interest, please let me know and your name will be 
removed from future distributions.  

We use a multiple sender approach to promote maximum distribution, so you may receive more than 
one notice.  If so, please accept my apologies and let me know. 

If you have other questions, please contact me.  

Loren Shultz, Program Advisor  
 
 
 
 
 
 
 
 
 

mailto:c.vail@edctc.com;�
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There were no attendees at the Bend gathering. 
 
There was a tape recorder malfunction at the Roseburg meeting.  OHCS 
followed up with each attendee to offer the opportunity for additional 
input. 
 
From: Loren Shultz 
Sent: Wednesday, June 16, 2010 4:07 PM 
To: 'cdyer@access-inc.org'; 'mhart@access-inc.org'; 'jody.ahlstedt@ucancap.org.'; 

'UCAN Andrea Romine'; 'kreed@umpquacdc.org'; 'ochurch@umpquacdc.org'; 
'lbrislen@umpquacdc.org'; 'mbeach@umpquacdc.org'; 
'mike.fieldman@ucancap.org'; 'tloomis@ccdbusiness.com'; BRYANT Becky A; 
SCHAADT Fumi; 'eophus@ccdbusiness.com'; 'charlene@douglasesd.k12.or.us'; 
ZACHARIAS Gloria 

Subject: ConPlan Roundtable in Roseburg 
 
Good afternoon 
 
Thank you for attending the Consolidated Plan Roundtable (May 5th) regarding HOME, CDBG, ESG 
and HOPWA funding from HUD. 
 
Regrettably there was a technical problem with the recorder.  There is no tape of the comments 
presented and subsequently there will be no transcript. 
 
Please accept my most sincere and humble apologies for this unfortunate situation. 
 
Fortunately, you can still provide input by mail, or e-mail, in summary or in detail as you wish.  If you 
took notes, I would be grateful for a copy.  Anything received will be entered into the record and 
considered as the preliminary ConPlan is composed over the next six weeks.   
 
Please be reminded that the draft Consolidated Plan and 2011 Action Plan will be available for 
comment and public hearing later this summer.  However, due to structural changes related to internal 
review, this will occur a few weeks earlier than described to you in Roseburg.  You will get direct notice 
by e-mail when dates have been finalized.   
 
Again, please accept my apologies for this failure, the undocumented comments and effort from the 
Roseburg meeting, and any additional burden of time this may impose. 
 
 
 
Loren Shultz, Program Advisor 
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ATTACHMENT  11 
 

Rural Oregon Continuum of Care Committee 
Supported by staff of Oregon Housing and Community Services 

 
The coordinating group for the Continuum of Care (CoC) planning process in 
non-entitlement areas of Oregon is the Rural Oregon Continuum of Care (ROCC) 
Board of Directors.  Oregon Housing and Community Services (OHCS) currently 
staffs the ROCC Steering Committee meetings, providing support staff to help 
organize meetings and take minutes.  The ROCC covers 26 rural counties in 
Oregon.  The Continuum is divided into the following 6 regions: 
 
Region #1 Coos/Curry/Josephine/Douglas     
Region #2 Klamath/Lake/Harney/Malheur 
Region #3 Baker/Union/Wallowa/Grant 
Region #4 Hood River/Wasco/Sherman/Gilliam/ 
  Wheeler/Morrow/Umatilla 
Region #5 Columbia/Clatsop/Tillamook/Yamhill 
Region #6 Lincoln/Benton/Linn 
 
Each region has one representative that serves on the Board. Each of the 6 
regions have various local planning groups comprised of  Community Action 
Agencies (CAA’s), other non-profit organizations, service providers, faith based 
groups, grass roots organizations, tribes, local government, homeless & formerly 
homeless, businesses, banks, neighborhood groups, housing developers, state 
agency representatives, foundations & Housing Authorities.  The local planning 
processes vary slightly mainly due to the territory covered.  The intent of the 
regions is to combine those less populated areas with other areas that may be 
able to provide technical assistance and cross boundaries in an effort to work 
more effectively in providing housing and services to the homeless.   
 
The remaining Board members seats are representatives from the following 
areas which can be added to, or changed depending on participation: 
 

• Oregon Housing Opportunities in Partnership- DHS  
• Corrections         
• Oregon Housing and Community Services      
• Addictions & Mental Health – DHS     
• Housing Authorities         
• Veteran’s  Administration        
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• Education          
• Law Enforcement 
• Employment  
• Homeless person or formerly Homeless person, and 
• Members at large 

The Board meets monthly and is responsible for planning and decision making 
about the Continuum of Care process and in coordination with the State’s 10 
year plan to End Homelessness.  The Board also works under the direction of 
the Governor’s Ending Homelessness Advisory Committee (EHAC). Monthly 
meetings include updates on all homeless programs at the Federal, State and 
Local level to encourage broad based participation and interest.  
 
The Board has developed several sub committees to assist with various aspects 
of the Continuum such as the CoC application process, HMIS issues, Point in 
Time count, training issues and permanent housing oversight. In addition, the 
Board is working on updating their goals and strategies and will make 
amendments to this plan as rules for the implementation of the HEARTH Act 
are published. 
 
Key Tasks of the Board members are to: 
 

• Recommend community standards for programs serving homeless 
persons. 

• Discuss gaps in services and brainstorm solutions. 
• Approve members of the ROCC Evaluation Committee, that rank annual 

projects for HUD McKinney-Vento funding. 
• Ensure that funded projects are in alignment with the States 10-year plan. 
• Works with applicants of McKinney-Vento funds to discuss viability of 

projects and recommend changes to improve the State’s competitiveness 
in the national competition. 

• Offer providers and consumers an opportunity to hear about existing, new 
and changing programs. 

• Assist with local Continua to apply for HUD Continuum of Care (CoC) 
Supportive Housing Program (SHP) funds. 

• Share with the EHAC/ICHH any adopted initiatives for activities that are 
related to preventing and ending homelessness. 

• Ensure the use of HMIS in compliance with federal guidelines. 
• Ensure the expansion of the network of supportive services and 

development of economic opportunities 



2011-2015 Oregon Consolidated Plan Attachments 
195 

ATTACHMENT  12 
 

OREGON 
2011-2015 HOPWA Formula Information 

PLWHA= Persons Living With HIV/AIDS 
 
 
Housing Needs Statement For Persons Living With HIV: 
Homelessness, poverty, and hunger are extremely challenging conditions for anyone experiencing them, but for 
people living with HIV/AIDS, these conditions can result in precipitous declines in physical and mental health 
and increases in high-risk behaviors that can transmit HIV. Many people living with HIV/AIDS 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. 
 
The Oregon HIV Care and Treatment Program contracts with Program Design and Evaluation Services (PDES) 
to assess the needs of PLWH/A (people living with HIV/AIDS) in Oregon and evaluate how well the current 
HIV care system is addressing their needs. In the most recent study completed in 2005 key finding related to 
housing included http://egov.oregon.gov/DHS/ph/hiv/services/needs/reports.shtml#needs :  
• Housing-related help continued to be a priority need for PLWH/A, with roughly two in five clients 

identifying a need for Ongoing Housing Help and two in five reporting a need for Emergency Assistance 
with Rent or Utilities.  A significant proportion of clients (26%) reported having been in unstable housing 
situations in the past year, and one in seven (15%) had been homeless at some point in the past 2 years.  
However, the gap in getting Ongoing Help with Housing appears to have decreased since the 2002 survey 
(52% in 2002 vs. 38% in 2005). 

• Four percent (4%) reported being currently homeless.   
• One in four (26%) had experienced one or more of the following ‘unstable housing situations’ as defined by 

HOPWA in the past 12 months:  
o About one in six (18%) reported staying with friends or family temporarily,  
o 6% had lived in places not meant for housing (like a car, abandoned building or outside), 6% had spent 

time in jail or prison,  
o 5% had lived in transitional housing or a treatment facility, and 3% had stayed in an emergency shelter 

sometime during the past 12 months.   
o Both region and age were significantly associated with housing instability. Those who were younger 

and those who lived in the Portland metro area were more likely to have had an unstable housing 
situation in the past year. [needs assessment] 

 
The 2005 Consumer Needs Assessment (Pickle, 2006) showed that PLWH/A with mental health needs were 
significantly more likely to need ongoing help with housing (50% vs. 31%, p<.001). One in five Needs 
Assessment respondents reported ongoing needs for both housing help and mental health counseling. 
Predictably, homelessness was also significantly associated with mental health needs:  56% of recently homeless 
PLWH reported mental health needs compared to 35% of housed PLWH (p<.001). Of the 39% of total 
respondents who reported a need for mental health counseling, more than half reported that they did not receive 
the needed counseling.  
 
 
Most Oregon 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. 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.  
 

http://egov.oregon.gov/DHS/ph/hiv/services/needs/reports.shtml#needs�
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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. 
http://egov.oregon.gov/DHS/ph/hiv/services/docs/OregonPlanFinal08.pdf  
 
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. [integration plan] 
 
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. 
[integration plan] 
 
Currently, the HOPWA funded OHOP program maintains a wait list for long-term rental assistance in the 
balance of state of approximately 60 people.  
 
Urban vs. Rural issues: 

 
There are three Housing Opportunities for Persons with AIDS (HOPWA) grantees in Oregon: the State of 
Oregon (which has both formula and competitive grants), the City of Portland (formula), and Our House of 
Portland (competitive). Between these three sources, housing services are provided throughout the state of 
Oregon. 

 
Housing services in the Portland Transitional Grant Area (TGA) include permanent alcohol and drug-free 
housing; housing with supportive services for clients with mental illness; permanent subsidized housing for 
homeless PLWH/A; housing for homeless women through the Safety off the Street program; emergency housing 
for youth; and transitional housing for formerly incarcerated clients.  

Our House of Portland, a community provider, delivers a continuum of services covered by public and private 
resources for advanced stage PLWH/A. Services include 24-hour specialized nursing and end of life care, 
assisted living in adult care homes, and a neighborhood housing and care program that combines stable housing 
with integrated in-home medical, occupational therapy, and social work services. 

In a 2007 evaluation, nine out of ten PLWH/A enrolled in OHOP reported living situations that met the HUD 
definition of stable housing (e.g. rental housing). Eight in ten clients (81%) said they were satisfied with their 
current housing situation and 84% said that it had improved since they began participating in the OHOP 
program. Ninety one percent of respondents rated the quality of OHOP services as good or excellent, and 83% 
thought that having a Housing Coordinator had made it easier for them to access better housing. Responses to 
open-ended questions echoed a high level of satisfaction and provided examples that emphasized increased 
levels of safety and security and decreased levels of stress (Drach, 2008). 

 
Furthermore, local case management evaluation data indicate that PLWH with mental health problems are often 
unable to enter existing housing programs without additional, specialized case management support. Case 
managers report evictions due to behavioral problems (e.g. schizophrenic clients disturbing neighbors by 
repeatedly yelling at voices), which lead to destructive cycles of homelessness and disengagement with medical 
care. Data also indicated that a client’s ability to stay adherent to HIV medicines was inextricably linked to both 
housing stability and mental health treatment, for those who needed it (Drach, 2007). Though community mental 
health systems exist throughout Oregon, these systems lack the resources to provide care to clients other than the 
most acutely ill. Few, if any, of these systems combine behavioral health services in home-based settings with 
affordable housing assistance and housing retention services, and none directly link those services with ongoing 
HIV care. Housing and supportive case management provided through the HOPWA/SPNS-funded OHBHI grant 
helps support clients with HIV, mental health problems, and ongoing housing needs. 
 

http://egov.oregon.gov/DHS/ph/hiv/services/docs/OregonPlanFinal08.pdf�
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The Part B program also subsidizes housing needs that OHOP does not meet. In CY 2007, 161 clients received 
562 housing-related payments at an average per client cost of $508 (Part B, 2008). 
 
The 2005 Consumer Needs Assessment (Pickle, 2006) revealed a high level of unmet need for housing, even 
among clients who were receiving support through HIV case management. One in four (26%) reported unstable 
housing situations in the past 12 months, defined as living in places not meant for housing (like a car, abandoned 
building or outside), staying in an emergency shelter, living in transitional housing or a treatment facility, being 
in jail or prison, or staying temporarily with friends or family. Fifteen percent had been homeless in the past 
year. Two in five case management clients reported a need for emergency assistance with rent or utilities. 
Although unmet need remains high, the gap in getting ongoing help with housing appears to have decreased 
since the 2002 survey (52% in 2002 vs. 38% in 2005).  

 
PLWH/A living in the TGA consistently report greater housing needs than those in the Balance of State. 
According to the 2005 Consumer Needs Assessment (Pickle, 2006), PLWH/A living in the Portland 
metropolitan area were more likely to have experienced unstable housing in the past year (31%) than those living 
in other parts of the state (19%). A full 40% of TGA clients reported they needed help with housing, while 27% 
faced a service gap in rent and utility assistance. More recently, the 2007/2008 Medical Monitoring Program 
(MMP) data show that 11% of PLWH/A in medical care statewide were homeless in the year preceding the 
survey, including 13% from the TGA and 4% in the Balance of State (p=.04).  

 
Part A service utilization data show that 20% of clients receiving Part A funded services in 2007 were non-
permanently housed. The Part A program provided housing services to a total of 485 clients in FY 2007/2008. 
Part A funds continue to support a mix of both direct housing assistance (156 clients in FY 07/08) and support 
services (357 in FY 07/08), which are used to leverage housing from other funding sources. Thirty substance 
abuse treatment clients also lived in Part A-funded alcohol and drug-free housing while enrolled in outpatient 
treatment. Women (18%) and racial/ethnic minorities (35%) were served in equal or greater proportion than their 
representation in the TGA epidemic. Eighty three percent of ERA clients and 87% of client receiving rental 
subsidies were still stably housed six months post-assistance.  

 
Participants in community forums conducted in the TGA identified the lack of quality, stable housing as a barrier 
to receiving HIV medical care. Participants also found there to be long waiting lists for housing, and strict 
eligibility requirements that excluded individuals who may need housing the most, such as people with mental 
illness, substance abuse and incarceration histories (McLaughlin, 2008). 

 
The OHOP program currently maintains a wait list of approximately 50 eligible clients, and the primary provider 
of HOPWA-funded services in the TGA has waitlisted or turned away more than 50 clients in the last year. 
 
Transportation Needs Impact Housing Choices 
 
Most Balance of State clients have fewer public transportation options and greater medical transportation needs. 
In CY 2007, Part B provided Medical Transportation services to 311 clients (2,329 units, including gas 
cards/vouchers, bus passes, taxi fare, or other special transportation payments) at an average per client cost of 
$92 (Part B, 2008). 

 
Almost half of HIV case management clients in 2005 (45%) reported a need for help with transportation to and 
from medical appointments (Pickle, 2006). Fewer clients participating in the 2006/2007 MMP reported needing 
help with medical transportation (24%, including 22% TGA vs. 28% BOS, p=.29, NS). However, the MMP only 
sampled clients who had recently been in medical care (MMP, 2008). 

 
MMP data indicate that about two thirds of PLWH/A statewide travel 30 minutes or less to access HIV medical 
care, but these proportions vary significantly between the TGA and BOS (70% TGA vs. 48% BOS). Thirty 
percent of PLWH/A in the Balance of State have one-way travel times to HIV medical care that exceed 90 
minutes (Table 6) (MMP, 2008).  
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Table 6:  One-way travel times to access HIV care 

One way travel to HIV care (time): TGA BOS Oregon < 0.001 

Less than 15 Minutes 18.4 18.3 18.4  

15-30 Minutes 51.5 30.4 45.1  

31-60 Minutes 21.5 7.8 17.3  

61-90 Minutes 6.8 13.1 8.7  

91-120 Minutes 0.6 14.5 4.8  

More than 2 hours 1.2 15.9 5.7  
 
The largest proportion of PLWH/A said they drive themselves to HIV-related medical appointments (48%), but 
like distances traveled, mode of transportation varied significantly between the TGA and BOS (Table 7). For 
example, 77% of BOS respondents use their own or someone else’s private vehicle to access medical care 
compared to only 44% of TGA clients. Because of shorter distances and more transportation options, TGA 
clients were far more likely than BOS clients to use public transportation (44% vs. 8%) or to walk (10% vs. 2%) 
to medical appointments. Fifteen percent of PLWH/A statewide said it was either somewhat or very difficult for 
them to get to HIV medical appointments (12% TGA vs. 23% BOS, p=.12, NS). 
 

Table 7: Mode of travel to access HIV care 

Mode of travel to HIV care: TGA BOS Oregon  <0.001 

Drive Myself 40% 67% 48%  

Driven by Others 3% 11% 5%  

Taxi/Hire Driver 0 3% 1%  

Bus/Train 44% 8% 33%  

Walk 10% 2% 7%  

Other 4% 10% 6%  
 
Emerging Service Populations with Special Needs 
The SCSN Workgroup identified six populations that may have special service needs and/or are a growing part 
of the local HIV/AIDS epidemic. These include PLWH/A who are:  age 50 and older; foreign-born; women; 
dually diagnosed with mental health and substance abuse issues; formerly incarcerated; and/or unstably housed.  

PLWH/A Aged 50 Years or Older 
The number of PLWH/A age 50 and older in the U.S. has increased 77% from 2001 to 2005, and now comprise 
a quarter of all cases nationally. In Oregon, 27% of PLWH/A are aged 50 and older, including 21% of PLWH 
and 31% of PLWA. (In addition, 45% of PLWA and 34% of PLWH are aged 40-49, representing the next wave 
of older PLWH/A.)  

 
Population increases within this age category are due to both the success of antiretroviral medications in treating 
HIV/AIDS and increases in the number of persons aged 50 and older being diagnosed with HIV/AIDS for the 
first time; about 1 in 6 PLWH/A diagnosed in 2006 (15%) were aged 50 or older.  
 
PLWH/A aged 50 and older face several unique challenges within their care. Many older people living with HIV 
face serious co-morbid medical conditions, including cardiovascular disease, diabetes, certain cancers, 
osteoporosis, and depression, which further complicates medical care and compromises quality of life. PLWH/A 
that have been living with HIV/AIDS for long periods of time may begin to lose their motivation to continue to 
follow drug treatment regimes, especially when these regimes come with negative side effects. Newly infected 
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patients within this population are often diagnosed late:  men and women diagnosed at aged 50 and older were 
1.23 times more likely than 30-49 year olds to have AIDS within 12 months of their initial diagnosis. This 
population also has higher rates of infection with drug resistant strains of the virus. In general, PLWH/A aged 50 
and older are more socially isolated and report higher rates of depression and loneliness, poverty, housing 
concerns, and poor nutrition. These issues are compounded by frequent losses of important social networks, as 
partners and friends die of AIDS and aging-related illnesses. 

 
Gaps in care that are unique to this patient population include social support groups targeted to their needs; 
increased outreach, testing, and prevention services to decrease the rates of incidence within this population and 
bring infected people into care as soon as possible; increased coordination with aging and disabilities services; 
and increased access to specialists for treatment of conditions associated with aging. Additional needs of 
PLWH/A aged 50 and older include case management, mental health services, housing assistance, transportation 
and grocery assistance.   

Foreign-Born PLWH/A 
In 2006, 17% of newly diagnosed HIV infections in Oregon were foreign-born. Blacks accounted for 16% of 
foreign-born cases diagnosed during 2006, compared to only 2% of non-foreign born cases. Fifty four percent of 
all blacks, 69% of Hispanics, and 1% of whites newly diagnosed with HIV during 2006 were born outside of the 
U.S. Foreign-born blacks with HIV diagnosed in 2006 were born in 5 different countries, while a majority of 
HIV+ foreign-born Hispanics (94%) were born in Mexico. A higher proportion of foreign-born cases are female 
(22% foreign-born vs. 8% US-born). Within foreign-born cases, African-born cases were more than three times 
as likely to be female than those from Latin America (46% vs. 11%). 

 
Many foreign-born PLWH/A reside in the Portland TGA. In June 2005, the Office of Refugee Resettlement 
ranked Multnomah County sixth nationally in terms of concentration of refugees compared with the area’s 
general population and the five-year new arrival rate. Between 1/1/2003 and 12/31/2006, 25 HIV+ refugees were 
officially resettled to Oregon from oversees, and an additional 99 foreign-born individuals were diagnosed 
within the TGA. Since 2003, more than 50% of all newly diagnosed HIV/AIDS cases among Blacks and 
Hispanics in the TGA were foreign-born, and as of 12/31/06 approximately 42% of racial/ethnic minority 
PLWH/A were foreign born.  

 
Foreign-born PLWH/A face a number of unique challenges that create substantial barriers to accessing and 
remaining in care. One of the largest barriers is language. Oregon providers do not have the resources to offer 
their services in the native languages of all of their clients; this service gap is particularly acute outside of urban 
areas. This challenge has increased dramatically over the past ten years as new waves of immigrants and 
refugees have arrived. Language barriers are compounded when clients refuse translation services for fear of 
being identified as HIV+ within their community. Cultural issues and health literacy levels present another 
unique challenge to accessing care. Health education messages, patient instructions, and service delivery 
methods must be tailored to be culturally competent and effective. Finally, immigrants and refugees face many 
of the same challenges that other PLWH/A populations face, including poverty and lack of health insurance.  
 
The barriers that immigrants and refugees face result in gaps in service, including translation/interpretation 
services, culturally competent education materials and services, access to outpatient medical and oral health care, 
case management and social supports, resources for prescription and over the counter medicines, and assistance 
with transportation, housing, food, and other basic needs. 

Women 
As of December 31, 2006, women comprised 12% of PLWH/A statewide, including 10% of PLWH/A in the 
Portland TGA and 19% in the Balance of State. Oregonians living with HIV are more likely to be female 
compared to those living with AIDS. Among female PLWH/A statewide, the primary method of transmission is 
heterosexual contact, accounting for 67% of new diagnoses, followed by IDU, accounting for 29% of newly 
diagnosed cases. However, female PLWH/A outside of the Portland metropolitan area were more likely to report 
IDU as the presumed transmission mode (29% vs. 22%).  

 
The age-adjusted annual risk of death for female PLWH/A is 11 times higher than for Oregon women overall. 
Women need accessible primary care providers who have specialized knowledge of HIV and women’s health, as 
well as coordinated access to specialists for treatment of HIV related illnesses and common co-morbidities such 
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as mental disorders and co-infection with hepatitis or STD. The higher proportion of female PLWH/A with 
current or past history of IDU requires access to substance abuse treatment services, and may indicate greater 
levels of poverty and/or social isolation. Case management services are particularly important for this population 
to help coordinate care and keep clients engaged. Women need to receive HIV prevention and early intervention 
messages in conjunction with their HIV care, and in places where they congregate. All services for female 
PLWH/A must be gender and culturally appropriate, and childcare should be available to clients while they are 
receiving other services. 

 
According to We’re Listening: 2002 Survey for People Living with HIV and AIDS in Oregon (Dowler, 2003), 
gaps and access to primary care are significant issues for female PLWH/A because they are less likely to have 
health insurance, have higher poverty rates, and are likely to forego their own health care needs in favor of 
children and other family members for whom they provide care. This study also reported proportionately higher 
needs by women for psychosocial support services, referral services, emergency financial assistance, outpatient 
substance abuse treatment, and child care. We’re Listening also indicates that women were more likely to need 
emergency rent/utilities and housing assistance. Barriers to addressing these issues were most often related to 
system capacity issues such as wait times and lack of knowledge about services.  

 
The 2007 Part B HIV case management client satisfaction survey indicated that female PLWH/A are 
significantly less satisfied with the overall quality of case management services than male PLWH/A. However, 
there were no differences in satisfaction for seven specific aspects of case management services (e.g. respect, 
privacy, access), suggesting that female clients may have service needs that are different from male clients and 
that are not being addressed by the current HIV case management system.  

Dual Diagnosis of Mental Illness and Substance Abuse 
No surveillance data are available on co-occurring HIV disease, substance abuse and mental health disorders. 
However, national studies have identified a much higher HIV prevalence among people with serious mental 
illnesses, such as schizophrenia and affective disorders, than among the general Medicaid population. An 
analysis of Medicaid claims data in Oregon estimated that up to 46% of PLWH/A were treated for mental health 
conditions, including depression, up to 30% have substance abuse issues, and up to 20% are affected by both. 
The 2002 Consumer Needs Assessment (We Listened) found slightly higher numbers using a self-reported 
measure, with 77% of surveyed PLWH/A in Oregon reporting a mental health issue in the last 12 months, 32% 
reporting substance use issues in the last 12 months, and 25% reporting both. Injection drug use was the 
presumed transmission risk in about 20% of prevalent male and 25% of prevalent female HIV cases. 

 
Mental illness and substance abuse are common to all gender, race/ethnicity, age, and risk populations. Data 
show that mental illness among PLWH/A in the TGA increased from 40% of the population in 2005 to 56% of 
the population in 2006. The percentage of PLWH/A in the TGA with a dual diagnosis of mental illness and 
substance abuse has increased from 21% in 2005 to 25% in 2006, but these numbers understate the prevalence of 
substance use and abuse by PLWH/A with a mental illness, as substance use and abuse is not always diagnosed. 
An analysis of 2006 service utilization data for mental health services and substance abuse services shows that 
women, minority populations other than Hispanics, persons aged 20-44, and persons infected with HIV/AIDS 
through heterosexual transmission have higher rates of mental health service utilization rates, and black, 
Hispanic, and persons aged 20-44 have higher rates of substance abuse treatment services.   

 
PLWH/A with mental illness and/or substance abuse diagnosis face multiple challenges to initiating, engaging 
and remaining in care. For example, male PLWH/A with IDU transmission risk have a higher relative risk of late 
diagnosis with HIV (e.g. progression to AIDS within 12 months of initial diagnosis) compared to those without 
IDU history. Furthermore, PLWH/A with mental illness and substance abuse are more likely to experience 
unemployment, homelessness, and poverty than the general population. For example, 2005 Needs Assessment 
data show that PLWH/A with mental health needs were significantly more likely to need ongoing help with 
housing (50% vs. 31%, p<.001).  
 
One in five 2005 Needs Assessment respondents reported ongoing needs for both housing help and mental health 
counseling. Predictably, homelessness was also significantly associated with mental health needs:  56% of 
recently homeless PLWH reported mental health needs compared to 35% of housed PLWH (p<.001). Of the 
39% of total respondents who reported a need for mental health counseling more than half reported that they did 
not receive the needed counseling. This population also faces gaps in medical care, case management services, 
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client advocacy services, culturally competent mental health services, substance abuse treatment services, 
including out-patient and residential care, and basic needs like food, housing, and transportation. Finally, 
PLWH/A with mental health and substance abuse issues also have higher rates of incarceration than other 
PLWH/A, with each episode of incarceration having the potential to interrupt their treatment for HIV disease.  
 
People within this population require primary treatment by specialists who understand the dynamics of both 
illnesses, and who are prepared to deal with their potential effects, particularly those related to drug interactions 
that may create a higher mortality risk when combined with certain antiretroviral medications. Mental illness and 
substance abuse can adversely affect the ability of PLWH/A to follow scheduled medical treatment and to adhere 
to HIV drug treatment regimes. High levels of case monitoring and service coordination are required to reduce 
the interference of psychiatric disorders, medications, and illegal drugs with HIV medical treatment. These 
services, particularly mental health services, must be designed and delivered in a manner that is culturally 
appropriate for ethnic and sexual minority populations. As both mental illness and substance abuse are chronic 
conditions, access to appropriate services must be assured for extended periods of time, and treatment must be 
adjusted to varying levels of acuity over time. Mental health and substance abuse treatment services must be able 
to be accessed quickly in the case of an emergency, and must be coordinated with primary HIV care. However, 
mental health and substance abuse providers do not have a systematic way of knowing the HIV status of their 
clients, so unless clients disclose their own status, treatment in relation to HIV-specific issues is difficult. 

Formerly Incarcerated PLWH/A 
The formerly incarcerated population is another group that is disproportionately impacted by HIV/AIDS. 
Reports from State and County correctional systems support national statistics that illustrate this disproportionate 
impact. The Oregon Department of Corrections reports that 58 inmates self-identified as HIV+ during 2007, and 
estimates that 1.2-1.8% of their incarcerated population is infected with HIV, up to four times the number of 
those who self-identified. An analysis of population data for the State of Oregon shows that approximately 
3.67/1,000 of the general population are incarcerated compared to 13.85/1,000 for PLWH/A.  

 
In 2007, Multnomah County, the largest county in the TGA, had 710,025 residents and 24,447 unduplicated 
bookings in its corrections systems (3.4% of the total population). The Corrections Health unit of the Multnomah 
County Health Department reports treating 152 clients for HIV/AIDS within the County jail system during 2007. 
Additionally, the HIV Health Services Center, the largest HIV primary care provider in the state, reports that in 
2007, 6-9% of its patient population had a history of recent incarceration, and Cascade AIDS Project, one of the 
largest HIV service organizations in the TGA, reports that of the 890 clients it served in 2007, 29% reported a 
recent criminal history. Of those, 25% reported lack of insurance and 40% reported no income in a 2006 survey. 
In addition, PLWH/A with criminal histories were almost three times as likely to report active or past substance 
abuse (85% vs. 29%) and about twice as likely to report mental health issues (60% vs. 32%), compared to clients 
without criminal histories.   

 
Statewide, 14% of the MMP (non-incarcerated) sample was in jail, prison, or detention in past 12 months. 
Fourteen additional MMP participants were interviewed in prison. 

 
PLWH/A with histories of incarceration often face several co-morbidities, including poverty, substance abuse, 
and mental illness. They also face many unique challenges in accessing and remaining engaged in medical care 
and support services. Ex-offenders have particular difficulty securing employment and stable housing due to the 
stigma attached to being an ex-convict, landlord policies prohibiting criminal backgrounds, poor or nonexistent 
credit, rental and employment histories, and lack of funds for deposits and rent. Lack of health insurance is also a 
substantial challenge to accessing care. When entering the jail system, inmates are taken off of public insurance 
programs, and upon release must go through a re-application process that can take over six months. Even with 
insurance, lack of resources for co-payments results in barriers to care. Many former inmates also struggle with 
active mental health and/or substance abuse issues and have limited family and community support systems in 
place. 

Unstably Housed PLWH/A 
Homelessness is a major risk factor for HIV, and HIV is a major risk factor for homelessness. The prevalence of 
HIV/AIDS is three to nine times higher among persons who are homeless or unstably housed compared with 
persons with stable and adequate housing, depending upon the population and geographic area studied. 
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Furthermore, up to 60 percent of all persons living with HIV/AIDS report a lifetime experience of homelessness 
or housing instability (Aidala 2005, Culhane 2001).  

 
Similar to other parts of the nation, housing for PLWH/A continues to be an area with high service needs and 
gaps in Oregon and Clark County, Washington. A consumer needs assessment conducted in 2005 with PLWH/A 
receiving case management services in Oregon revealed that one in four clients (26%) had experienced housing 
instability in the preceding year, including living in places not meant for housing (e.g. car, outside), staying in 
transitional housing, or doubling up with family and friends. PLWH/A living in the Portland metropolitan area 
were more likely to have experienced unstable housing in the past year (31%) than those living in other parts of 
the state (19%). Furthermore, although only 4% of surveyed clients were homeless at the time of the survey, 1 in 
7 (15%) had been homeless in the past two years and 1 in 15 (6%) had been in a correctional facility in the past 
year. 

 
Housing status has profound implications for persons living with HIV/AIDS. Data from multiple studies suggest 
that PLWH/A need stable housing in order to negotiate bureaucracies, file entitlement applications, keep 
appointments, and access social and medical services. Stable, adequate housing has become especially critical 
with the advent of highly active antiretroviral therapy (HAART) and its significant impact upon morbidity and 
mortality. Inadequate housing is associated with inadequate health care, putting the homeless and marginally 
housed at risk for poor health and clinical outcomes. Some physicians are reluctant to prescribe HAART to 
homeless PLWH/A, fearing inconsistent adherence with consequent drug resistance.  

 
Research indicates that homeless PLWH/A are more likely than stably housed PLWH/A to report a wide range 
of negative health outcomes, including lower CD4 counts, less likelihood of undetectable viral loads, poorer self-
reported HAART adherence, and less likelihood of current treatment with HAART. 
 
HIV Epidemiological Data: 
http://egov.oregon.gov/DHS/ph/hiv/data/docs/livingOR.xls  
http://egov.oregon.gov/DHS/ph/hiv/data/docs/livingCounties.xls  
 
Partner Agencies: 
Oregon Department of Human Services 
HIV Alliance 
Eastern Oregon Center for Independent Living 
Local County Health Departments (Clatsop, Tillamook, Lincoln, Polk, Marion, Linn, Douglas, Jackson, Hood 
River, Wasco, Jefferson, Deschutes, Crook, Klamath) 
Oregon Department of Corrections 
Cascadia Behavioral Health 
Cascade AIDS Project 
 
Resources Utilized: 
• Satisfaction with Housing Services Provided through the Oregon Housing Opportunities in Partnership 

(OHOP) Program: Results from the 2007 Client Survey and 2008 Case Manager Interviews (Feb 2008) 
• We’re Still Listening: 2005 Needs Assessment for People Living with HIV/AIDS 
• Oregon Housing Opportunities in Partnership Program: Summary of Project Evaluation Design and 

Findings (2005 Survey) 
• Oregon Balance of State HIV/AIDS Housing & Services Systems Integration Plan 
• Oregon Statewide Consolidated Coordinated Statement of Need (SCSN) 
• 2009-2012 Oregon HIV/AIDS Services Comprehensive Plan 
• 2008 Epidemiological Profile 
• Oregon Medical Monitoring Project, 2007-2008: Descriptions of Oregonians Receiving Medical Care for 

HIV/AIDS (Year One Report on Interview Data, July 2009) 
 
Monitoring and Evaluation Plan: 

http://egov.oregon.gov/DHS/ph/hiv/data/docs/livingOR.xls�
http://egov.oregon.gov/DHS/ph/hiv/data/docs/livingCounties.xls�
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The HIV Care and Treatment Program monitors the effectiveness of its housing services through external 
evaluations (see information below) and annual on-site review processes.  
 
The most recent program site review was conducted in May-June 2009. The results included recommendations 
for general improvements but found the OHOP program to be in compliance with federal regulations and 
program policies.  
 
The Program contracts with Program Design and Evaluation Services (PDES) to conduct its client satisfaction 
survey.  The most recent survey was completed in February 2008: 
Ihttp://egov.oregon.gov/DHS/ph/hiv/services/docs/2008OHOPReport.pdf  
 
► Satisfaction with Housing Services Provided through the Oregon Housing Opportunities in Partnership 
(OHOP) Program:  Results from the 2007 Client Survey and 2008 Case Manager Interviews (Feb 2008) 
 
Short anonymous surveys were mailed to all clients receiving housing services funded through the Oregon 
Housing Opportunities in Partnership (OHOP) program (n=91), in order to assess clients’ current living 
situation, understanding of OHOP policies and procedures, satisfaction with OHOP services, and the impact of 
the program on clients’ health and quality of life. Five HIV case managers from different regions of the state 
were interviewed by phone to assess their experiences with recent changes in the OHOP program and to explore 
their perceptions of how participation in the OHOP program affects their clients.  
Results are based on 57/91 completed surveys (68% response rate, after correcting for undeliverable surveys). 
Seventy percent of respondents were White, 74% were male, and 61% were between the ages of 35 to 49 years. 
The regional distribution of survey respondents matched that of the program, with 23% of respondents from 
Region 1 (Northwest), 37% from Region 2 (Central), 25% from Region 3 (Southern), and 16% from Region 4 
(Eastern). One in four respondents (25%) were enrolled in OHOP through special programs targeting recently 
incarcerated PLWH/A re-entering the community. 
Highlights of the client survey include: 

• Ninety percent of clients reported living situations that meet the HUD definition of stable housing (e.g. 
rental housing). Eight in ten clients (81%) said they were satisfied with their current housing situation 
and 84% said that it had improved since they began participating in the OHOP program. Ninety one 
percent of respondents rated the quality of OHOP services as good or excellent, and 83% thought that 
having a Housing Coordinator had made it easier for them to access better housing.  

• Most clients reported being satisfied with seven specific aspects of OHOP services, with an average of 
85% reporting satisfaction across all seven items. However, there was wide variation between items. 
For example, 85% of respondents said they were “very satisfied” with the level of privacy with which 
Housing Coordinators delivered OHOP services (and, notably, no one was dissatisfied with this service 
area), while only 56% of respondents said they were “very satisfied” with the location and hours of the 
Housing Coordinator’s services. The relatively low rating in this area may reflect the fact that four 
OHOP Housing Coordinators, stationed in Eugene, Medford, Redmond, and Salem serve clients across 
the entire 31 county Part B service area, which comprises the entire state of Oregon minus the Portland 
metropolitan area. 

• There were no significant differences in satisfaction with current living situation, overall quality of 
OHOP services, or the seven aspects of OHOP customer service by gender, age, race/ethnicity, region 
of residence, or length of time since HIV diagnosis. 

• Nearly all clients (97%) agreed that their Housing Coordinator had clearly explained OHOP policies 
and procedures to them when they started the program, and 94% felt they understood those policies and 
procedures. A lower, but still substantial, proportion of OHOP clients (87%) said they thought the 
OHOP policies were fair. However, fewer clients (69%) said they knew how to get more information 
about OHOP policies and procedures if they needed it, which may be an area where the program could 
improve communication. Still, 81% of clients said they knew who to talk with if they were unhappy 
with the services they received through the OHOP program. 

• Responses to open-ended questions echoed a high level of satisfaction. Most respondents said their 
housing situation had improved since participating in the program, with examples that emphasized 

http://egov.oregon.gov/DHS/ph/hiv/services/docs/2008OHOPReport.pdf�
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increased levels of safety and security and decreased levels of stress. Many OHOP participants said 
they would not change a thing about the program, while others provided concrete suggestions for 
improvement, including improving access to Housing Coordinators, improving various aspects of 
customer service (e.g. decreasing staff turnover), providing more or different types of information, and 
improving the amount of financial assistance provided and/or the housing stock available to OHOP 
clients. 

HIV case managers concurred that, from their perspective, the OHOP program has a “very positive” effect on 
clients. They cited examples of decreased client stress, increased adherence to medications, more regular 
doctors’ appointments, and increased life stability among participating clients. In addition, HIV case managers 
reported high satisfaction with recent changes in the OHOP program, which they say have made it easier to serve 
clients.  
In addition to monitoring program services and satisfaction the program is committed to service integration to 
assure ongoing access to housing and supportive services to assure long-term retention and stability for PLWHA 
in Oregon. In 2008, the program contracted with Building Changes to conduct an HIV/AIDS housing and 
services systems integration assessment (conducted between fall 2007 and spring 2008) providing 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. 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. 
http://egov.oregon.gov/DHS/ph/hiv/services/docs/OregonPlanFinal08.pdf  
 
HOPWA General Description In Oregon: 
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. OHOP is currently 
funded by three grants from the Department of Housing and Urban Development (HUD), Housing Opportunities 
for Persons with AIDS (HOPWA) to include HOPWA Formula funds and two competitive HOPWA Special 
Projects of National Significance (SPNS) grants. In 2006, HUD awarded funding for a SPNS project focused on 
formerly incarcerated people living with HIV/AIDS. The 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 
approximately 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 serves people living with HIV/AIDS along the Interstate 5 corridor who 
have co-occurring mental illness. Outside of the Portland EMA, OHOP Housing Coordinators provide housing 

http://egov.oregon.gov/DHS/ph/hiv/services/docs/OregonPlanFinal08.pdf�
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services and Cascadia Behavioral Health will provides coordinated mental health and addictions services. (Inside 
the Portland EMA, these services are 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 an overall average of 11 in 
the Portland EMA. 

The OHOP program is designed to assist people living with HIV/AIDS in creating a 
continuum of stable, sustainable housing.  The Oregon Department of Human Services, 
HIV Care and Treatment Program, directly administers OHOP in addition to the Ryan 
White Part B Program. The goal of OHOP is to assist clients in achieving and 
maintaining housing stability so as to avoid homelessness and improve their access to, 
and engagement in, HIV care and treatment. OHOP is designed to act as a bridge to 
long-term assistance programs, such as Section 8. OHOP primarily provides tenant based 
rental assistance to low-income persons living with HIV/AIDS through rental subsidy 
payments. Additionally, the OHOP program assists clients in locating and/or securing 
suitable rental housing, identifying other related housing and community based resources 
that may be available to clients, and providing housing information and referral to those 
housing resources.  

The OHOP program currently has a wait list in place. The wait list is prioritized based on 
client housing need and the date of referral regardless of in which eligible county the 
client resides.  

Use of HOPWA Formula Funds 

The HIV Care and Treatment Program has been a recipient of HOPWA Formula funds 
since 2006 through contract with Oregon Housing and Community Services.  

Since that time the OHOP program has utilized formula funds to provide tenant based 
rental assistance, short term rent, mortgage, and utility assistance, and permanent 
housing placement in the form of deposit assistance.  

Throughout the 2011-2015 consolidated planning cycle the HIV Care and Treatment 
Program will provide the following services based on an award of approximately 
$350,114 annually:  

Scattered Site Rental Assistance: 60 HH 

Support Services- Permanent Housing Placement (application fees, credit checks and/or 
deposit assistance): 15 HH 
The program will not continue to fund Short Term Rent, Mortgage and Utility 
Assistance (STRMU) due to the high demand for long-term rental assistance, the availability of Ryan White 
supportive services funds and the implementation of the Homeless Prevention and Recovery Program funds 
(HPRP) available at the local level.  
 
 
 
 
 
 
 
 
 



2011-2015 Oregon Consolidated Plan Attachments 
206 

 
 
 
Outcomes:  
 
HOPWA OUTCOMES MEASURES 
Objective  Decent Housing 
Outcomes Affordability 
Detailed Outcome Measures 5 Year Goal 

 
Annual Goal 

Number of duplicated households receiving HOPWA TBRA 300 60 
Number of unduplicated households receiving Permanent Housing Placement 
Services (in the form of deposits) 75 15 

Total number of unduplicated households receiving HOPWA 
assistance 108 60 

Percent of households assisted with TBRA maintaining permanent housing 90% 90% 
Number of households receiving support in conjunction with HOPWA-funded 
housing assistance who have:   

a) a housing plan for maintaining or establishing on-going residency 95% 95% 
b) had contact with a case manager at least once in the last three months (or 
consistent with schedule specified in their individualized service plan) 100% 100% 

c) have medical insurance coverage or medical assistance 90% 90% 
d) obtained an income-producing job outside of DHS during the year 25% 25% 

 
 

 


