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San Francisco, California HIV Health Services - Grant # H89HA00006

SAN FRANCISCO, CALIFORNIA EMA FY 2015 RYAN WHITE PART A STAFFING PLAN

Position Title Ilz:oEje?:? Name of Incumbent Brief Summary of Position Responsibilities / Rationale
Interim Director of HIV 40 William S. Blum Charged with primary oversight for the administration of services and day to day
Health Services ' ' operations of HIV Health Services and the Ryan White Part A grant.
Director of Contractual . . T
Development & Technical 50 Michelle Long Charged Wlth oversight of contract development, modifications, and renewals of all
. Ryan White Part A grant
Assistance
Director of Contract . Charged with oversight of contract compliance, contractor monitoring and
. .50 Duane Einhorn . o
Compliance reporting, and auditing
Health Program Vacant, Francine Austin,
. 2.90 Joseph Cecere, Marcia |Charged with programmatic oversight and monitoring of Part A programs
Coordinator 111 - .
Herring, Hilda Jones
Program Support Analyst .50 Vacant Manages and collect CADR data and coordinates all eligibility issues/systems
HIV Administrator 80 Dean Goodwin Coordl_n_ates_ development of contracts and monitoring process and analyzes service
cost/utilization
Health Care Analyst 50 John Aynsley Assists in preparation of Part A a_ppllcatlon, provides quality management training,
and coordinates contract monitoring process
Principal duties include for data quality, statistical analysis, and interpretation of
Epidemiologist 11 22 Ann Hirozawa findings, manuscript preparation and dissemination of findings. She supervises
epidemiologist, data entry and data management
Administrative Analyst .50 Jennifer Huang Analyzes contract performance and financial information
Sr. Administrative Analyst .50 Sajid Shaikh Manages grant compliance and administration
Administrative Analyst .25 Annie Salcedo Provides fiscal processing of expenses, invoices, and professional agreements
Prmupak?gs ;[[ustratlve .50 Irene Carmona Supervises contract staff and assures contract development compliance
Sr. Administrative Analyst 1.15 D. Che_ung, KLy, W. Processes contracts and ensure compliance with government regulations
Gaitan, Vacant
Sr. Business Analyst .20 R. Pera Processes grantee payroll and benefits and assists in recruitment and hiring process
Sr. Accountant 50 Ronnie Carandang Processes QIEs and claims reimbursement and performs expenditure analysis /
reconciliation
Principal Accountant .50 Olivia David Oversees accounting activities and prepares financial reports and reconciliation







San Francisco, California Eligible Metropolitan Area
FY 2015 EMA Organizational Chart

Part A Grantee Agency:
City & County of San Francisco Department of
Public Health
Edwin Lee, Mayor
Barbara Garcia, Director of Public Health
County of Marin Health & Human
Services
Larry Meredith, PhD, Director
Margaret Kisliuk, Associate
Director

Part A Administrative Agency:
San Francisco AIDS Office
Dr. Marcellina Ogbu, Deputy Director of Public
Health
Albert Yu, MD, Director of Ambulatory Care,
SF Health Network
Hali Hammer, MD, Director of Primary Care

Marin County HIV/AIDS Program Bill Blum, Director, HIV Health Services

Cicily Emerson, Community Health
& Prevention Services

San Francisco HIV Health Services
Planning Council & Steering Committee
Mary Lawrence Hicks, Lee Jewell, Channing
Wayne, Co-Chairs

Steering Committee

Government &
Provider Affairs
Committee

Membership
Committee

Consumer & Minority
Affairs Committee

San Francisco Board of
Supervisors

San Mateo County Health
System
Jean Fraser, Director

San Mateo County STD/HIV
Program
Matt Geltmaker, Director

Continuous consumer input &
participation through Planning
Council Membership Committee
and meeting attendance, town
hall meetings, and consumer
feedback mechanisms







Attachment 11.

FY 2012-2013 Maintenance of Effort Documentation

SF EMA MAINTENANCE OF EFFORT
REPORTING CATEGORIES

FY 2012

FY 2013

CORE MEDICAL SERVICES

AMBULATORY / OUTPATIENT MEDICAL CARE

San Francisco General Hospital (SFGH)/ Other SF DPH Outpatient
Medical Care/ SF DPH Jail Health: Total charges from the Invision
billing data base for ambulatory services with primary and secondary
diagnosis of HIV (042) by financial class, based on hospital's cost to
charge ratio for unreimbursed financial classes and total charges for
ambulatory services from local General Funds.

$ 4,399 343

$ 4,482,759

Marin HIV/ AIDS Integrated Clinics: Total charges for ambulatory
services from local General Funds spent on program expenses over and
above costs of direct core medical service and support services to Ryan
White eligible clients not otherwise funded by separate program
agreements and/or outside revenue.

$ 433,404

$ 471,469

San Mateo County Primary Medical Care: Total charges for
ambulatory services from local General Funds spent on program
expenses over and above costs of direct core medical service and support
services to Ryan White eligible clients not otherwise funded by separate
program agreements and/or outside revenue.

$ 289,577

$ 309,892

MENTAL HEALTH SERVICES

San Francisco County: Total charges for mental health services from
local General Funds spent on a program expenses over and above costs
of mental health services to Ryan White eligible clients not otherwise
funded by separate program agreements and/or outside revenue.

$134,743

$ 133,197

MEDICAL CASE MANAGEMENT SERVICES

San Mateo County: Total charges for medical case management
services from local General Funds spent on a program expenses over and
above costs of medical case management services to Ryan White eligible
clients not otherwise funded by separate program agreements and/or
outside revenue.

$ 150,426

$ 133,288

HOME HEALTH CARE SERVICES

San Francisco County: Total charges for home health care services
from local General Funds spent on a program expenses over and above
costs of home health care services to Ryan White eligible clients not
otherwise funded by separate program agreements and/or outside
revenue.

$0

$0






SF EMA MAINTENANCE OF EFFORT
REPORTING CATEGORIES

FY 2012

FY 2013

SUPPORT SERVICES

RESIDENTIAL SUBSTANCE ABUSE SERVICES

San Francisco County: Total charges for residential substance abuse
services from local General Funds spent on a program expenses over and
above costs of residential substance abuse services to Ryan White
eligible clients not otherwise funded by separate program agreements
and/or outside revenue.

$1,271,623

$ 1,243,068

REFERRAL FOR HEALTH CARE AND SUPPORTIVE

SERVICES

San Francisco County: Total charges for referral for health care and
supportive services from local General Funds spent on a program
expenses over and above costs of health care and supportive services to
Ryan White eligible clients not otherwise funded by separate program
agreements and/or outside revenue.

$ 233,995

$ 238,257

NON-MEDICAL CASE MANAGEMENT SERVICES

San Francisco County: Total charges for non-medical case
management services from local General Funds spent on a program
expenses over and above costs of medical case management services to
Ryan White eligible clients not otherwise funded by separate program
agreements and/or outside revenue.

$211,114

$ 218,566

HOUSING SERVICES

San Francisco County: Total charges for housing services from local
General Funds spent on a program expenses over and above costs of
housing services to Ryan White eligible clients not otherwise funded by
separate program agreements and/or outside revenue.

$ 6,942,437

$ 7,134,907

TOTAL MAINTENANCE OF EFFORT

$ 14,066,653

$ 14,365,403

Description of Process to Determine Reported Expenditures:

The San Francisco Office of AIDS Administration utilizes a diverse range of expense fields
to track and monitor maintenance of effort expenditures, as described in the table above. This
includes expenditures for core and non-core Part A services and expenditures that incorporate all
three counties of the San Francisco EMA. Utilizing a cross-service approach provides a reliable
indicator of continuing support for HIV/AIDS services throughout the region.
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HIV/AIDS Bureau Rockville MD 20857

AUG 2 62014

Bill Blum

Chief Operating Officer, Community
Oriented Primary Care

Director, HI'V Health Services

San Francisco Department of Public Health

25 Van Ness, 5th Floor

San Francisco, California 94102

Dear Mr. Blum:

The HIV/AIDS Bureau (HAB) reviewed your waiver request for the core medical services
requirements for your fiscal year (FY) 2014 grant award, submitted pursuant to section 2604
(©)(2)(A) of Title XXVI of the Public Health Services (PHS) Act, as amended, Public Law 111-
87, (Ryan White HIV/AIDS Program).

HAB published a Final Notice on October 25, 2013 (78 Federal Register 63991), “Uniform
Standard for Waiver of Core Medical Services Requirements for Grantees Under Parts A, B, and
C” (Core Medical Services Waiver policy) which established the criteria and requirements
grantees must meet in order to obtain a waiver of the core medical services requirements.
Grantees were notified they needed to comply with these criteria and requirements through the
FY 2014 Grant Application Guidance, written communications, and webinar training.

Your FY 2014 waiver request was reviewed for completeness and responsiveness to the criteria
specified in the Final Notice.

Your waiver request was signed by the chief elected official or project director as required.

The waiver request inciuded certification from the State of California Part B Grantee that there
are no current or anticipated AIDS Drug Assistance Program services waiting lists in the state.

Your waiver request also provided evidence that all of the core medical services listed in the
statute, regardless of whether such services are funded by the Ryan White HIV/AIDS Program,
are available to all individuals living with HIV/AIDS, identified and eligible, within 30 days in
the service area, under Title XX VI of the PHS Act.

Documentation included the following types of information for the service area:

¢ HIV/AIDS care and treatment services inventories, including identification of services,
service providers, and funding sources;

e Specific verifiable evidence that all listed core medical services are available and
accessible to meet the needs of persons with HIV/AIDS who are identified and eligible
for Ryan White HIV/AIDS Program services, without the need to expand 75 percent of
Ryan White HIV/AIDS Program funds on these services;





¢ Description of which specific core medical services are available, from whom, and
through what funding source;

o Letters from Medicaid and other state and local HIV/AIDS entitlements and benefits
programs; and

o HIV/AIDS client/patient service utilization data other than that submitted for the Ryan
White Service Report.

Your request provided evidence of a public process which documented that input was sought
from affected communities, including Ryan White HIV/AIDS Program-funded core medical
services providers related to the availability of core medical services, and the decision to request
a waiver; this process was confirmed in letters from the planning council chair and from the state
HIV/AIDS director.

Your application adequately addressed the requirements for the narrative section of the waiver
application, as described below:

e Underlying state or local issues affecting the decision to request a waiver;

e How the documentation supports the assertion that core medical services are available
and accessible;

e How the waiver approval will positively contribute to the grantee’s ability to address
service gaps for non-core services; and

e How the receipt of a waiver is consistent with your grant application.

Although your request addressed the requirements of the narrative, this section could have been
strengthened by more clearly connecting your explanation of underlying state or local issues with
the rationale for the waiver request.

Based on the review, your request for a waiver for the core medical services requirements for
FY 2014 is approved.

If you have any questions, please contact your Project Officer, Lennie Green at
(301) 443-5431 or by email at LGreen@hrsa.gov.

Sincerely,

SE

Steven ReYo SPH
Director
Division of Metropolitan HIV/AIDS Programs






Appendix A
FY 2015 AGREEMENTS AND COMPLIANCE ASSURANCES
Ryan White HIV/AIDS Program
Part-A Grant Program

1, the Chief Elected Official of the San Francisco Eligible Metropolitan Area (EMA) (hereinafter
referred to as the EMA) assure that:

Pursuant to Section 2602(a)(2) 1, 2
The EMA will cstablish a mechanism to allocate funds and a Planning Council that comports with
section 2602(b).

Pursuant to Section 2602(a)(2)(B)

The EMA has entered into intcrgovernmental agreements with the Chief’ Elected Officials of the
political subdivisions in the EMA that provide HIV-related health services and for which the number
of AIDS cases in the last 5 years constitutes not less than 10 percent of the cases reported for the
EMA.

Pursuant to Section 2602(b)(4)

The EMA Planning Council will determine the size and demographics of the population of
individuals with HIV/AIDS, as well as the size and demographics of the estimated population of
individuals with HIV/AIDS who are unaware of their HIV status; determioe the needs of such
population, and develop a comprehensive plan for the organization and delivery of health and support
services. The plan must include a strategy with discrete goals, a timetable, and appropriate funding,
for identifying individuats with HIV/AIDS who do not know their HIV status, making such
individuals aware of their HIV status, and enabling such individuals to use the health and support
services. The gy should particularly address disparities in access and services among affected
subpopulations and historically underserved communities.

Pursuant to Section 2603(c)
The EMA will comply with statutory requircments regarding the timeframe for obligation and
cxpenditure of funds, and will comply with any cancellation of unobligated funds.

Pursuant to Section 2603(d)
The EMA will make expenditures in compliance with priorities established by the Planning Council.

Pursuant to Section 2604(a)
The EMA will expend funds according to priorities established by the Planning Council, and for core
medical services, support services, and administrative expenses only.

Pursuant to Section 2604(c)
The EMA will expend not less than 75 percent of service dollars for core medical services, unless

waived by the Secretary.

Pursuant to Section 2604(f)

The EMA will, for each of such populations in the cligible area use, from the grants made for the
area under Scction 2601(a) for a FY, expend not less than the percentage constituted by the ratio of
the population involved (infants, children, youth, or women in such area) with HIV/AIDS to the
general population in such area of individuals with HIV/AIDS, unless a waiver from this provision is
obtained.

Pursuant to Section 2604(g)
The EMA has complied with requirements regarding the Medicaid status of providers, unless waived
by the Secretary.

Pursuant to Section 2604(h)(2), Section 2604(h)(3), Section 2604(h)(4)

The EMA will expend no more than 10 percent of the grant on administrative costs, and in
accordance with the legislative definition of administrative activitics and the allocation of funds to
entitics and subcontractors, will not exceed an aggregate amount of 10 percent of such funds for
administrative purposes.

Pursuant to Scction 2604(h)(5)
The EMA will establish a CQM Program that meets HRSA requirements and that funding for this
program shall not exceed the lesser of 5 percent of program funds or $3 million.

Pursuant to Section 2604(i)
The EMA will not use grant funds for construction or to make cash payments to recipients.

Pursuant to Section 2605(a)
With regard to the use of funds,

a. funds reccived under Part A of Title XX VI of the PHS Act will be used to supplement, not
supplant, state funds made available in the year for which the grant is awarded to provide HIV
related services to individuals with HIV disease;

b. during the grant period, political subdivisions within the EMA will maintain a1 least their prior
FY’s level of expenditures for HIV related services for individuals with HIV disease;

c. political subdivisions within the EMA will not use funds received under Part A in maintaining
the level of expenditures for HIV related services as required in the above paragraph; and

d. documentation of this MOE will be retained.

Pursuant to Section 2605(a)(3)

The EMA will maintain appropriate referral relationships with entities considered key points of
access to the healthcare system for the purpose of facilitating EIS for individuals diagnosed as being
HIV positive.

Pursuant to Section 2605{a)(5)
The EMA will participate in an established HIV community based continuum of care, if such
contimuum exists within the EMA.





Pursuant to Section 2605(a)(6)

Part A funds will not be used to pay for any item or service that can reasonably be expected to be
paid under any state compensation program, insurance policy, or any Federal or state health benefits
program (except for programs related to the Indian Health Service) or by an entity that provides
health services on a prepaid basis.

Pursuant to Section 2605(a)(7)(A)

Part A funded HIV primary medical care and support services will be provided, to the maximum
extent possible, without regard to a) the ability of the individual to pay for such services or b) the
current or past health conditions of the individuals to be served.

Pursuant to Section 2605(a)(7)(B)
Part A funded HIV primary medical care and support will be provided in settings that are accessible
to low-income individuals with HIV disease.

Pursuant te Section 2605(a)(7)(C)
A program of outreach services will be provided to low-income individuals with HIV disease to
inform them of such services.

Pursuant to Section 2605(a)(8)

The EMA has participated in the Statewide Coordinated Statement of Need (SCSN) process initiated
by the state, and the services provided under the EMA’s comprehensive plan are consistent with the
SCSN.

Pursuant to Section 2605(a)(9)
The EMA has procedures in place to ensure that services are provided by appropriate entities.

Pursuant to Section 2605(a)(10) ‘
The EMA will submit audits every 2 years to the lead state agency under Part B of Title XXVI of the
PHS Act.

Pursuant to Section 2605(e)
The EMA will comply with the statutory requirements regarding imposition of charges for services.

Pursuant to Section 2681(d)

Services funded will be integrated with other such services, programs will be coordinated with other
available programs (including Medicaid), and that the continuity of care and prevention services of
individuals with HIV is enhanced.

Pursuant to Section 2684
No funds shall be used to fund AIDS programs, or to develop materials, designed to promote or
encourage, directly, intravenous drug use or sexual activity, whether homosexual or heterosexual.

\} Date: (7{ “ ] ILIL
Signature \_/ o






STANDARD AGREEMENT
between the City and County of San Francisco
and the County of San Mateo
for the Dishursement
of PS12-1201 Comprehensive HIV Prevention Programs for Health Departments Grant Funds
from the Federal Centers for Discase Control and Prevention

THIS AGREEMENT made this ] st day of January 2012 by and between the
CITY AND COUNTY OF SAN PRANCISCO, through its DEPARTMENT OF PUBLIC
HEALTH. HIV PREVENTION SECTION. hercinafier referred 10 as "City” and
County of San Mateo
hercinafter referred (o as “Grantee.”
1. AUTHORITY
This Agreement is eniered into pursuani to the authority of the Federal Centers for Disease

Control and Prevention (CDC) grant number 1U62PS00368-01 for the project PS12-1201
Comprchensive HIV Prevention Programs for Health Departments.

2. PURPOSE OF PS!2-1201 Comprehensive HIV Prevention Programs for Health
Deparments (PS12-1201)

The purpose of PS12-1201 is to support implementation of high impact, comprehensive
HIV prevention programs to achieve maximum impact on reducing new HIV infections. In
accordance with NHAS. PS12-1201 focuses on addressing the national HIV epidemic.
reducing new infections, increasing access to care. improving health outcomes for people
living with HIV, and promoting health equity. The aforementioned will be achieved by
enhancing public health departments® capacities to increase HIV testing, refez and link HIV
positive persons to medical care and other essential services, and increase program
monitoring and accountability

kX 1 FUND

Contingent on availability of funds. City agrees to pay Grantee $456.287 as described in
Attach 1 and Atrach: 11 of this d City incurs no abiigation under this
Agreement to pay this amount unless and until the City has been awarded and has received
specific funding for this grantee by the Department of Health and Human Services/Public
Health Service.

4. COMPLIANCE WITH PROVISIONS OF THE GRANT

The Federal CDC imposes restricbons an the expenditure of PS12-1201 funds and imposes
requirements on the recipients of such funds. Grantee hereby agroes to fully comply with
the restrictions and requirements of that act, including amendments.

HP-12-07209-A1 . 1 Pass-ThroughvRaotiag

ENDORSEMENT No. 39
This endorsement, effoctive 12:01 AM: May 22, 2012
Forms & part of policy no: 8907274
lzsucd to: COUNTY OF SAN MATEQ
By: THE INSURANCE COMPANY OF THE STATE OF PENNSYLVANIA
‘ SPECIAL EXCESS LIABILITY POLICY FOR PUBLIC ENTITIES

ADDITIONAL INSURED ENDORSEMENT
(insurad Contract and Speciflod Oporetions)

Inc;msidemhno(unnddluonal lum of ONIL (i epplicabie), this Policy is smenosd as
follows:

SECTION 1V, WHO IS AN INSURED is amcnded to includs ths f; g edditonsl p
Insured means each of the following:
Any parsonis), entitylies) or org i listed In the Schodute of Additions! Insureds

below to whom the Namad insured is obligated by virtue of & written Insured contract to
provide insurence solsly with respeot to bodly injuty and property demego .

However, the most we wili pay for domages under this pofioy on bshelf of such persenis),
enthty(ies), or organization(s) is the losscr of the Limits of insurance shown in ltom 3 of the

or the mink Limhs of i ired within the terms of the insured
contract. .
SCHEDULE OF ADDITIONAL INSUREDS

ADDITIONAL INSURED SPECIFIED OPERATION(S)

Clty end County of Sen Frencisco, Deparment For the Disbursamant of PS12-1201 of

Public Health Alda, Office, Its sgems, Comptehensive HIV Py Prog

Officers, employess end reprossntatives . {07 Hoalth Dspantments Grant Funds from
the Federal Centers for Disoase Control end
Pravention.

Al other terms, definitions, conditions, and exclusions of this poliey remeln unchengad.

Authorized Roprosomative
or Countorglgnature (Whero Applicable)

91818 {11/08)
AH2200







ATTACHMENT 3. FY 2015 AIDS PREVALENCE AND HIV (NON AIDS) PREVALENCE DATA BY DEMOGRAPHIC GROUP & EXPOSURE CATEGORY

Demographic Group / 2011 - Prevalence as of 2012 - Prevalence as of 2013 - Prevalence as of Population Differences -
Exposure Category 12/31/11 12/31/12 12/31/13 12/31/11 & 12/13/13
Race/Ethnicity HIV AIDS HIV AIDS HIV AIDS HIV AIDS
African American 759 | 12.2% | 1650 | 14.3% | 760 | 11.8% | 1661 | 14.3% | 765 |[11.6% | 1668 | 14.2%| +6 [+0.8%| +18 |+ 1.1%
Latino / Hispanic | 1127 | 18.0% | 2057 | 17.8% | 1196 | 18.6% | 2097 | 18.0% | 1263 | 19.1% | 2125 | 18.1% | +136 |+ 12.1% +68 |+ 3.3%
Asian / Pacific Islander 340 5.4% 595 5.2% 379 5.9% 615 5.3% 423 6.4% 631 54% | +83 |[+24.4% +36 [+6.1%
White (not Hispanic) | 3805 | 60.9% | 6994 | 60.6% | 3890 | 60.4% | 7016 | 60.3% | 3950 | 59.7% | 7036 | 60.1% | +145 |+ 3.8%| +42 |+0.6%
Other / Unknown 215 3.4% 245 2.1% 214 3.3% 254 2.2% 216 3.3% 255 2.2% +1 |+05%| +10 (+4.1%
Gender HIV AIDS HIV AIDS HIV AIDS HIV AIDS
Female | 417 | 6.7% | 775 | 6.7% | 420 | 6.5% | 789 | 6.8% | 427 | 65% | 782 | 6.7% | +10 |+2.4%| +7 |[+0.9%
Male | 5696 | 91.2% | 10502 | 91.0% | 5891 | 91.5% | 10590 | 91.0% [ 6059 | 91.6% | 10668 | 91.1% [ + 363 |+ 6.4%| + 166 |+ 1.6%
Transgender | 133 | 21% | 264 | 23% | 128 | 20% | 264 | 23% | 131 | 2.0% | 265 | 2.3% -2 [-15%| +1 |+0.4%
Age HIV AIDS HIV AIDS HIV AIDS HIV AIDS
12 Years and Younger 3 0.0% 4 0.0% 3 0.0% 3 0.0% 4 0.1% 3 0.0% +1 |+333% -1 |[-25.0%
13- 24 Years 121 | 1.9% 96 0.8% | 136 | 2.1% 87 0.7% | 136 | 2.1% 79 0.7% | +15 [+1249% -17 |[-17.7%
25-29Years | 353 | 5.7% | 246 | 2.1% | 369 | 5.7% | 259 | 22% | 384 | 58% | 259 | 22% | +31 |+88%| =13 |+53%
30-39 Years | 1260 | 20.2% | 1310 | 11.4% | 1261 | 19.6% | 1244 | 10.7% | 1312 | 19.8% | 1160 | 9.9% | +52 |+4.1%| -150 |-11.5%
40 - 49 Years | 2290 | 36.7% | 3876 | 33.6% | 2258 | 35.1% | 3594 | 30.9% | 2181 | 33.0% | 3308 | 28.2% | - 109 |-4.8% | - 568 |- 14.7%
50-64 Years | 1980 | 31.7% | 5349 | 46.3% | 2132 | 33.1% | 5670 | 48.7% | 2278 | 34.4% | 5959 | 50.9% | +298 [+ 15.19% +610 [+ 11.4%
65 Years and Above| 239 3.8% 660 5.7% 280 | 4.3% 786 6.8% 322 4.9% 947 8.1% | +83 |+34.7% + 287 [+43.5%
Transmission Categories HIV AIDS HIV AIDS HIV AIDS HIV AIDS
MSM | 4590 | 73.5% | 7957 | 68.9% | 4790 | 74.4% | 8041 | 69.1% | 4968 | 75.1% | 8103 | 69.2% | + 378 | +8.2%| + 146 |+ 1.8%
IDU[ 336 | 54% | 1014 | 88% | 320 | 5.0% | 997 | 8.6% | 313 | 47% | 981 | 84% | -23 |-6.8%| -33 |-3.3%
MSM Who Inject Drugs 798 | 12.8% | 1813 | 15.7% | 786 | 12.2% | 1819 | 15.6% | 771 | 11.7% | 1828 | 15.6% | -27 |-3.4%| +15 |+ 0.8%
Non-IDU Heterosexuals | 265 | 42% | 488 | 42% | 275 | 43% | 507 | 44% | 283 | 43% | 510 | 44% | +18 [+6.8%| +22 |+4.5%
Other 17 0.3% 66 0.6% 17 0.3% 65 0.6% 17 0.3% 64 0.5% 0 +0.0%| -2 |[-3.0%
Unknown 240 | 38% | 203 | 1.8% | 251 | 3.9% | 214 | 18% | 265 | 4.0% | 229 | 2.0% | +25 [+10.4% +26 |+12.8%
TOTAL 6246 | 100% | 11541 | 100% | 6439 | 100% | 11643 | 100% | 6617 | 100% | 11715 | 100% —
COMBINED HIV/AIDS 17787 18082 18332 + 545
= Increases > 10%
= Decreases







San Francisco, California HIV Health Services - Grant # HS89HA00006

San Francisco EMA Unmet Need Calculation - July 1, 2012 through June 30, 2013
2 3 4 5

Population Sizes Value Data Source(s)

Number of persons living with AIDS (PLWA)

from July 1, 2012 through June 30, 2013 12,890 Unduplicated counts from linked databases.
Number of persons living with HIV (PLWH)/non- . .
AIDS from July 1, 2012 through June 30, 2013 8,449 Unduplicated counts from linked databases.
Total number of HIV+ from July 1, 2012 through _
June 30, 2013 21,339 Value=A+B

Care Patterns Data Source(s)

Chart reviews, lab reporting data,
eHARS/ADAP/ARIES/Kaiser data linkage. Actual met
need counts used for Marin and San Mateo Counties; SF
County calculated the proportion in care based on a
representative subset of PLWA and applied this proportion
to its total PLWA population.

Number of PLWA who received the specified
HIV primary medical care from July 1, 2012 11,762
through June 30, 2013

Number of PLWH/non-AIDS who received the
specified HIV primary medical care from July 1, | 6,811
2012 through June 30, 2013

Unduplicated met need counts from chart reviews, lab
reporting data, HARS/ADAP/ARIES/Kaiser data linkage

Total number of HIV+ who received the specified

HIV primary medical care from July 1, 2012 18,573 Value=D +E
through June 30, 2013
Calculated Results Value | % Calculation

Number of PLWA who did not receive the

0, = - - =
specified HIV primary medical care 1128 | 9% |Value=A-D; Percent=G /A

Number of PLWH/non-AIDS who did not receive

0, = - . =
the specified HIV primary medical care 1638 | 19% |Value =B - E; Percent=H/B

Total HIV+ not receiving specified HIV primary
medical care

Value = G + H; Percent = 1 / C (quantified estimate of

(0)
SIS ek unmet need)







San Francisco, California HIV Health Services - Grant # H89HA00006

Attachment 5. FY 2015 San Francisco EMA Co-Morbidities and Cost and Complexity of Care Summary

COI-\:ggg?gi/tfo- Quantitative Totals Per Capita Rates Estimated Costs
. 2013 SF EMA cases: 558" SF EMA-wide: 31.4 per 100,000
Prlmar%/ &hS_:e_condary 2013 SF only cases: 482 SF only: 58.0 per 100,000 TOtSa.II.? nnfualt_cost.s;gla;‘;eld 5t80nzew
yphis 2013 California Cases: 3,554 California: 9.3 per 100,000 . intections: 55,7/7-,
otal annual cost to treat new
2013 SF EMA cases: 2,941 SF EMA-wide: 165.6 per 100,000 STl infections among PLWHA:
Gonorrhea 2013 SF only cases: 2,525 SF only: 303.8 per 100,000 $2,290,000°
2013 California Cases: 38,365 California: 100.4 per 100,000 Estimated cost to treat PLWHA
2013 SF EMA cases: 7,377 SF EMA-wide: 415.4 per 100,000 transen"i‘]‘i::s%erﬁ:; ﬁt;izlcjili[[r?r];ugh
Chlamydia 2013 SF only cases: 5,098 SF only: 613.4 per 100,000 STls: $7.500 000°
2013 California Cases: 167,916 California: 439.5 per 100,000 o

Estimated annual cost to treat
new TB infections: $890,000°
Estimated annual cost to treat
new TB infections among
PLWHA: $50,000’

2013 SF EMA cases: 178°
2013 SF only cases: 107
2013 California Cases: 2,169

SF EMA-wide: 10.0 per 100,000
SF only: 12.9 per 100,000
California: 5.7 per 100,000

Tuberculosis

SF EMA Chronic Homeless:

Approx. 10,500°
Homelessness SF EMA Temporary / Short-Term
Homeless: Approx. 13,040 Per Year
Estimated Annual PLWH/A Homeless
in SF EMA: 1,620°

Combined Annual EMA-Wide
Homelessness Rate: 1,499.9 per
100,000
Combined Annual EMA-Wide
Homelessness Rate Among
PLWH/A: 7,000 per 100,000

Estimated additional cost of care
for HIV-positive homeless
persons:
Min. $16,200,000"

Average number of unduplicated
individuals arrested and incarcerated in

Annual EMA-wige Incarceration Estimated annual cost of care for
Formerly the EMA in 2013: 17,500" rate: 2,815 per 100,000 . :
. ; . formerly incarcerated PLWHA:
Incarcerated Number of formerly incarcerated Three-year PLWHA incarceration $15 575.000%
persons in SF EMA Ryan White rate, 2011 -2013: 8,133 per 100,000 B
System, 2011 - 2013: 623"
Mental 11ness Estimated number of youth and adults

Estimated rate of serious mental
illness among PLWHA in SF EMA:

Estimated annual cost of mental

with serious mental illness in San health services for PLWHA with
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Coﬁggg?giifo- Quantitative Totals Per Capita Rates Estimated Costs
Francisco: 44,000 30,000 per 100,000 mental health conditions:
Estimated number of PLWHA in SF Estimated rate of overall mental $21,998,400"
EMA with serious mental illness: health conditions among PLWHA in
5,499% SF EMA: 60,000 per 100,000"
Number of substance-related hospital Annual rate of substance-related Estimated annual cost of
admission in SF EMA,2009: 28,859 hospitalizations: 1,616.6 per 100,000 bst treatment cs f
Substance Abuse Estimated number of PLWHA in SF Estimated rate of substance issues SUPSL\a/l\?SiAT:eEﬁS t?gg\t/rlﬁgsn'or
EMA with substance-related issues: among PLWHA in SF EMA: 30,000 20 '
5,499 per 100,000 $6,875,000

L All STI data this chart: State of California Department of Health Services, STD Control Branch, Primary and Secondary Syphilis, Gonorrhea, and Chlamydia ,
Cases and Rates, California Counties & Selected City Health Jurisdictions, 2009-2013 Provisional Data, Sacramento, CA, Revised June 24, 2014.

2 Calculation based on average of $1,000 per capita for syphilis and gonorrhea treatment combined with cost of undiagnosed and untreated syphilis and
gonorrhea (558 and 2,525 new cases, respectively, in 2013) and $500 average per capita for Chlamydia treatment combined with cost of undiagnosed and
untreated chlamydia (7,377 new cases in 2013) in the first year following diagnosis.

¥ Calculation based on estimated 5% of persons living with HIV or AIDS becoming infected with non-HIV STI annually (n=916) at average treatment cost of
$2,500 per capita, including costs of treating negative health consequences of STD among PLWHA.

* Calculation based on a total of 30 new HIV infections per year facilitated through other STIs at an annual treatment cost of $25,000 x 10 years per person.

> All TB data this chart: California Department of Public Health, Tuberculosis Control Branch, Tuberculosis Cases by Year, Reporting Jurisdictions in California,
2003-2013, in Report on Tuberculosis in California, 2013, Sacramento, CA, August 2014.

® Calculation based on min. $5,000 treatment cost per year per TB case for 178 new cases in 2013.

" Calculation based on min. $5,000 treatment cost per year per TB case for estimated 10 new TB cases among PLWHA in 2013.

& This figure and the figure immediately below: Sources: Applied Survey Research, 2013 San Francisco Point in Time Homeless Count and Survey, February 19,
2013; San Francisco Ten Year Planning Council, The San Francisco Plan to Abolish Chronic Homelessness, San Francisco, CA, September 2004; Northbay Biz,
Homeless in Marin, March 2010, www.northbaybiz.com; County of San Mateo Human Services Agency, Housing our People Effectively (HOPE): Ending
Homelessness in San Mateo County, 10-Year Plan to End Homelessness, San Mateo, CA, March 2006.

% Calculation based on total 23,164 persons with HIV living in the EMA with a conservative annual homelessness rate of 7% (n=1,620).

1% Calculation based on total 23,164 persons with HIV living in the EMA with a conservative annual homelessness rate of 7% (n=1,620) and a minimum
additional cost of $10,000 to meet these individuals’ annual homeless-related needs.

' Based on total reported jail bookings in Marin, San Francisco, and San Mateo Counties in 2011with an estimated recidivism rate of 50%.

12 Based on service data from Forensic AIDS Project, the San Francisco EMA Center of Excellence serving formerly incarcerated PLWHA.

13 Calculation based on estimated cost of $25,000 per year to provide care for the minimum 623 formerly incarcerated persons in the SF EMA Ryan White
system of care.

14 Source: San Francisco Department of Public Health, Behavioral Health, estimates prepared for FY 2013 San Francisco EMA Ryan White Part A application.
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15 Source: Mayne, T., et al., "Depressive affect and survival among gay and bisexual men infected with HIV," Archives of Internal Medicine, 156(19), October
1996.

16 Estimate of 60% mental health conditions among PLWHA in SF EMA includes both serious and persistent mental illness and a range of additional conditions
include anxiety and depression.

I7 Calculation based on estimated $2,000 cost for mental health treatment per person x est. 10,999 PLWHA in SF EMA with mental health conditions.

18 Source: US Substance Abuse and Mental Health Services Administration, Metro Brief, Drug-Related Emergency Visits in Metropolitan Areas: San Francisco,
Rockville, MD, 2012.

9 Source: 2009 San Francisco EMA Comprehensive HIV Needs Assessment

2 Calculation based on estimated $5,000 cost for substance abuse treatment per person for approximately 25% of PLWHA with substance issues who seek
treatment annually (n=1,375)






Attachment 6. FY 2014 SF EMA Coordination of Services and Funding Streams Table
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Part A $15,897,550 | $15,102,673 X X| X x| x X X X X X X| x| X X
Part B $ 2,906,345 $.2,780,295 X X x| X x| X X X
Part C $1,295,333 $1,295,333 X X x| X
Part D $ 522,553 $ 522,553 X X X
Part F $ 600,000 $ 600,000 X X X X
CcDC* $ 6,399,806 $6,203,050 X X X
SAMHSA** $ 3,097,396 $ 3,078,404 Xl X X X X X Xl X| X X | X
HOPWA $8,567,000 | $8,567,000 X

*Total approximate funding amount for PS12-1201 Categories A (entire EMA) and B (SF only). Funding supports additional HIV prevention activities
beyond what is listed here, including linkage to care and partner services. Services are for HIV-positive and HIV at risk populations.

**Total approximate funding amount for MAI-TCE and SAPT Block Grant (HIV Early Intervention, or “set aside”). Services are for HIV-positive and HIV at
risk populations. These funds serve SF only.







San Francisco HIV Health Services Planning Council
San Francisco Eligible Metropolitan Area
San Francisco, San Mateo, and Marin Counties

Angust 25, 2014

Mary Lawrence Hicks, Co-Chair

Lee Jewell, Co-Chair Steven R. Young, MSPH 7 ,
Chanaing Wayne, Co-Chair Director, Division of Metropolitan HIV/AIDS Programs
Margot Antonetty HIV/AIDS Bureau, Health Resources and Services Administration
g‘i;;sa;%’g;'g Parklawn Building, Room 7A-55
c;cﬂ; gme,s‘;,, 5600 Fishers Lane
Wade Flores Rockville, MD 20857
Matt Geltmaker
Kim Gilgenberg-Castillo
Ronaldo Hemandez
Kenneth Homby Dear Mr. Young:
Carof Hudson
BruceIto . . . . .
Bill Ledford As Co-Chairs of the San Francisco HIV Health Services Planning Council, and on behalf
g&g‘;\m"m of the Planning Council as a whole, we are writing to provide assurance of the following
Catherine Newell procedural elements related to the FY 2015 Ryan White Part A application being
}(e]::; I;f;r:e submitted to HRSA by the San Francisco Department of Public Health:
0l r
Stacta Scherich
Charles Siron ®  FY 2014 Part A Formula, Supplemental, and MAI funds awarded to the EMA are
g‘;g*:g’si':g‘h‘”ick being expended according to the priorities established by the Planning Council;
Chip Supanich .
Eric Sutter s All FY 2014 Conditions of Award relative to the Planning Council have been
addressed;
Mark Molnar
,’;’,.“,;';’,’gf Council = FY 2015 Part A priorities were determined by the Planning Council, and the approved
Ali Cone process for establishing those priorities was used by the Planning Council;
Program
Manager ®  Planning Council annual membership training took place on August 21, 2014; and
David Jordan
Commmunisy Services = The Planning Council remains representative and reflective of the HIV/AIDS epidemic
Manager in the EMA.
Jennifer Cust
ﬁﬁ‘;ﬁ’;’,’} Thank you for your continuing support of the San Francisco HIV Health Services Planning
Council and our efforts to provide effective, comprehensive, high-quality services to low-
income and severely impacted persons living with HIV in our region.
Sincerely,
Co-Chair Co-Chair
Mary Lawrence Hicks R. Lee Jewell Channing Wayne
(415) 674-4751 730 Polk Street, 3™ Floor, San Francisco CA 94109 {415) 674-0373 fax

www.sfearecouncil.org






Attachment 8. Planned Services Table
San Francisco EMA Summary of FY 2015 Ryan White Part A Grant Request

Allocations Categories Amount Percent
1. Core Medical Services Subtotal $ 24,672,236 73.21%
a. Outpatient /Ambulatory Health Services:
= MAI Request: $494,093 72.52%
= Non-MAI Request: $ 10,424,897 31.21%
b. AIDS Drug Assistance Program (ADAP) Treatments
c. AIDS Pharmaceutical Assistance (local)
d. Oral Health Care $1,972,819 5.91%
e. Early Intervention Services
f. Health Insurance Premium & Cost Sharing Assistance
g. Home Health Care $ 1,121,603 3.36%
h. Home and Community-based Health Services $ 584,168 1.75%
i. Hospice Services $ 2,430,139 7.28%
j. Mental Health Services $ 2,016,214 6.04%
k. Medical Nutrition Therapy
l. Me.dil\(;laAI lCI;:(;auI;/I:thagement (including Treatment Adherence): $187.195 27 48Y%
= Non-MAI Request $ 5,441,108 16.30%
m. Substance Abuse Services — Outpatient
2. Support Services Subtotal $ 9,390,085 28.13%
a. Case Management (non-Medical) $1,271,817 3.81%
b. Child Care Services
c. Emergency Financial Assistance $ 2,480,211 7.43%
d. Food Bank/Home-Delivered Meals $ 1,255,127 3.76%
e. Health Education/Risk Reduction
f. Housing Services $2,603,721 7.80%
g. Legal Services $ 674,297 2.02%
h. Linguistics Services
i. Medical Transportation Services
j. Outreach Services $ 634,240 1.90%
k. Psychosocial Support Services $ 470,673 1.41%
|. Referral for Health Care/Supportive Services
m. Rehabilitation Services
n. Respite Care
0. Substance Abuse Services - residential
p. Treatment Adherence Counseling
3. Total Service Dollars $ 34,062,321 100.0 %
4. Clinical Quality Management Activities $ 350,000
5. Grantee Administration $1,805,912
6. Total Allocations $ 36,218,233

San Francisco, California HIV Health Services - Grant # H89HA00006










Attachment 9. FY 2015 San Francisco EMA Part A Implementation Plan

Service Category Name: Ambulatory / Outpatient Medical Care Total Service Category Allocation: $ 10,424,897
Service Category Priority Number: 1 Part A Core Medical Part A Support [1 MAI Core Medical [1 MAI Support []
3. Quantity
1. Objectives: 2. Service Unit Definition: 3a) Number of 3b) Total 5. Funds:
List quantifiable time-limited objectives related to | Define the service unit to be Number of Provide the approximate amount of funds to
. e . people to be . . . . .
the service priorities listed above provided service units be used to provide this service.
served .
to be provided
a: Between March 1, 2015 and February 28,
2016, to provide 53,210 units of comprehensive,
HIV-specialist ambulatory, outpatient medical
care, care coordination, treatment adherence
mapagement, and support se.rwces (mclgdmg Primary Medical Care
patient outreach and TB testing) at hospital- Encounter or Hour of Care
based and community-based clinics, including 4,083 53,210 $10,424,897

Coordination / Support

Early Intervention Programs and Centers of .
Services

Excellence, with an emphasis on underserved
populations and PLWHA with complex medical
needs, who are not eligible for or enrolled in
expanded Medicaid or providers of health care
exchange coverage.

6. Stage of the HIV Care Continuum related to this service category: More than one Stage may be applicable.

I. Diagnosed Il. Linked to Care lll. Retained in Care IV. Prescribed Antiretroviral Therapy V. Virally Suppressed

7. HHS/ HAB Performance Measure related to the above Stage of the HIV Care Continuum related to this service category:

HIV Positivity [ Late HIV Diagnosis [ Linkage Frequency /Retention Prescribing ART Viral Load Suppression
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Service Category Name: Mental Health Services Total Service Category Allocation: $ 2,016,214
Service Category Priority Number: 2 Part A Core Medical Part A Support [1 MAI Core Medical L1 MAI Support []
3. Quantity
1. Objectives: 2. Service Unit Definition: 3a) Number of 3b) Total 5. Funds:
List quantifiable time-limited objectives related to | Define the service unit to be cople to be Number of Provide the approximate amount of funds to
the service priorities listed above provided peop service units be used to provide this service.
served .
to be provided
a: Between March 1, 2014 and February 28,
2015, to provide 17,692 units of psychosocial and
psychiatric mental health treatment and
. . e . Hour of Mental Health Care 1,533 17,692 $2,016,214
counseling services in group or individual settings
for persons with one or more diagnosed mental
ilinesses, provided by licensed professionals.

6. Stage of the HIV Care Continuum related to this service category: More than one Stage may be applicable.

I. Diagnosed [1 II. Linked to Care lll. Retained in Care IV. Prescribed Antiretroviral Therapy [1 V. Virally Suppressed

7. HHS/ HAB Performance Measure related to the above Stage of the HIV Care Continuum related to this service category:

HIV Positivity [ Late HIV Diagnosis [ Linkage Frequency /Retention Prescribing ART [1 Viral Load Suppression []
Service Category Name: Oral Health Care Total Service Category Allocation: $ 1,972,819

Service Category Priority Number: 3 Part A Core Medical Part A Support [1 MAI Core Medical 1 MAI Support [J
1. Objectives: 2. Service Unit Definition: 3. Quantity 5. Funds:
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List quantifiable time-limited objectives related to

Define the service unit to be

Provide the approximate amount of funds to

the service priorities listed above provided 3a) Number of ;z)rrrgzlof be used to provide this service.
people to be . .
served service units
to be provided
a: Between March 1, 2015 and February 28,
2016, to provide 14,600 units of comprehensive
general dental services to include emergency care Routine or Specialist Oral 3217 14,600 $1,972,819

diagnostic dental services, preventative,
periodontal, endodontic oral surgery, prosthetic
and oral medicine services.

Health Care Visit

6. Stage of the HIV Care Continuum related to this service category: More than one Stage may be applicable.

I. Diagnosed [ Il. Linked to Care [1

I1l. Retained in Care

IV. Prescribed Antiretroviral Therapy [1 V. Virally Suppressed []

7. HHS/ HAB Performance Measure related to the above Stage of the HIV Care Continuum related to this service category:

HIV Positivity [] Late HIV Diagnosis []

Linkage [

Frequency /Retention

Prescribing ART [J

Viral Load Suppression [

Service Category Name: Medical Case Management

Total Service Category Allocation: $ 5,441,108

Service Category Priority Number: 4

Part A Core Medical Part A Support [1 MAI Core Medical [1 MAI Support []

1. Objectives:
List quantifiable time-limited objectives related to
the service priorities listed above

2. Service Unit Definition:
Define the service unit to be
provided

3. Quantity

3a) Number of
people to be
served

3b) Total
Number of
service units
to be provided

5. Funds:
Provide the approximate amount of funds to
be used to provide this service.
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a: Between March 1, 2015 and February 28,
2016 to provide 70,560 units of direct one-on-one
medical case management services that link and
coordinate assistance from multiple agencies and
caregivers providing psychosocial, medical, and
practical support services to assist clients to
attain the highest level of independence and
quality of life consistent with their functional
capacity and preferences for care.

Hour of Medical Case
Management Encounter

4,000 70,560

$5,441,108

6. Stage of the HIV Care Continuum related to this service category: More than one Stage may be applicable.

I. Diagnosed [] Il. Linked to Care [J lll. Retained in Care

IV. Prescribed Antiretroviral Therapy [0 V. Virally Suppressed

7. HHS/ HAB Performance Measure related to the above Stage of the HIV Care Continuum related to this service category:

HIV Positivity [] Late HIV Diagnosis []

Linkage Frequency /Retention

Prescribing ART [J Viral Load Suppression

Service Category Name: Housing Services

Total Service Category Allocation: $ 2,603,721

Service Category Priority Number: 1

Part A Core Medical [0 Part A Support MAI Core Medical [1 MAI Support []

1. Objectives:
List quantifiable time-limited objectives related to
the service priorities listed above

2. Service Unit Definition:
Define the service unit to be
provided

3. Quantity

3b) Total
Number of
service units
to be provided

3a) Number of
people to be
served

5. Funds:
Provide the approximate amount of funds to
be used to provide this service.
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Sub-Category: Residential Mental Health
Services:

a: Between March 1, 2015 and February 28, Bed Days and Hours

2016, to provide 3,504 units of Residential Mental
Health Services including dementia care and
other support services in a residential setting.

64 3,504 $ 595,864

Sub-Category: Facility-based Health Care:

a: Between March 1, 2015 and February 28, Professional, Para-
2016, to provide 4,576 units of Facility-based Professional, or Specialized
Health Care for PLWH/A in need of supervised or
assisted living who live in licensed residential
settings with support to help maintain their level
of functioning..

186 4,576 $ 906,553
Patient Day

Sub-Category: Emergency Housing:

a: Between March 1, 2015 and February 28, Housing Day, Client
2016, to provide 629 units of Emergency Housing Encounter 629 629 $ 432,085
defined as a hotel stay of a maximum of four

weeks, intended to assist clients with immediate
housing crisis and help them stabilize medically.

Sub-Category: Transitional Housing:

a: Between March 1, 2014 and February 28,
2015to provide 3,432 units of Transitional Supportive Housing Day
Housing provided in a residential housing
program designed to stabilize an individual and to
support transition to long-term sustainable
housing.

47 3,432 $669,219

6. Stage of the HIV Care Continuum related to this service category: More than one Stage may be applicable.

I. Diagnosed [1 II. Linked to Care lll. Retained in Care IV. Prescribed Antiretroviral Therapy 1 V. Virally Suppressed
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7. HHS/ HAB Performance Measure related to the above Stage of the HIV Care Continuum related to this service category:

HIV Positivity [ Late HIV Diagnosis [ Linkage Frequency /Retention Prescribing ART [1 Viral Load Suppression []
Service Category Name: Food Bank / Home Delivered Meals Total Service Category Allocation: $ 1,255,127
Service Category Priority Number: 2 Part A Core Medical [1 Part A Support MAI Core Medical (1 MAI Support []
3. Quantity
1. Objectives: 2. Service Unit Definition: 3a) Number of 3b) Total 5. Funds:
List quantifiable time-limited objectives related to | Define the service unit to be cople to be Number of Provide the approximate amount of funds to
the service priorities listed above provided peop service units be used to provide this service.
served .
to be provided
a: Between March 1, 2015 and February 28,
2016, to provide 622,469 grocery bags and/or 1 Meal or Bag of Groceries 1,262 622,469 $ 1,255,127
home-delivered meals to low-income persons
with HIV/AIDS

6. Stage of the HIV Care Continuum related to this service category: More than one Stage may be applicable.

I. Diagnosed [1 II. Linked to Care lll. Retained in Care IV. Prescribed Antiretroviral Therapy [1 V. Virally Suppressed []

7. HHS/ HAB Performance Measure related to the above Stage of the HIV Care Continuum related to this service category:

HIV Positivity [ Late HIV Diagnosis [ Linkage [ Frequency /Retention Prescribing ART [1 Viral Load Suppression []
Service Category Name: Ambulatory / Outpatient Medical Care Total Service Category Allocation: $ 494,093

Service Category Priority Number: 1 Part A Core Medical (1 Part A Support [1 MAI Core Medical MAI Support []
1. Objectives: 2. Service Unit Definition: ‘ 3. Quantity ‘ 5. Funds:
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List quantifiable time-limited objectives related to | Define the service unit to be 3b) Total Provide the approximate amount of funds to
the service priorities listed above provided 3a) Number of Number of be used to provide this service.
people to be . .
service units
served

to be provided

a: Between March 1, 2015 and February 28,
2016, to provide 3,689 units of comprehensive,
HIV-specialist ambulatory, outpatient medical
care, care coordination, treatment adherence
i i di . .
mapagement, and support sgrwces (mclg ing Primary Medical Care
patient outreach and TB testing) at hospital-
. . . Encounter or Hour of Care
based and community-based clinics, including . 273 3,689 S 494,093
. Coordination / Support
Early Intervention Programs and Centers of .
. . Services
Excellence, with an emphasis on underserved
populations and PLWHA with complex medical
needs, who are not eligible for or enrolled in
expanded Medicaid or providers of health care
exchange coverage.

6. Stage of the HIV Care Continuum related to this service category: More than one Stage may be applicable.

I. Diagnosed Il. Linked to Care lll. Retained in Care IV. Prescribed Antiretroviral Therapy V. Virally Suppressed

7. HHS/ HAB Performance Measure related to the above Stage of the HIV Care Continuum related to this service category:

HIV Positivity [] Late HIV Diagnosis [] Linkage Frequency /Retention Prescribing ART Viral Load Suppression
Service Category Name: Medical Case Management Total Service Category Allocation: $ 187,195

Service Category Priority Number: 2 Part A Core Medical (1 Part A Support [1 MAI Core Medical MAI Support []

1. Objectives: 2. Service Unit Definition: ‘ 3. Quantity ‘ 5. Funds:
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List quantifiable time-limited objectives related to | Define the service unit to be Provide the approximate amount of funds to
. . . 3b) Total . . .
the service priorities listed above provided 3a) Number of Number of be used to provide this service.
people to be . .
service units
served

to be provided

a: Between March 1, 2015 and February 28,

2016, to provide a total of 2,704 units of one-on-

one medical case management services that link Hour of Medical Case

and coordinate assistance from multiple agencies 233 2,704 $ 187,195
. L . . Management Encounter

and caregivers providing psychosocial, medical,

and practical support services for low-income

persons of color with HIV/AIDS.

6. Stage of the HIV Care Continuum related to this service category: More than one Stage may be applicable.

I. Diagnosed [ Il. Linked to Care [1 lll. Retained in Care IV. Prescribed Antiretroviral Therapy 1 V. Virally Suppressed

7. HHS/ HAB Performance Measure related to the above Stage of the HIV Care Continuum related to this service category:

HIV Positivity [] Late HIV Diagnosis [] Linkage Frequency /Retention Prescribing ART [J Viral Load Suppression






Attachment 9, Part 2: Ryan White Part A Implementation Plan: HIV Care Continuum Table
Baseline Reporting Period: March 1, 2013 - February 28, 2014

Stages of the HIV Care

HIV Care Continuum

Outcomes

Applicable Part A Funded

estimated population of
HIV-unaware individuals

467" / 46,403% - 1.0%

500 /50,000 - 1.0%

Continuum Goal Service Categories
Incre_ase in the percentage HIV Positivity & Late HIV Diagnosis
. of (;Ilents who are aware of . = Early Intervention Services
I. Diagnosed their HIV status among the | Baseline: FY 2015 Target:

= Qutreach Services

I1. Linked to Care

Increase in the percentage
of clients linked to care
among those newly testing
positive within the reporting
period

Linkage to HIV Medical Care

Baseline:
413% | 467 - 88.4%

FY 2015 Target:
4757500 - 95.0%

= Qutpatient Medical Care

= Early Intervention Services
= Medical Case Management
= Non-Medical Case Mgmt.
= Medical Transportation

I1l. Retained in Care

Increase in the percentage
of clients retained in care
among patients enrolled in
Ryan White-funded
services

Retention in HIV Medic
Visit Frequency

al Care & HIV Medical

Baseline:
2,256 / 3,662 - 61.6%

FY 2015 Target:
3,124/ 3,675 - 85.0%

= Qutpatient Medical Care

= Early Intervention Services
= Medical Case Management
= Medical Transportation

= Mental Health Services

IV. Prescribed ART

Increase in the percentage
of clients with access to
prescribed HIV/AIDS
medications among
patients enrolled in Ryan
White-funded services

Antiretroviral Therapy (ART) Among Persons

in HIV Medical Care &
Antiretroviral Therapy

Prescription of HIV

Baseline:
2,574 /2,751 - 93.6%

FY 2015 Target:
2,300/ 2,800 - 85%

= Qutpatient Medical Care

= Pharmaceutical Assistance
= Medical Case Management
= Medical Transportation

V. Virally Suppressed

Increase in the percentage
of clients with a viral load
of <200 among patients
enrolled in Ryan White-
funded services

Viral Load Suppression
Medical Care & HIV Vi

Among Persons in HIV
ral Load Suppression

Baseline:
1,880/ 2,243 - 83.8%

FY 2015 Target:
2,250/ 2,500 -90.0%

= Qutpatient Medical Care

= Pharmaceutical Assistance
= Medical Case Management
= Medical Transportation

= Treatment Adherence

! New HIV diagnosis in the San Francisco EMA in calendar year 2012
2 Testing data is for CY 2012 and is for tests conducted using local, state, and federal funds only
*> Number of persons linked to care in CY 2012







FY15 RWPA
Application Budget

FY 2015 San Francisco EMA Ryan White Part A Budget Narrative

Obiject Class Categories Administration | Quality Management HIV Services MAI Total Justification

a. Personnel Admin QM HIV Services

Health Services Unit

INTERIM DIR. OF HEALTH SERVICES $ 49,057.00 $ 49.057.00 Charged with primary oversight for the administration of services and day-to-day operations of HIV Health Services
and the Ryan White Part A grant.

DIRECTOR OF CONTRACTUAL DEVELOPMENT . . L 5

& TECHINICAL ASSISTANCE $ 70,980.00 $ 70,980.00 |Charged with oversight of contract development, modications and renewals of all Ryan White Part A grant.

DIRECTOR OF CONTRACTUAL COMPLIANCE $ 57,005.00 $ 57,005.00 |Charged with oversight of contractor performance and compliance for White Part A grant.

HEALTH PROGRAM COORDINATOR 111 $ 51,528.00 $ 51,528.00 |Provides programmatic oversight and monitoring of case management and integrated services programs.

HEALTH PROGRAM COORDINATOR 111 $ 54,247.00 $ 54,247.00 [Provides programmatic oversight and monitoring of case management and integrated services programs.

HEALTH PROGRAM COORDINATOR $ 52,263.00 $ 52,263.00 |Assists in preparation of Part Application. Quality Mgmt training and coordinator of Contract Monitoring Process.

HEALTH PROGRAM COORDINATOR 111 $ 58,855.00 $ 58,855.00 [Provides programmatic oversight and monitoring of case management and integrated services programs.

PROGRAM SUPPORT ANALYST $ 58,855.00 $ 58,855.00 [Manages and collects CADR data: coordiante all eligibility issues/systems.

HIV ADMINISTRATOR $ 70,911.,00 $ 70.911.00 Coo_rdlnates the dev_e_lopr_nent process of contracts and Request for Proposals. Assists with the analysis of contractual
service costs and utilization data.

HEALTH PROGRAM COORDINATOR 1 $ 51,581.00 $ 51,581.00 [Provides programmatic oversight and monitoring of case management and integrated services programs.

EPIDEMIOLOGIST II $ 16,414.00 $ 16,414.00 P_rlnmp_al d_utles |n_c|u§e for data qualle, statl_stlca_l ana!y5|s, and interpretation of findings, manuscript preparation and
dissemination of findings. She supervises epidemiologist, data entry and data management

Contracts Unit

PRINCIPAL ADMIN. ANALYST $ 34,203.00 $ 34.203.00 Supervises contract m_anagement_s_taff_and assure_s contract development compliance. Responsible for contract
development, processing and notification of funding awards.

SENIOR ADMINISTRATIVE ANALYST $ 14,773.00 $ 14,773.00 |Processes contracts and assures compliance with local, state, and federal regulations.

ADMINISTRATIVE. ANALYST $ 16,890.00 $ 16,890.00 |Processes contracts and assures compliance with local, state, and federal regulations.

Budget Unit I I e I P

ADMINISTRATIVE ANALYST $ 42,224.00 $ 42,224.00 Analysis of contractor performance and financial information.

SENIOR ADMINISTRATIVE ANALYST $ 49,244.00 $ 49,244.00 Management of grant compliance and administration.

ADMINISTRATIVE ANALYST $ 42,224.00 $ 42,224.00 Fiscal processing of operating expenses, invoices & professional agreements.

Personnel Services

IS BUSINESS ANALYST SR. $ 21,653.00 _—_—_ $ 21,653.00 [Processes grantee payroll and benefits. Assists in personnel recruitment hiring process.

Accounting Services

Supervises accounting staff and oversees accounting activities and processes. Prepares financial reports and

PRINCIPAL ACCOUNTANT 28,415.00 28,415.00 S
performs account reconciliation.

Total Salaries 789,794.00 | $ $ 51,528.00 841,322.00

b. Fringe Benefits

FRINGE BENEFITS @45.29% of base salaries includes Social Security Tax, Retirement, Medicare, Health
Insurance, Dependent Coverage, Dental Insurance, Unemployment Insurance and Long Term Disability

Fringes Beneftis for 7 FTE Total $  24,170.00 381,300.00

c. Travel

Local and travel expenses $ 377.00 | $ - $ - $ - $ - $ - $ 377.00 |Travel: $0.52/mile for program monitoring and to provide contractor technical assistance for program staff.






FY15 RWPA

Application Budget

Obiject Class Categories Administration | Quality Management HIV Services MAI Total Justification
a. Personnel Admin QoM HIV Services
Out of Jurisdication $ 4,857.00 | $ - $ - - - $ - $ 4,857.00 [Staff Director 3 trips to Washington DC for grantee meeting. Estimated at $1,619/each = $4,857
Total Travel $ 5,234.00 | $ - $ - - - $ - $ 5,234.00
d. Equipment
I P - s I P
e. Supplies
These supplies ae necessary to properly care out adminstrative and clinical functions required by Ryan White Part A
SUPPLIES grant. G}ene_ral Offic_e Supplie_s such as pens, paper, binders, miscella.no.us supplies, ar_nd postage expenses for client
communication. Office Suppies = $200/mos X 12 mos = $2,400; Printing/Reproduction = $100/mos X 12 mos =
$ 4,071.00 | $ - $ - - - $ - $ 4,071.00 [$1,200 Printing/Reproduction = $39.25/mos X 12 mos = $471
f. Contractual
pdmin Contects S S4wm00 : : S S0 | . Grin Wrtng Comlating 5500, ACA Trainngsgaza
Quality Mgmt Contracts $ 350,000.00 $ 350,000.00 | This contract is to pay for Quality Mgmt services to ensure the services are compliant with Ryan White Part A grant.
Professional Services Contracts:
Outpatient/ Ambulatory Health Services $10,424,897 $ 494,093.00
AIDS Pharmaceutical Assistance (local)
Oral Health Care $ 1,972,819.00
Early Intervention Services
Home Health Care $ 1,121,603.00
Home and Community-based Health Services $ 584,168.00
Hospice Services $  2,430,139.00
Mental Heatlh Services $  2,016,214.00
I\A/I;::r::ccez;se Management (including Treatment $  5441,108.00 $ 187,195.00
Case Management (non-Medical) $ 1,271,817.00
Emergency Financial Assistance $  2,480,211.00
Food Bank/ Home-Delivered Meals $  1,255,127.00
Housing Services $  2,603,721.00
Legal Servics $ 674,297.00
Medical Transportation Services
Outreach Services $ 634,240.00
Psychosocial Support Services $ 470,673.00
Substance Abuse Services - residential
Total Contractual Services $ 33,381,034 $ 681,288 | $  34,062,322.00 | These contracts will provide the Profesinal Services Component of Ryan White Part A grant
g. Construction






FY15 RWPA
Application Budget

Obiject Class Categories Administration | Quality Management HIV Services MAI Total Justification
a. Personnel Admin QM HIV Services
h. Other
These supplies ae necessary to properly care out adminstrative and clinical functions required by Ryan White Part A
Other Expenses grant. Rent 22,000, Training 6,500, Courier 500, Storage 500, Server Maintance 2,000, Reproduction 2,000,
$ 37,546.00 | $ - $ - $ - $ - $ - $ 37,546.00 |Meeting 4,046
i. Total Direct Charges $  1730213.00 | $ 350,000.00 | $ 33,381,034.00 [ $  75,698.00 | $ - |$  681,288.00 | $  36,218,233.00

j. Indirect Charges

k. TOTALS $  1,730,213.00 | $ 350,000.00 | $ 33,381,034.00 | $  75,698.00 | $ - |$ 681,288.00 | $  36,218,233.00

Program Income







ACHIEVING RESULTS ACROSS THE CONTINUUM OF HIV CARE:
SAN FRANCISCO EMA FY 2015 RYAN WHITE PART A
COMPETING CONTINUATION APPLICATION NARRATIVE

“The United States will become a place where new HIV infections are rare and when
they do occur, every person, regardless of age, gender, race/ethnicity, sexual
orientation, gender identity or socioeconomic circumstance, will have unfettered
access to high-quality, life-extending care, free from stigma and discrimination.”1

- Vision for the National HIV/AIDS Strategy, July 2010

INTRODUCTION

The San Francisco Eligible Metropolitan Area (EMA) respectfully requests a total of
$36,218,233 in Ryan White Part A Formula and Supplemental funding to allow our region
to continue to meet the ongoing local crisis of HIV infection in an effective and strategic
manner which is fully coordinated within the overarching HIV Continuum of Care.
Requested funds will continue to ensure a seamless, comprehensive, and culturally
competent system of care focused on the complementary goals of: a) reducing inequities
and disparities in HIV care access and outcomes, and b) ensuring parity and equal access to
primary medical care and support services for all residents in the region. The FY 2015 Part
A Service Plan described in our application strikes a balance between providing an
integrated range of intensive health and supportive services for complex, severe need, and
multiply diagnosed populations and expanding and nurturing the self-management and
personal empowerment of persons living with HIV. The Plan also incorporates expanded
integration which HIV outreach, testing, linkage, and care retention services while
incorporating the perspectives and input of a broad range of consumers, providers, and
planners from across our region, as well as findings of key data sources described below.
The FY 2015 Part A application presents a
balanced and effective strategy to both preserve
and advance a tradition of HIV service
excellence in the San Francisco EMA.

Located along the western edge of the San
Francisco Bay in Northern California, the San
Francisco Eligible Metropolitan Area (EMA) is a  African
unique, diverse, and highly complex region. American

Figure 1. Ethnic Distibution of San
Francisco Residents, 2010 Census

Encompassing three contiguous counties - W Latino /
Marin County to the north, San Francisco Hispanic
County in the center and San Mateo County to Asian / Pl
the south - the EMA has a total land area of

1,016 square miles, an area roughly the size of = White
Rhode Island. In geographic terms, the EMA is

very narrow, stretching more than 75 miles w Other

from its northern to southern end, but less than
20 miles at its widest point from east to west.
This complicates transportation and service
access in the region, especially for those in
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Marin and San Mateo Counties. In San Mateo County, a mountain range marking the
western boundary of the San Andreas Fault bisects the region from north to south, creating
challenges for those attempting to move between the county’s eastern and western sides.
The San Francisco (SF) EMA is also unusual because of the dramatic difference in the size of
its member counties. While Marin and San Mateo Counties have a land area of 520 and 449
square miles, respectively, San Francisco County has a land area of only 46.7 square miles,
making it by far the smallest county in California geographically, and the sixth smallest
county in the US in terms of land area. San Francisco is also one of only three major cities
in the US (the others are Denver and Washington, DC) in which the city’s borders are
identical to those of the county in which it is located. The unification of city and county
governments under a single mayor and Board of Supervisors allows for a streamlined
service planning and delivery process.

According to 2010 US Census data, the total population of the San Francisco EMA is
1,776,095.2 This includes a population of 252,409 in Marin County, 805,235 in San
Francisco County, and 718,451 in San Mateo County, with widely varying population
densities within the three regions. While the density of Marin County is 485 persons per
square mile, the density of San Francisco County is 17,170 persons per square mile - the
highest population density of any county in the nation outside of New York City. While San
Mateo County lies between these two extremes, its density of 1,602 persons per square
mile is still more than ten times lower than its neighbor county to the north. These
differences necessitate varying approaches to HIV care in the EMA.

The geographic diversity of the San Francisco EMA is reflected in the diversity of the
people who call the area home. Over half of the EMA’s residents (53.3%) are persons of
color, including Asian/Pacific Islanders (26.7%), Latinos (19.3%), and African Americans
(4.3%). In San Francisco, persons of color make up 58.1% of the total population, with
Asian residents alone making up over one-third (33%) of the city's total population (see
Figure 1). The nation’s largest population of Chinese Americans lives in the City of San
Francisco, joined by a diverse range of Asian immigrants, including large numbers of
Japanese, Vietnamese, Laotian, and Cambodian residents. A large number of Latino
immigrants also reside in the EMA, including native residents of Mexico, Guatemala, El
Salvador, and Nicaragua. EMA-wide, 31.6% of residents were born outside the US and
41.7% of residents speak a language other than English at home with over 100 separate
Asian dialects alone spoken in SF. Only half of the high school students in the City of San
Francisco were born in the United States, and almost one-quarter have been in the
country six years or less. A total of over 20,000 new immigrants join the EMA's population
each year, in addition to at least 75,000 permanent and semi-permanent undocumented
residents.

NEEDS ASSESSMENT
1) Jurisdictional Profile

1.A) HIV/AIDS Incidence and Prevalence Table - 2011 - 2013 - See Figure 2 below
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Figure 2. HIV Incidence & Prevalence in San Francisco EMA
2011-2013

Reporting Categories CY 2011 CY 2012 CY 2013

HIV Incidence:

Number of new HIV cases reported
during calendar year, including
persons with AIDS

506 501 423

HIV Prevalence:

Number of persons living with HIV
at the end of calendar year,
including persons with AIDS

17,787 18,082 18,332

1.B) HIV/AIDS Demographic Table - Please see Attachment 3
1.C) HIV/AIDS Epidemiology Narrative

Disproportionate Impact of HIV: More than three decades into the HIV
epidemic, the three counties of the San Francisco EMA continue to be devastated by
HIV - an ongoing crisis that has exacted an enormous human and financial toll on our
region. According to the State of California, as of June 30, 2014, a total of 33,761
cumulative AIDS cases had been diagnosed in the EMA, representing just under one in five
of all AIDS cases ever diagnosed in the state of California (n=169,588).3 Over 22,978
persons have already died as a result of HIV infection in the EMA. As of December 31, 2013,
a total of 18,332 persons were known to be living with HIV infection in the EMA's three
counties, including 6,617 persons living with HIV and 11,715 persons living with AIDS.
(see Table in Attachment 3).* This represents an EMA-wide HIV infection incidence of
1,032.2 cases per 100,000 persons, meaning that approximately 1 in every 97 residents
of the San Francisco EMA is now living with HIV. A total of 1,430 new HIV cases were
diagnosed in the EMA over the three-year period between January 1, 2011 and December
31, 2013 alone, representing 7.8% of all persons living with HIV as of that date.

At the epicenter of this continuing crisis lies the City and County of San Francisco, the
city hardest-hit during the initial years of the AIDS epidemic. Today, the City of San
Francisco continues to have the nation’s highest per capita prevalence of cumulative
AIDS cases,> and HIV/AIDS remains the leading cause of death in the city among all
age groups, as it has been for nearly two decades.® The number of persons living with
AIDS in San Francisco has increased by over 20% over the last decade alone - a percentage
that does include more rapidly escalating non-AIDS HIV cases. Through June 30, 2104, a
cumulative total of 29,592 cases of AIDS have been diagnosed in San Francisco, accounting
for nearly 3% of all AIDS cases ever identified in the US as of the end of 2011
(n=1,138,211) and nearly 18% of all AIDS cases diagnosed in California, despite the fact
that San Francisco County contains only 2% of the state’s population.” As of the end of
2013, a total of 15,898 San Franciscans were living with AIDS or HIV, representing 86.7%
of all persons living with HIV/AIDS in the EMA, for a staggering citywide prevalence of
1,974.3 cases of HIV per 100,000. This means that 1 in every 50 San Francisco

3
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residents is now living with HIV disease - an
astonishing concentration of HIV infection
in a city with a population of just over
800,000. As of December 2013, the incidence
of persons living with AIDS per 100,000 in San
Francisco County was over nearly ten times 2500
that of Los Angeles County (270.5 per 2000
100,000) and nearly three times that of New
York City (820.6 per 100,000) (see Figure 3).8 | 1500 -

Figure 3. Persons Living with AIDS
Per 100,000 Population - Selected
Metropolitan Areas

The local HIV epidemic's most 1000 -
disproportionate impact remains among gay
and bisexual men. While the proportionate 500 .
impact of HIV on MSM has declined over time 0 . . .
in other parts of the US, MSM in the San Los  NewYork  San
Francisco EMA constitute fully 85.5% of Angeles City  Francisco
persons living with HIV/AIDS (PLWHA) in our County City &
region (15,670), including 13,071 men County

infected with HIV through MSM contact only
(71.3% of all PLWHA) and 2,599 MSM who also injected drugs (14.2% of all PLWHA).
This represents an increase from the end of 2008, when MSM made up 82.3% of all
PLWHA. By comparison, only 36.2% of PLWHA in New York City as of December 31, 2012
were listed as infected through MSM contact.? Factors underlying this difference include
the high proportion of gay and bisexual men living in the EMA, particularly in the city of
San Francisco; the large number of long-term MSM HIV survivors; growing rates of STD
infection among MSM; and relatively high local drug use rates. A startling 31.2% of all
gay-identified MSM in the San Francisco EMA may already be HIV-infected, setting
the stage for a continuing health crisis that will impact the future of our region for
decades to come. By contrast, less than 0.4% of heterosexual men are estimated to be
HIV-infected in the San Francisco EMA.

Additionally, a large and rapidly growing proportion of persons living with HIV and
AIDS in our region are persons age 50 and above. This is attributable both to the long
history of the HIV/AIDS epidemic in our EMA - resulting in a large proportion of long-term
survivors - and to the region's hard-fought success in bringing persons with HIV into care
and prolonging the length of their lives. As of December 31, 2013, for the first time, more
than half of all persons living with HIV/AIDS in the EMA (51.8%) are age 50 or older,
including 1,269 PLWHA age 65 or older. This represents a startling increase of 31.1% in
the number of PLWHA 50 and older living in the EMA since December 2006. At the same
time, persons 50 and older also now make up nearly 3 out of every 5 persons living with
AIDS in our EMA, constituting 59.0% of the region’s PLWA population (n=6,906). This
growing aging population creates dramatic challenges for the local HIV service system,
including the need to develop systems to coordinate and integrate HIV and geriatric care
and to plan for long-term impacts of HIV drug therapies.

In terms of ethnic minority representation, both African American and Caucasian
populations are disproportionately affected by HIV in relation to the overall EMA
population, while Latino and Asian/Pacific Islander are underrepresented in relation to
the general population. Certainly the most dramatic over-representation occurs among

4
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African Americans. While only 4.3% of EMA residents are African American, they make
up 13.3% of the combined PLWHA population in the San Francisco EMA. This means that
more than three times the percentage of African Americans are infected with HIV as their
proportion in the general population. And while 59.9% of all PLWHA are white, only
46.7% of EMA residents are white. By contrast, Asian/Pacific Islanders make up 26.7% of
the EMA's total population but comprise 5.7% of PLWHA cases while Latinos constitute
18.5% of PLWHA but make up 19.3% of EMA residents. However, new HIV cases will soon
create a disproportionate impact among both Asian and Latinos populations, with PLWH
increases of 12.7% among Pacific Islanders and 6.4% among Latinos over the two-year
period between December 31, 2011 and December 31, 2013 alone.

Homeless and formerly incarcerated individuals are also disproportionately
impacted by HIV in our region. While the combined annual EMA-Wide Homelessness Rate
is estimated at 1,571 per 100,000, including an estimated 13,500 chronic homeless and
another 13,140 individuals who become homeless at some point each year,10 the combined
annual EMA-Wide homelessness rate among persons living with HIV and AIDS is estimated
at 7,999 per 100,000 - a rate more than four times the rate of homeless among the
general population. Meanwhile, according to the Center on Juvenile and Criminal Justice, a
total of 18,857 EMA residents were imprisoned at some point during calendar year 2011,12
while more than 43,000 annual bookings take place in the three-county region.13 While
available reports do not reveal how many of these arrested are among unduplicated
persons, a conservative estimate based on prevailing recidivism rates would be 17,500
unduplicated individuals arrested and incarcerated each year in the EMA, for an estimated
total of 50,000 individuals spending time in incarceration facilities over the past three
years - a rate of 2,815 per 100,000. According to Ryan White service data for Forensic
AIDS Project - the local Center of Excellence serving recently incarcerated persons - a total
of at least 623 unduplicated individuals incarcerated in the San Francisco County jail were
HIV-positive and receiving Ryan White services between July 1, 2009 and June 30, 2012
representing 8.1% of the city’s total Ryan White caseload of 7,660 clients as of February
28, 2012, for a three-year incarceration rate of 8,133 per 100,000 - a rate more than
three times that of the general population.

Underrepresented Populations in the Ryan White System: The chart below
compares the population of PLWHA enrolled in the San Francisco EMA Ryan White system
of care for FY 2013-2014 with the EMA’s combined PLWHA population as of 12/31/13 (see
Figure 4)

Figure 4. Comparison of San Francisco EMA Ryan White Clients
with Overall PLWHA Population

Total Unduplicated .
Demographic Group / Exposure Clients Enrolled in Cemibinen) =i EMA Population
. : PLWHA Population .
Category Ryan White Services as of 12/31/13 Variances
- 3/1/13 - 2/28/14
Race/Ethnicity
African American 1420 20.5% 2433 13.3% +7.3%
Latino / Hispanic 1668 24.1% 3388 18.5% +5.6%
Asian / Pacific Islander 379 5.5% 1054 5.7% - 0.3%
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Total Unduplicated .
Demographic Group / Exposure Clients Enr%lled in gfwzxid =l EMA Population
. . opulation :
Category Ryan White Services as of 12/31/13 Variances
- 3/1/13 - 2/28/14
White (not Hispanic) 3052 44.1% 10986 59.9% - 15.8%
Other / Multiethnic / Unknown 396 5.7% 471 2.6% +3.2%
6915 100% 18332 100% [ G
Gender
Female 789 11.4% 1209 6.6% +4.8%
Male 5915 85.5% 16727 91.2% -5.7%
Transgender 211 3.1% 396 2.2% + 0.9%
6915 100% 18332 100%
Age
0- 24 Years 139 2.0% 222 1.2% +0.8%
25 - 44 Years 2143 31.0% 5860 32.0% -1.0%
45 - 54 Years 2536 36.7% 6863 37.4% - 0.8%
55 - 64 Years 1658 24.0% 4118 22.5% +1.5%
65 Years and Above 439 6.3% 1269 6.9% - 0.6%
6915 100% 18332 100% |1
Transmission Categories
MSM 3914 56.6% 13071 71.3% -14.7%
Injection Drug Users 748 10.8% 1294 7.1% + 3.8%
MSM Who Inject Drugs 655 9.5% 2599 14.2% -4.7%
Heterosexuals 418 6.0% 793 4.3% +1.7%
Other 211 3.1% 81 0.4% +2.6%
Unknown 969 14.0% 494 2.7% +11.3%
TOTAL 6915 100% 18332 100% -

Compared to their proportion of HIV/AIDS cases, women, persons of color,
heterosexuals, and transgender people are over-represented in the local Ryan White-
funded system, Meanwhile, whites, men, and MSM are underrepresented due largely to
higher average incomes and higher rates of private insurance which reduce their need to
rely on Ryan White-funded care. For example, while women make up only 6.6% of all
PLWHA in the EMA, they comprise 11.4% of all Ryan White clients as of February 28, 2014
(n=1,209). Meanwhile, while whites make up 59.9% of all PLWHA in the EMA, they
comprise only 44.1% of Ryan White clients as of the same date (n=3,054). Ryan White
clinics provide primary medical care to a population that is disproportionately made up of
persons of color, women, persons with low incomes, the homeless, heterosexuals, and
injection drug users. Additionally, local Part D programs primarily serve young people and
women, while Part C programs such as those operated by the San Francisco Clinic
Consortium serve the full spectrum of clients, including the homeless, persons of color,
women, and gay/bisexual men. Fully 20.5% of Ryan White clients in the San Francisco
EMA are African American (n=1,420) despite the fact that they comprise 13.3% of all
persons with HIV/AIDS in the EMA. At the same time, San Francisco’s seven Centers of
Excellence which focus on underserved and hard-to-reach populations serve a population
that is 30.6% African American.l* Women, representing 6.5% of the total PLWHA
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population, make up 21.7% of all Centers of Excellence clients. Transgendered people
make up 3.0% of persons served through the Ryan White system and 5.4% of persons
served through Centers of Excellence while making up 2.1% of all persons living with HIV
and AIDS in the EMA. All of these statistics highlight the progress the San Francisco
EMA has made in reaching and bringing into consistent care the most impoverished
and highly underserved HIV-infected residents of the region.

New and Emerging Populations Not Reported in Previous Year’s Application: No
new or emerging populations not previously identified have been identified during the
most recent 12-month epidemiological reporting period.

2.A) UNMET NEED
2.A.1) Unmet Need Framework - See Table in Attachment 4

2.A.2) Changes in Unmet Need Percentage - See Figure 5

Figure 5.
Reported Percentages of Unmet Need in San Francisco EMA - FY 2011 - FY 2013
FY 2010-2011 FY 2011-2012 FY 2012-2013
11% 12% 13%

The table above shows the percentage of unmet need in San Francisco for fiscal years
2011-2013, based on calculations made for a July 1 - June 30t cycle for each year and
reported in each year’s Ryan White Part A application. The table shows a slight annual
increase in the percentage of persons with unmet need in the EMA between FY 2011 and
FY 2012, following a decrease between FY 2010 and FY 2011. This change is believed to be
due to more complete HIV surveillance reporting, which allows our EMA to capture more
PLWH not regularly receiving care who were unreported in previous years.

2.A.3) Incorporating Unmet Need Data in Planning & Decision-Making

Demographics and Location of People Who Know Their HIV Status but are Not in
Care: Continually enhanced data collection and reporting systems in the San Francisco
EMA have given our region ability to compare specific unmet need among PLWHA. For the
period July 1, 2012 through June 30, 2013 we estimated these populations across four
critical categories: HIV/AIDS status, gender, race/ethnicity, and age group - results that are
reported in Figure 6 on the following page. While San Francisco has pioneered several
new approaches to mapping HIV-infected PLWHA in the city using zip codes and census
tracts as a way to help target HIV testing outreach and prevention efforts. However, these
methods are unreliable in terms of predicting place of residence for persons who are either
out of care or unaware of their HIV status, in part because of the transience of persons with
HIV in San Francisco and in part because of the extensive in-migration of persons with HIV
who travel to the EMA seeking care.
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Figure 6. San Francisco EMA Demographic Analysis of People in and Out of Care
July 1, 2012 through June 30, 2013: ALL Persons Living with HIV or AIDS (PLWHA)*

41 #2; #3: #4: ;S:f #6:
. . : Number | Number | % of Unmet 00 % of Total
Characteristic
P:Lln’;:ﬁ) | with Met fwith Unmet| ~ Need w‘f;f‘iﬁ:’;l’; | PLWHA
P Need Need (Population** Need** Population**
All PLWHA 21,339 18,573 2,766 100.0% 13.3% 100.0%
HIV /AIDS Status
PLWA 12,890 11,679 1,151 41.6% 9.2% 60.3%
PLWH / no AIDS 8,449 6,894 1,615 58.4% 19.6% 39.7%
Gender at Birth
Male 19,748 17,175 2,575 93.1% 13.4% 92.5%
Female 1,591 1,398 191 6.9% 12.3% 7.5%
Race/Ethnicity:
White 12,718 11,108 1,606 58.1% 13.0% 59.6%
African American| 2923 2,521 405 14.6% 14,2% 13.7%
Latino 3,955 3,462 491 17.7% 12.7% 18.5%
Asian/PI 1,190 1,023 168 6.1% 14,5% 5.6%
Other 554 460 96 3.5% 17.8% 2.6%
Age in Years*:
0-19 55 43 13 0.5% 24.6% 0.3%
20-29 1,073 864 214 7.8% 20.5% 5.0%
30-39 3,108 2,534 589 21.3% 19.5% 14.6%
40-49 7,629 6,611 1,020 36.9% 13.7% 35.8%
50-59 6,585 5,907 662 23.9% 10.3% 30.9%
60 or older 2,889 2,614 266 9.6% 9.5% 13.5%

* Age at the beginning of the time period.
** Column calculations: Column #4 = Column #3 / total with unmet need (n=2,502); Column #5 = Column #3
/ Column #1; Column #6 = Column #1 / total number PLWHA (n=20,791)
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Trends Associated with the Past Three Years Regarding Unmet Need: Figure 4
above lists percentage of unmet need in San Francisco for July 1, 2010 - June 30, 2013, and

demonstrates a steady through gradually increasing percentage of persons with an unmet
need for HIV primary medical care in the San Francisco EMA, from 11% in FY 2011 to 11%
in FY 2012 to 13 % in FY 2013. As noted above, the decrease in unmet need is believed to
be largely due to more complete HIV surveillance reporting, which allows our EMA to
capture more PLWH not regularly receiving care who were unreported in previous years. It
can also be attributed in part to an ongoing decrease in the number of new persons
becoming infected with HIV in the EMA each year, which helps explain why fewer
individuals who are living with non-AIDS HIV are unaware of their HIV status. A
comparison of this year’s data with the unmet need demographics data produced four
years ago, for the period July 1, 2008 through June 30, 2009, reveals, for example, that
while persons with non-AIDS HIV made up 70% of the total unmet need population two
years ago (n=2,567) they make up only 58% of the unmet need population this year
(n=1,615). At the same time, while the percentage of out-of-care PLWA has increased from
30% to 42%, the actual number of out-of-care PLWA has shown only a slight increase over
the same two-year period, from 1,115 to 1,151. Few other significant demographic
changes in the out-of-care population have occurred over the past two years, with the
exception of an increase in the percentage of out-of-care Latinos from 16% to 18%.

Methods Used to Assess Service Needs, Gaps, and Barriers to Care for People Not
in Care: Assessment of service gaps and barriers to care for out-of-care populations
remains a critical component of the EMA’s comprehensive needs assessment process. The
last full-scale needs assessment, conducted in 2008, included a significant focus on persons
not in care. Among the key findings of the Assessment related to unmet need were the
following: a) 60% of survey respondents who stated that they were currently out of care
were African American; b) 100% of all out of care survey respondents stated that they
were living at or below 150% of federal poverty level; c) 23% of out of care respondents
were female; and d) of individuals who had been out of primary medical care for a year or
more, only 18% reported being on antiretroviral treatments, versus 75% of the overall
survey population. At the time of the assessment, these and other findings led to
strengthened funding request for Centers of Excellence programs specifically directed
toward African Americans and women, while work in collaboration with local CoEs was
strengthened to extend outreach efforts to out-of-care populations while continuing to
support Treatment Adherence to help complex populations remain in care.

How Results of the Unmet Need Framework are Reflected in Planning and
Decision Making in the SF EMA: Results of the Unmet Needs Framework analysis are
presented to the San Francisco HIV Health Services Planning Council during the
prioritization and allocation process and play a critical role in helping influence and shape
both service category and funding decisions. Findings related to unmet need among ethnic
minority populations, for example, have helped to reinforce the approach of funding
Centers of Excellence that create centralized service structures for severe need and hard-
to-reach populations, particularly Latinos and African Americans. Findings related to
unmet need among young people have influenced decisions to continue prioritizing
substance abuse services to address chemical addiction barriers that can limit young
people’s ability to access HIV testing and care. The Unmet Needs Framework is an
important document through which the Planning Council determines how best to allocate
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resources to bring more persons with HIV into care and to create service responses that
meet the needs of expanding populations.

2. B) Early Identification of Individuals with HIV/AIDS (EIIHA)

2.B.1) EIIHA Data

Chart A.
San Francisco EMA Newly Diagnosed HIV Test Events
January 1 - June 30, 2014

Data Elements MSM IDU MTF/M
* Number of test events 9720 548 482
* Number of newly diagnosed positive 113 3 9
test events
* Number of newly diagnosed positive 66* 3*
test events with clients with reported 1* Incomplete
linkage to medical care linkage data
* Number of newly diagnosed confirmed 108 2 9

positive test events

Number of newly diagnosed confirmed
positive test events with client 106 2 9
interviewed for Partner Services

Number of newly diagnosed confirmed
positive test events with clients 108 2 9
referred to prevention services

Total number of newly diagnosed
confirmed positive test events who

* * *
received CD4 cell count and viral load 66 1 3
testing
Chart B.
San Francisco EMA Previously Diagnosed HIV Test Events
January 1 - June 30, 2014
Data Elements MSM IDU MTF/M
* Number of test events 9720 548 482
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Chart B.
San Francisco EMA Previously Diagnosed HIV Test Events
January 1 - June 30, 2014

Data Elements MSM IDU MTF/M
* Number of previously diagnosed
" 11 0 0

positive test events
* Number of previously diagnosed

positive test events with clients with ~ 0 0

reported re-engagement in HIV medical

care
* Number of previously diagnosed 10 0 0

confirmed positive test events

* Number of previously diagnosed
confirmed positive test events with 7 0 0
client interviewed for Partner Services

* Number of previously diagnosed
confirmed positive test events with 3 0 0
clients referred to prevention services

* Number of previously diagnosed
confirmed positive test events liked to
and accessed CD4 cell count and viral
load testing

2.B.2) FY 2015 EIIHA Plan
2.B.2.a) Planned Activities of the San Francisco EMA EIIHA Plan for FY 2015

Estimate of HIV-Positive Individuals Who Are Unaware of Their Serostatus: The
San Francisco EMA has solid indications that it has achieved significant success in reducing
the number of persons with HIV in the EMA who are unaware of their serostatus. As
recently as our last Part A application, the EMA estimated that a total of approximately
3,339 individuals were infected with HIV but unaware of their serostatus as of the end of
2012, representing 14.4% of all persons currently estimated to be infected with HIV in our
region. This estimate - still lower than the CDC’s 2013 estimate of 18% HIV-infected
unaware nationally - was derived by calculating a proportion of persons with AIDS to
persons with HIV of 1:1 based on consensus epidemiological meetings conducted in San
Francisco in 2012. However, the EMA’s aggressive engagement approach, combined
with rapid implementation of new scientific advances, have now led to the lowest
rate of undiagnosed HIV infection in the country, currently estimated at only 6.4%,
with viral load suppression rates that far surpass the national average (68% in SF vs.
25% nationally).15 This would mean that only 1,173 HIV-infected and unaware persons
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were living in the San Francisco EMA as of December 31, 2013. As expressed in a recent
article in the Journal of Acquired Immune Deficiency Syndrome, ““Treatment as prevention’
may be occurring in San Francisco”.16

Target Populations for FY 2015 EIIHA Plan: To define and focus EIIHA activities,
the following three populations will continue to serve as the key target groups for the FY
2015 San Francisco EMA EIIHA Plan:

1. Males Who Have Sex with Males (MSM)
2. Injection Drug Users (IDU)
3. Transgender Females Who Have Sex with Males (TGF/M)

Primary Activities to be Undertaken: The FY 2015 EIIHA Plan will encompass two
broad activity areas which mirror those of the FY 2013 and FY 2014 Plans. The first of
these areas involves continuing to identify individuals who are unaware of their HIV status
and providing high-quality rapid antibody testing and acute RNA pooled screening for most
MSM. San Francisco is in the process of implementing so-called “rapid 4th generation”
combination antibody / antigen (Ab/Ag) tests which differ from previously developed
screening technologies by identifying not only HIV antibodies but also HIV-1 p24 antigens,
which in turn allows for the identification and rapid treatment of acute HIV-1linfection. All
other existing HIV screening technologies have window periods exceeding the acute
infection period, which may result in false negative tests in acutely-infected patients, and in
turn miss not only an HIV diagnosis but the opportunity to intervene with treatment and
counseling at the time when an individual is most likely to pass his or her HIV infection on
to others. Additionally, the new 4th generation HIV Ab/Ag combination assays are
extremely fast, and can be processed in as few as 29 minutes, making them extremely
practical for use in virtually all opt-out testing settings. San Francisco has applied for and is
in the process of obtaining a CLIA waiver for the use for the rapid 4t generation test. Once
the waiver is received, the EMA will begin to convert all publicly funded HIV testing to this
method, while continuing pooled RNA testing on high risk populations.

The second key activity area involves ensuring that HIV-positive individuals are
successfully linked to essential medical and social services based on individual need.
Specific activities to be undertaken through the Plan will be tailored to meet the needs of
its three identified target population groups, with a particular emphasis on continuing to
enhance systems to link newly identified HIV-positive individuals to care and to support
them in remaining in care as they transition into acceptance of their HIV status.

Major Collaborations: As sister units in the San Francisco Department of Public
Health AIDS Office, HIV Health Services works in close partnership with the Community
Health Equity and Promotion Branch to plan services, design interventions, and share data
and emerging findings. The Disease Control and Prevention Branch, which oversees the
LINCS program, is also a key collaborator. Through a strong working relationship, the three
units are able to closely coordinate prevention and care planning and interventions with
the goal of maximizing available resources and ensuring a seamless testing system in the
EMA. The collaboration also aims to ensure non-duplication and non-supplantation of Ryan
White Program funding. The collaboration is augmented by strong working relationships
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involving virtually all providers of HIV-specific prevention and care services in the EMA, as
well as agencies serving high-prevalence populations at risk for HIV infection.

The two San Francisco County agencies and a broad range of related programs and
services in the EMA operate through the region’s Continuum of HIV Prevention, Care,
and Treatment - a model developed through the Enhanced Comprehensive HIV
Prevention Plan (ECHPP) process and continued as part of core HIV prevention funding
from CDC. The Continuum specifically focuses on HIV testing, partner services, linkage,
retention, re-engagement, and treatment adherence and supports entry into and
retention in care through sectors such as mental health services, substance abuse
treatment, housing support, and medical case management. The model also incorporates
the Department’s Linkage Integration Navigation Comprehensive Services (LINCS)
Program, an innovative approach to care linkage and retention involving teams that work
one-on-one with newly identified or out-of-care clients that ensure effective linkage to
engagement in care.

Although not required by HRSA, in San Francisco, the HIV Health Services Planning
Council is charged with coordinating both Part A and B and services to maximize the
impact of these two funding streams. This service planning process is in turn coordinated
with all units of the former San Francisco AIDS Office, including the Community Health
Equity and Promotion and the Disease Prevention and Control Branches, in order to
enhance regional efforts to identify and link to care persons with HIV who are unaware of
their positive status. At the same time, representatives of agencies receiving funds through
Ryan White Parts C, D, and F play an active role on the Planning Council to ensure
integration and coordination of EITHA activities with other Ryan White-funded services.

The San Francisco EMA EIIHA system is designed to ensure that any door is the right
door to HIV testing and treatment and that potential clients are able to access HIV services
from any point in the EMA'’s health and social service network. To accomplish this outcome,
the EMA has created extensive service partnerships and collaborations with providers
across our region that are designed to link and integrate HIV prevention and care, and to
create effective data and referral interfaces among public and private providers which
enhance information-sharing and communication. The EMA has also strongly emphasized
the need to work toward linking and merging the concepts of prevention and care and to
eliminate arbitrary distinctions that can serve as barriers to planning and resource sharing
and can unintentionally act as barriers to client entry into care. To ensure a fully linked and
coordinated system, planning meetings are held throughout the EMA involving the
broadest possible range of provider groups to plan and develop systems for strengthening
mutual information-sharing, support, and client linkage programs. A number of community
planning bodies that incorporate extensive consumer participation - including the San
Francisco HIV Health Services Planning Council and HIV Prevention Planning Council - help
develop and enhance HIV access across systems, while ensuring that consumer voices and
perspectives are incorporated into systemic and policy decisions. Meanwhile, County
agencies are engaged in extensive provider outreach and education efforts designed to
bring a greater level of participation, cooperation, and quality monitoring to the HIV
programs of non-publicly funded organizations and entities.

Planned Outcomes of FY 2015 EIIHA Plan: The FY 2015 San Francisco EMA EITHA
Plan has three primary goals: 1) to increase the number of individuals in Marin, San
Francisco, and San Mateo counties who are aware of their HIV status; b) to increase the
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number of HIV-positive individuals in our region who are effectively engaged in HIV care;

and c) to reduce disparities in regard to both HIV infection and HIV testing access. Specific
objectives and activities through which progress toward these goals will be measured are

described in greater detail in the population-specific section below.

It is important to stress the fact that one of the most important aspects of HRSA’s
EITHA initiative lies in its potential to significantly reduce disparities in HIV access and
services for underserved HIV-infected populations. This is an outcome which mirrors one
of the three central goals in the National HIV/AIDS Strategy for the US, which involves
reducing HIV-related health disparities. By incorporating routine HIV testing in medical
settings where under-served populations are seen, the EIIHA plan will reach many
individuals who would not otherwise voluntarily seek or be offered HIV testing, including
MSM of color, substance users, women, uninsured and economically impoverished
populations, homeless persons, and young MSM - all populations that have experienced
historical HIV access and treatment disparities along with high rates of late HIV testing. The
San Francisco EMA will utilize its EIIHA plan and matrix to focus on increasing awareness
of HIV status and promoting treatment utilization among underserved populations as a
way to continue to address HIV-related health disparities.
2.B.2.b) How the FY 2015 Plan Contributes to the Goals of the National HIV/AIDS
Strategy: The goals and objectives of the proposed FY 2015 EIITHA Plan continue to be fully
consistent with and contribute to the goals of the White House Office of AIDS Policy’s
National HIV/AIDS Strategy, including the Strategy’s three primary goals of: 1) reducing the
number of people who become infected with HIV, 2) increasing access to care and opti-
mizing health outcomes for people living with HIV, and 3) reducing HIV-related health
disparities.1” Our local EIIHA strategy is also fully consistent with HRSA’s goal of making
unaware individuals aware of their HIV status, particularly in terms of the strategy’s
aggressive approach to reaching and testing highly impacted HIV populations in the San
Francisco EMA.
2.B.2.c) Relationship to Unmet Need Estimate and Activities: The FY 2015 EIIHA Plan
responds to the EMA’s annual unmet need process both prospectively and retrospectively.
In a prospective sense, the EIIHA Plan seeks to significantly decrease the number of
persons living with HIV/AIDS in the region who are unaware of their HIV status. This is
particularly critical at a time when health care reform is creating new options for
increasing the number of low-income persons with HIV who are able to access affordable,
high-quality health care coverage. Retrospectively, the EIIHA Plan utilizes unmet needs
data to prioritize specific target populations on which to focus regional outreach, testing,
and care linkage and retention activities and resources.
2.B.2.d) How the FY 2014 EIIHA Plan Influenced the FY 2015 Plan: A key facet of our
EITHA plan is that it is highly flexible in order to incorporate new prevention advances and
community input and engagement in real time. In addition, HIV testing and linkage models
identified in the 2014 Plan have proved successful in reducing undiagnosed infection and
improving linkage to care, so these models will continue. The EMA is examining emerging
interventions to enhance early intervention including pre-exposure prophylaxis (PrEP),
same day linkage to care, and widespread use of rapid 4th generation rapid antigen
/antibody testing.
2.B.2.e) Planned Efforts to Remove Legal Barriers: Opt-out testing is now routine in our
EMA with no barriers. Most existing barriers are related to cross-jurisdictional issues
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related to linkage and partner services and the legal parameters of sharing patient data. As
these issues are resolved, our ability to track, monitor, and enhance testing and care across
our three counties will increase dramatically.

2.B.2.f) FY 2015 Target Populations: As noted above our three EITHA target populations
for FY 2015 are: 1) Males Who Have Sex with Males (MSM); 2) Injection Drug Users (IDU);
and 3) Transgender Females Who Have Sex with Males (TGF/M).

Why Target Populations Were Chosen: The three FY 2015 target populations were
selected on the basis of three key factors. First, from an epidemiological standpoint, these
three populations together encompass approximately 95% of all persons currently living
with HIV/AIDS in the San Francisco EMA. MSM alone - including MSM who inject drugs -
alone make up 85.5% of all HIV/AIDS cases in the region as of December 31, 2013, while
non-MSM IDU make up another 71.% of all local PLWHA. Second, the populations
represent the three groups most highly prioritized in the EMA’s recent Jurisdictional HIV
Prevention Plans, which represent the product of intense study and collaborative planning.
And third, the selected populations contain the highest rates of new HIV diagnoses as
reported through HIV testing data for the period January 1 - June 30, 2015 (see testing
table above).

Specific Challenges within the Target Populations: With the emergence of a new
prevention paradigm in which broadly based viral load suppression holds out the
possibility of dramatically reduced rates of new HIV infections, additional challenges
emerge that are equally salient. What standardized models of routine HIV testing are most
appropriate for which health care settings, and what are the cost and capacity factors
associated with these approaches? The current recommendation is for low-risk individuals
to receive one HIV test in a lifetime. Challenges to operationalizing this include the question
of whether to test that one time at, say, 18 years of age or 64 years of age. While the
recommendation was a helpful start it needs more structure of guidance for full
implementation.

A further challenge involves the question of how the San Francisco EMA can best
encourage regular, ongoing HIV testing among members of high prevalence populations,
particularly when a negative test can sometimes be perceived as an indication that the
individual is managing risk effectively. Put another way, how is it possible to create a
cultural norm of HIV test every 3 to 6 months with highest risk populations? Additional
questions include: How will our ability to detect acute HIV more systematically as new
technologies emerge, combined with the local SFDPH universal offer of ARV treatment
independent of HIV disease stage, impact system capacity? And as more persons with HIV
are identified, how can we ensure that these individuals are linked to care and do not fall
through the cracks, particularly in a climate of diminishing resources? What are the long-
term cost and capacity issues associated with bringing an expanded population into HIV
care, particularly in light of the decades of medical and drug treatment support most of
these individuals are likely to need? While the potential benefits of expanded HIV testing
and care linkage are great, the challenges faced by systems and providers may prove to be
commensurately daunting.

The San Francisco EMA had remarkable success in removing barriers to status
awareness. Yet the following challenges do remain a) continuing widespread stigma related
to both HIV infection and the behaviors that can transmit the virus; b) fear of having HIV
status or behaviors exposed by service providers, including sexual and drug use behaviors;
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c) fear among transgender persons of negative interactions between hormone therapies
and HIV medications; and d) fear of deportation among undocumented immigrants, e) in
some case active substance use can hinder able ability to access testing A challenges
particular to San Mateo and Marin Counties involves the lack of access to MSM due to the
fact there are no gay specify venues or hangouts.

Key cultural issues impacting HIV awareness in San Francisco include: a) dual
discrimination faced by many MSM of color in regard to sexual orientation and ethnic
background; b) threefold discrimination faced by many transgender persons of color in
regard to gender identity, sexual orientation, and ethnic background; c) fear and mistrust
regarding HIV drug treatment and the medical care system within communities of color; d)
fear that HIV risk behaviors or sexual or gender orientation will be judged or stigmatized in
culturally specific are and service systems; e) fear of discrimination based on ethnicity
within HIV service agencies; f) shortage of culturally specific drug treatment programs for
persons of color; and g) lack of programs that effectively address key issues underlying HIV
risk behaviors and an unwillingness to seek testing such as persistent poverty,
institutionalized discrimination, and childhood abuse and exposure to trauma.

Specific Activities to be Utilized With the Target Populations: The San Francisco
EMA will employ a broad range of strategies to expand awareness of, access to, and
utilization of HIV testing and care services in the service region, but for persons who are
currently unaware of their HIV status and for persons with HIV who have dropped out of or
become lost to care. The table beginning on the following page outlines these activities in
relation to the three FY 2015 target populations. All activities listed in the EIIHA Plan will
be coordinated with activities conducted by the HIV prevention units in the three EMA
counties as outlined in the integrated jurisdictional HIV Prevention Plans. All activities will
also be coordinated with the ongoing ECHPP process to promote HIV prevention and care
integration in the region.

In addition to the activities listed on the chart below, San Francisco will also continue
implementation of care access enhancement activities being made possible through the
Center for Medicaid and CHIP Services Delivery System Reform Incentive Pool (DSRIP)
and its Category V program specifically designed to enhance the capacity of participating
hospitals to develop programs to provide access to high-quality, coordinated, integrated
care to patients diagnosed with HIV, particularly Low Income Health program (LIHP)
enrollees who previously received services through Ryan White funding. The San Francisco
DSRIP Category V program is being implemented at San Francisco General Hospital and is
creating a range of specific HIV care enhancements, many of which are expected to expand
the quality of care linkage and retention services in the region. This includes creation of a
model retention program within patient-centered medical homes for persons with HIV,
which began in April 2013 with a pilot program at San Francisco General Hospital for
patients with high rates of missed primary care appointments as part of the ongoing PHAST
program. The DSRIP pilot project aims to take best practices developed under the PHAST
program that serves approximately 500 patients at high risk for non-linkage to care and
apply them to the 3,000 patients followed in the hospital’s HIV-specific Ward 86 clinic,
with the goal of developing interventions to improve patient show rates for HIV primary
care appointments. Through the DSRIP Category V program, extensive staff training
programs are also being held throughout the hospital system to ensure care coordination
within each medical clinic designated as a medical home for patients with HIV.
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SMART Objectives for Each Target Population:
MSM:

1. Between March 1, 2015 and February 28, 2016, to provide a total of at least 19.000
documented HIV antibody tests for MSM in the San Francisco EMA.

2. Between March 1, 2015 and February 28, 2016, to identify a total of at least 190 new
HIV-positive individuals within this population.

3. Between March 1, 2015 and February 28, 2016, to identify a total of at least 100
previously diagnosed HIV-positive individuals within this population.

4. Between March 1, 2015 and February 28, 2016, to ensure that at least 90% of newly
identified HIV-positive individuals receive a confirmed HIV positive test result.

5. Between March 1, 2015 and February 28, 2016, ensure that at least 82% of newly
identified HIV-positive individuals have a confirmed linkage to care services.

6. Between March 1, 2015 and February 28, 2016, ensure that at least 92% of newly
identified HIV-positive individuals are referred to HIV prevention services; and

7. Between March 1, 2015 and February 28, 2016, ensure that at least 75% accept partner
services.

IDU:

8. Between March 1, 2015 and February 28, 2016, to provide a total of at least 1,750
documented HIV antibody tests for IDU in the San Francisco EMA.

9. Between March 1, 2015 and February 28, 2016, to identify a total of at least 20 new
HIV-positive individuals within this population.

10.Between March 1, 2015 and February 28, 2016, to identify a total of at least 15
previously diagnosed HIV-positive individuals within this population.

11.Between March 1, 2015 and February 28, 2016, to ensure that at least 90% of newly
identified HIV-positive individuals receive a confirmed HIV positive test result.

12.Between March 1, 2015 and February 28, 2016, ensure that at least 82% of newly
identified HIV-positive individuals have a confirmed linkage to care services.

13.Between March 1, 2015 and February 28, 2016, ensure that at least 92% of newly
identified HIV-positive individuals are referred to HIV prevention services; and

14.Between March 1, 2015 and February 28, 2016, ensure that at least 75% accept partner
services.

Transgender Women Who Have Sex with Men:

15.Between March 1, 2015 and February 28, 2016, to provide a total of at least 480
documented HIV antibody tests for transgender women who have sex with men in the
San Francisco EMA.

16.Between March 1, 2015 and February 28, 2016, to identify a total of at least 5 new HIV-
positive individuals within this population.

17.Between March 1, 2015 and February 28, 2016, to identify a total of at least 6
previously diagnosed HIV-positive individuals within this population.

18.Between March 1, 2015 and February 28, 2016, to ensure that at least 90% of newly
identified HIV-positive individuals receive a confirmed HIV positive test result.

19.Between March 1, 2015 and February 28, 2016, ensure that at least 82% of newly
identified HIV-positive individuals have a confirmed linkage to care services.

20.Between March 1, 2015 and February 28, 2016, ensure that at least 92% of newly
identified HIV-positive individuals are referred to HIV prevention services; and
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21.Between March 1, 2015 and February 28, 2016, ensure that at least 75% accept partner
services.

Responsible Parties and Collaborations: Implementation and evaluation of the FY
2015 EIIHA Plan will be the joint responsibility of San Francisco HIV Health Services, the
San Francisco Community Health Equity and Promotion Brach, and the San Francisco
Disease Prevention and Control Branch, with the close collaboration of the San Francisco
care and prevention planning bodies and prevention and care staff in Marin and San Mateo
Counties. County staff will continually collect data related to HIV testing, service linkage,
and other follow-up activities for each of the target populations and will regularly report
this information to the State of California and will summarize the data in regular reports to
HRSA as required. Additionally, the EMA'’s three counties will collect information on
specific enhancements and service activities brought about through the EITHA Plan and will
report these activities to HRSA as required. Modifications to the EIIHA Plan made during
the 2015 Part A fiscal year will be jointly approved by the three counties and discussed and
approved by the EMA’s prevention and care councils.

Planned Outcomes: The proposed FY 2015 EIIHA strategy will continue the work of
the San Francisco EMA to expand and enhance awareness and utilization of HIV testing
throughout the region for the project’s three key populations, while increasing utilization
of care and prevention services and promoting greater adherence to HIV treatment
services.
2.B.2.g) Plan to Disseminate EIIHA Plan and Outcomes: As a document jointly
developed by HIV Health Services and the Community Health Equity & Promotion Branch,
the FY 2015 EIIHA Plan will be shared with both the San Francisco Health Services
Planning Council - the Ryan White Part A oversight body - and the San Francisco HIV
Prevention Planning Council. The EIIHA Plan will also be shared with prevention staff of
both Marin and San Mateo counties. Ongoing progress related to EIIHA action steps will be
extensively reported to the Planning Council and the Prevention Council with the goal of
refining and helping shape future EIIHA action plans and strategies. Model interventions
and programs developed through the EIIHA program will be broadly disseminated and
shared among public and private providers throughout the San Francisco EMA, including
through trainings developed and presented to community-based HIV providers and public
and private medical providers. The San Francisco EMA may also publish best practice
documents or guidelines related to specific aspects of the outreach, testing, and linkage
enhancement initiative, and/or develop and conduct trainings for local agencies and staff
on demonstrated methods for enhanced EIIHA-related planning and program
implementation.

2.C) Unique Service Delivery Challenges: Despite implementation of the Affordable Care
Act (ACA), the San Francisco EMA HIV system of care - a system that has served for decades
as a national model of effective HIV service delivery - continues to face challenges that
threaten both the quality and availability of care for persons with HIV/AIDS in the region.
These challenges stem from a convergence of factors which fall into three broad
categories: 1) The growing population of persons living with HIV infection, including
individuals with complex and multiple needs; 2) Escalating co-morbidities which threaten
to swamp the system and create overwhelming demands on care providers, including
increasing number of persons with HIV age 50 and older; and 3) The concentration of HIV
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and AIDS cases within a relatively small geographic area, especially in the case of San
Francisco. Each of these issues - described briefly below - places a particular burden on the
system of care, and presents challenges to a Planning Council struggling to maintain an
adequate level of support for all impoverished persons with HIV.

Growing Population of Persons with HIV including Individuals with Multiple
Needs: It is important to remember that despite diminishing financial resources, there are
today more persons living with HIV in the San Francisco EMA than at any point in the
history of the epidemic - an increase of more than 55% over the last 13 years alone. This
crisis requires increased resources, not reduced ones. The 18,332 persons living with
diagnosed HIV and AIDS as of 12/31/13 represents 54.3% of the total 33,761 AIDS cases
ever diagnosed in the San Francisco EMA, and is nearly 80% of the 22,978 people who
had ever died from AIDS in the region through mid-2014. Because of our unparalleled
success in bringing large numbers of persons with HIV into care, supporting the cost of
their medications and treatment, and providing help for them to remain stable and
compliant, persons with HIV in the region are living much longer and more productive lives
than would previously have been thought possible. At the same time, they are progressing
to AIDS at a slower rate, despite the growing need and complexity of the HIV-infected
population. The reduction in the rate of new annual HIV and AIDS cases in the region
is a sign of the success of the San Francisco system of care in preventing HIV-infected
people from progressing to AIDS.

But local HIV-infected populations are not only growing - they are becoming much
more challenging to serve, presenting a greater range of pre-existing physical, psychosocial,
and financial issues than at any point in the past. The characteristics of the local epidemic
are staggering: Two-thirds of persons living with HIV and AIDS and one hundred percent
of persons in the Ryan White system are living at or below 300% of federal poverty level;18
nearly one in ten persons newly diagnosed with AIDS in the EMA is homeless;1? as many as
half of MSM living with HIV in the EMA suffer from depression;20 thirty percent of local
PLWHA are active substance users;2! one in seven persons with HIV in the EMA speaks a
primary language other than English;22 as many as one-third of gay-identified men in the
San Francisco EMA may be HIV-infected;23 and thirty-five percent or more of transgender
persons are believed to be HIV-infected, including over half of all African American male-
to-female transgender persons.24

Ironically, it is in part because the San Francisco system of care has been so
successful at bringing people into care and preserving their health that the system
faces the unprecedented pressures with which it is currently struggling. Success in
increasing lifespan compels the system to provide supportive services, including financing
medications for a growing population over an increased length of time. Additionally, more
and more individuals move to the San Francisco EMA to access its high level of services,
creating a growing burden on the system from outside the region without adding to the its
reported HIV/AIDS caseload because these individuals were first diagnosed with HIV
elsewhere. The most recent review by the San Francisco Epidemiology Unit found that at
least 1,221 PLWHA whose cases reside in other jurisdictions sought and received HIV care
in the SF EMA from 2008 - 2010. At least another 1,000 additional out-of-region PLWHA
received care but were not counted in the system because of missing HIV test
documentation. All PLWHA participating in the 2008 San Francisco HIV Needs Assessment,
for example, were asked where they had received their original HIV diagnosis and nearly
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40% reported that they had initially tested
positive for HIV outside the San Francisco
EMA, and had moved to the region to receive
care.2>

Escalating Co-Morbidities: Section 3.C
above describes several co-morbidities critical
to the complexity of providing care in the San 12 -
Francisco EMA. However, these are by no

means the only key issues contributing to the 101

growing complexity of the HIV epidemic in San 8 -

Francisco. The growing local epidemic of

hepatitis C, for example, remains a significant 61 l

Figure 7. 2011 Tuberculosis Cases
Per 100,000 Population - Selected
Metropolitan Areas

14 +

concern. Because it is a blood-borne infection, 4 -
hepatitis C is closely tied to injection drug use,
and is a frequent co-factor for persons living ‘
with HIV/AIDS, complicating care and often & <
leading to severe long-term health <
consequences. SF DPH estimates that as &
many as 90% of all chronic injection drug
users over the age of 30 may already be
infected with hepatitis C. Co-infection with hepatitis C can make persons living with HIV
unable to tolerate new treatments, and is the leading cause of death from chronic liver
disease in America.2¢ Existing hepatitis C treatments are also costly, and are effective for
only about 50% of people who take them. A single 48-week treatment course of injected
interferon and oral ribavarin costs more than $20,000.27 One study estimated a total of
$10.7 billion in direct medical care costs related to HCV in the US for the years 2010 to
2019, along with a combined loss of 1.83 million years of life in those younger than 65 at
a societal cost of $54.2 billion.28 The HIV care system is rapidly becoming the default
medical provider for many persons with hepatitis C - a trend which, as persons with
HCV age, will place enormous cost burdens on the system.

Tuberculosis (TB) is another critical health factor linked to HIV, particularly in terms
of its effects on recent immigrants and the homeless. The magnitude of the local TB crisis is
comparable to syphilis and gonorrhea, with a total of 178 new cases of TB diagnosed in the
SF Metropolitan Area in 2012, representing an EMA-wide incidence of 10.0 cases per
100,000.29 In San Francisco, the incidence is even higher, at 12.9 cases per 100,000. San
Francisco County’s 2013 TB rate ranked second in California out of 58 counties, while San
Mateo ranked sixth and Marin County ranked 15t. San Francisco’s TB incidence rate is
more than double than the statewide rate of 5.7 cases per 100,000 and nearly four
times higher than the national rate of 3.2 cases per 100,000 (see Figure 7).30
Treatment for multidrug-resistant tuberculosis is particularly expensive, with one study
indicating that the cost averaged $89,594 per person for those who survived, and as much
as $717,555 for patients who died.3!

The problem of poverty presents another daunting challenge to the HIV care system.
According to the 2010 Census, the average percentage of persons living at or below federal
poverty level stands at 9.2% for the entire San Francisco EMA. Using this data, SF DPH
projects that at least 490,201 individuals in the San Francisco EMA are living at or below
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300% of Federal Poverty Level, which translates to 27.6% of the overall EMA population
lacking resources to cover all but the most basic expenses. However, because of the high
cost of living in the San Francisco Bay Area, persons at 300% of poverty or below
have a much more difficult time surviving in our area than those living at these
income levels in other parts of the U.S. Analyzing data from the San Francisco AIDS
Regional Information and Evaluation System (ARIES ),the SF EMA'’s client-level data
system, it is estimated that at least 68.9% of all persons living with HIV/ AIDS in the San
Francisco EMA (n=12,631) are living at or below 300% of the 2013 Federal Poverty Level
(FPL) including persons in impoverished households. 100% of Ryan White-funded clients
live at or below 300% of poverty.32 ARIES data reveals that as of the end of February 2014,
59.7% of active Ryan White clients in the San Francisco are currently living at or below
100% of FPL while another 29.4% are living between 101% and 200% of FPL. HIV-
infected persons in poverty clearly have a higher need for subsidized medical and
supportive services, accounting for at least $69 million in Part A and non-Part A HIV-
related expenditures in the San Francisco EMA each year.33

Concentration of HIV/AIDS Cases: Imagine standing in a crowded bus or train
during rush hour in a major U.S. city. On that train in San Francisco, the odds are extremely
high that at least one or two people will have HIV. As noted above, 1 in every 50 residents
of the city is currently living with HIV disease, including as many as one out of every three
gay-identified men. In most major U.S. cities, the burden of the HIV epidemic is spread
across a relatively large region, with more facilities available to provide care for broadly
dispersed groups of patients. The City of San Francisco, however, is less than seven miles
long by seven miles wide, which means that this population must be cared for within a
very limited space that has fewer health and social service facilities available to meet client
needs. In San Francisco, the concentrated demand results in HIV services being compressed
within individual provider agencies that are struggling to cope with HIV caseloads many
times larger than they were originally established to serve. Lag times between initial
inquiries and appointments are becoming progressively longer, and clients are
experiencing greater delays in obtaining key services. The increasing complexity of HIV-
infected populations also means that local agencies must cobble together combinations of
full-time and part-time staff, resulting in higher levels of employee turnover and attrition.

2.D) Minority AIDS Initiative

2.D.1) Targeted MAI Populations: The San Francisco EMA utilizes Part A MAI funds
specifically to support services for low-income HIV-infected Latino and Latino
populations. While some service dollars incidentally support other populations of color
with HIV, local MAI funds are almost exclusively focused on ensuring culturally and
linguistically appropriate services to this large and rapidly growing PLWHA population.
2.D.2) Consideration of MAI Funds During Planning Process: As part of its annual
prioritization and allocations process, the Planning Council receives a comprehensive
summary of the specific services currently funded through Minority AIDS Initiative funding,
and incorporates decision-making regarding MAI allocations into its overall FY 2015
allocations process. The MAI summary details specific goals of the local MAI process;
historical funding levels received in the region; previous and current expenditures with
that funding; specific outcomes achieved in regard to minority health, health access, and
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service utilization; and provides a quantified report on the demographics of populations
served through MAI funding. This year’s report validated the success of the EMA’s
approach to MAI allocations, and affirmed the key role that MAI funding plays in helping
reduce HIV disparities while meeting the needs of historically underserved populations.
2.D.3) Description of MAI-Funded Activities: Minority AIDS Initiative funds have had a
major impact on the San Francisco EMA, allowing us to identify, reach, and bring into care a
significant number of highly disadvantaged persons of color, in turn reducing service
disparities and improving health outcomes across the region. FY 2013-2014 Part A MAI
funding has enabled the EMA to serve over 400 impoverished clients of color, many of
whom are transgender people. The primary manner in which MAI funds ensure quality
care access for communities of color is through funding of the Mission Center of
Excellence that has been established in the heavily Latino Mission district by Mission
Neighborhood Health Center. The Mission CoE addresses what is both the fastest
growing and one of the most highly impoverished communities in San Francisco in terms of
HIV infection. Between 2011 and 2013 alone, Latino/a PLWHA in the EMA grew from
15.5% to 18.5% of total PLWHA, while Latinos represented 19.1% of all new non-AIDS
HIV cases identified in calendar year 2013. According to the Pew Research Center, 29% of
Hispanics in California lack any form of health insurance and 25% of Hispanics 17 and
under live below the Federal Poverty Line.3* The Mission Center of Excellence provides
culturally competent, integrated, bilingual /bi-cultural medical and health services to
community members living with HIV, with an emphasis on Spanish-speaking Latino clients.
In addition to supporting the cost of direct medical / ambulatory health services through a
staff of five bilingual / bicultural professionals, MAI funding also helps support the cost of
medical case management, psychiatric, treatment adherence, and mental health services.
MAI-funded peer and treatment advocates also help clients make informed decisions about
medications, and work with them to identify and remove barriers to adherence.

3) Impact of Funding
3.A) Impact of the Affordable Care Act
3.A.1) Uninsured and Poverty - Please see Figure 8 below

Figure 8. FY 2015 San Francisco EMA Uninsured and Poverty Data Table
Reporting Period: March 1, 2013 - February 28, 2014

(Note: The chart below provides data only for clients in the Ryan White system of care as
contained in the regional ARIES database)

o .
Client Characteristics Number Mo @LE Whlte
Population
= Total persons with HIV who are enrolled in
Medicaid, Medicare, and marketplace 5,477 77.6%
exchanges!
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o .
Client Characteristics Number % of Ryan Whlte
Population
= Total persons with HIV without insurance
coverage, including those without Medicaid or 2,061 29.2%
Medicare?
= Total persons with HIV living at or below 138% o
of 2014 Federal Poverty Level (FPL) 5,674 80.4%
= Total persons with HIV living at or below 400% o
of 2014 FPL 7,056 100.0%

= Percentage of FPL used to determine Ryan White eligibility in the San Francisco EMA: <
400%

Source: ARIES Statistical Analysis Report (STAR), 9/2/14.

1Does not include persons whose insurance status is listed as “unknown” at any time within the reporting
period.

2Includes persons covered under Ryan White (without insurance coverage) at any time within the reporting
period.

3.A.2) Impact of Insurance Expansion: The advent of health care reform through the
Affordable Care Act (ACA) has resulted in significant, positive change in regard to the
number and proportion of low-income persons with HIV in our region who benefit from
affordable and more accessible health insurance coverage. California, which has eagerly
embraced the ACA since its inception, began the process of implementing the ACA over
three years ago through its “Bridge to Reform” Section 1115 Medicaid Demonstration
Waiver program which created the State’s Low Income Health Insurance Program
(LIHP). Eligibility and benefits available through LIHP, which was launched on July 1, 2011,
mirrored to the fullest extent possible the expanded income eligibility levels and care
packages of the expanded Medicaid coverage that became available on January 1, 2014.
LIHP enrollees were split into two income-based categories: Medicaid Coverage Expansion
(MCE) enrollees with family incomes up to 133% (later 138%) of Federal Poverty Level
(FPL) and Health Care Coverage Initiative (HCCI) enrollees with incomes above 133%
(138%) and up to 200% of FPL. During the period in which the program was operating, 19
different LIHPs operated to service Medicaid Coverage Expansion enrollees in a total of 53
of California’s 58 counties.

Particular attention was given to ensuring that the needs of persons with HIV
would be effectively met through the California LIHP program. New laws and
regulations were enacted to facilitate data sharing between the LIHP program and the
California AIDS Drug Assistance Program (ADAP) operated by the California Office of AIDS.
Frequent policy briefs were developed and circulated beginning in 2011 to provide
guidance on overlapping benefits or benefits conflict involving LIHP and other public and
private insurance programs. Most importantly, activists throughout the state worked to
ensure that persons with HIV who qualified for expanded Medicaid coverage would
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continue to receive the same high level of care they are able to receive through services
funded wholly or in part by the Ryan White program. Among other outcomes, this resulted
in specific policy directives regarding which HIV benefits would be coverable under
expanded Medicaid and the new insurance exchange and which would remain eligible for
reimbursements solely through Ryan White care.

The LIHP Program proved to be a tremendous and unprecedented success.
When LIHP coverage ended at midnight on December 31, 2013, more than 630,000
Californians automatically became beneficiaries of expanded Medicaid service available
through the Affordable Care Act.3> An additional 24,000 individuals who did not qualify for
expanded Medicaid began the process of obtaining coverage through the State’s health
insurance exchange, Covered California (see Marketplace Options section below). The
outreach activities begun through the LIHP program have continued in 2014, resulting in
stunning decreases in uninsured populations in our state. According to the Los Angeles
Times, over the nine-month period between September 2013 and June 2014 alone, the
percentage of Californians without health insurance was reduced by half as a result of ACA
coverage, with the proportion of uninsured persons in the state dropping from 22% in late
September 2013 to 11% by early June 2014.36

Unfortunately, because of HIV case reporting restrictions that still exist in California,
many of which stemmed from the early years of the epidemic when the fear of HIV status
disclosure was a very real possibility, it is impossible to currently ascertain the exact
number of persons with HIV who have successfully transitioned to expanded Medicaid
coverage through LIHP and the ACA. Local providers have reported percentages ranging
anywhere from 5% to 12% of client populations transitioning to expanded Medical
coverage as a result of the ACA, but these figures are wholly anecdotal. We do know that
because of the extremely low incomes on which most persons with HIV served by Part A
agencies already live, the percentage of clients eligible for benefits either through expanded
Medicaid or Covered California does not represent a dramatic percentage of each agency’s
client base. The County of San Francisco has recently made a formal request to the State
ADAP Program for data on how many individuals previously enrolled in ADAP transitioned
to drug coverage through expanded Medicaid and other marketplace options, since that
information is tracked at the ADAP level, and a response is expected soon.

3.A.3) Outreach and Enrollment: The San Francisco HIV community began preparing for
health care reform by forming a local Health Care Reform Task Force in 2012 that was
supported with a grant from Blue Shield of California. The Task Force was made up of
leadership from San Francisco HIV Health Services and HIV Prevention services; the co-
chairs of the San Francisco HIV Health Services Planning Council; and local providers and
HIV policy professionals Facilitated by a local consulting firm, the group met frequently and
reviewed rollout of the ACA by the State, LIHP, and local entities, and developed ways to
improve communication, systems, processes to help educate and recruit clients and to keep
patients with HIV from falling through the cracks. The Task Force successfully advocated
with the State around a number of key HIV policy and procedural issues, including how to
transition clients from ADAP to Medi-Cal and how to facilitate the transition to HRSA 6-
month eligibility renewal requirements. The process culminated with three town hall
meetings for clients in the fall of 2013 to educate the community regarding the impact of
ACA in relation to HIV care and Ryan White services.
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The State of California Department of Health Care Services worked in close contact
with LIHP programs throughout the state - including those serving the three counties of the
San Francisco EMA - to educate health care providers and agencies regarding LIHP
program eligibility and benefits and to train benefits program recruiters and assistants.
HIV service agencies in the San Francisco EMA were active participants in this process, and
virtually every Part A-funded provider incorporated staff who had been fully trained in
LIHP regulations and eligibility screening enrollment procedures. San Francisco HIV Health
Services participated in collaborative efforts to provide early outreach and education
regarding the LIHP program beginning in 2011, and worked with the San Francisco HIV
Health Services Planning Council to develop guidelines and informational options for Part
A-funded agencies on LIHP program options.

These efforts were magnified in 2013 when Covered California began training
thousands of Certified Enrollment Counselors to provide in-person counseling and
assistance to consumers in need of help applying for Covered California programs. Many
HIV agency staff became certified as Enrollment Counselors, and were reimbursed on a
per-enrollment basis for their assistance in linking new low-income individuals and
families to Covered California services. Counselors were particularly valuable in providing
assistance in a culturally and linguistic appropriate manner to distinct consumer sub-
groups throughout California, many of whom had been disenfranchised from health care
services on a multi-generational basis.

To support the effort to educate and advocate for clients during the transition to ACA,
San Francisco HIV Health Services funded the locally based Positive Resource Center to
create a program to provide individual client advocacy, education, and referral for clients
who were having issues with ACA transitioning. For example, a large number of local
clients have had problems with state Office of AIDS Health Insurance Premium Program
(HIPP) program sending the wrong checks or sending checks addressed to the wrong client
or provider, which in turn was leading clients to have been dropped or nearly dropped
from Covered California plans. Advocates employed through the program intervened with
the State to correct errors and ensure that clients did not lose their insurance. Advocates
also helped PLWHA avoid selecting plans or clinics that would lead to them not being able
to continue with their current HIV provider.

3.A.4) Marketplace Options: The most important complementary funding stream to
support HIV care for populations with low incomes is the Medicaid system, or Medi-Cal, as
the system is known in California. Medi-Cal is an indispensable link in the chain of support
for persons with low-incomes and HIV in the San Francisco EMA, and it has become an even
more fundamental component with the advent of expanded ACA coverage. Based on a
report from the California Medi-Cal Office, a total of $99,909,988 in HIV-specific Medi-Cal
expenditures were incurred across the EMA’s three counties in calendar year 2012, the
last date for which statistics have been provided. Just under one-half (46.0%) of HIV Medi-
Cal expenditures in the EMA were for HIV-related medications ($45,932,154); another
8.7% ($8,706,066) were for inpatient care; and 18.2% ($18,205,732) were for
intensive and skilled nursing care. The remaining 27.1% was dispersed among other
categories. A total of at least 5,339 unduplicated HIV-positive individuals were Medi-Cal
recipients in 2012. Upcoming data on Medi-Cal HIV expenditures expected to be released
later this year are expected to shed critical light on the extent to which Medi-Cal expansion
has improved care access for low-income persons with HIV.
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In addition to expanding Medicaid enrollment through LIHP, California was one of the
very first states to develop a state-based health insurance exchange authorized by the
ACA, which was conditionally approved to operate by the U.S. Department of Health and
Human Services in 2011. The exchange, named Covered California, is essentially a virtual
marketplace that allows citizens and legally recognized immigrants who do not have
access to affordable employment-based coverage and are not eligible for Medicaid or other
public coverage to purchase subsidized health insurance if they earn up to 400% of FPL.
Covered California health plans are also available to small employers through the Small
Business Health Options Program (SHOP). In early 2013, the California Simulation of
Insurance Markets (CalSIM) model predicted that at least 840,000 individuals with family
incomes below 400% FPL would purchase insurance offered through Covered California
and receive income-based premium tax credits to subsidize the out-of-pocket cost of
coverage in 2014.37 The vast majority of these individual are eligible for premium tax
credits expected to range from 36 to 54% of enrollees in 2014.38 However, during the
historic first open-enrollment period from November 15, 2013 through April 15, 2014,
more than 1.3 million Californians chose health insurance through Covered California for
coverage in 2014, while millions of additional Californians learned that they qualified for
free or low-cost health coverage through Medicaid. Covered California today provides a
critical bridge to affordable care for many persons with HIV in the San Francisco EMA
whose incomes do not qualify them for expanded Medicaid coverage.

San Francisco residents have also had a longer-standing option of enrolling in the San
Francisco Health Plan, alicensed community health plan created by the City and County
of San Francisco that provides affordable health care coverage to over 100,000 low and
moderate-income families. Created in 1994, the San Francisco Health Plan’s mission is to
provide high quality medical care to the largest number of low-income San Francisco
residents possible, while supporting San Francisco’s public and community-minded
doctors, clinics, and hospitals. Health Plan members have access to a full spectrum of
medical services including preventive care, specialty care, hospitalization, prescription
drugs, and family planning services and members choose from over 2,600 primary care
providers and specialists, 9 hospitals and over 200 pharmacies - all in neighborhoods close
to where they live and work.

San Francisco also operates Healthy San Francisco, a program designed to make
health care services available and affordable to uninsured San Francisco residents.
Operated by the San Francisco Department of Public Health, Healthy San Francisco is
available to all San Francisco residents regardless of immigration status, employment
status, or pre-existing medical conditions and currently provides health coverage to over
50,000 uninsured San Francisco residents. To be eligible for Healthy San Francisco,
enrollees must be a San Francisco resident and have income at or below 500% of Federal
Poverty Level. Depending on income, enrollees pay modest fees for health coverage. The
City and County are currently working with the State of California to finalize an effective
integration between the two programs that ensures that persons with HIV wishing to
transfer from Healthy San Francisco to Covered California are able to retain their current
provider or that they have effective options for receiving high-quality, HIV specialist care
from culturally appropriate providers.
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3.A.5) Successes / Outcomes: Because of the relatively recent enactment of ACA and the
lack of extensive data on impacts of Medicaid expansion on persons with HIV, it is still not
possible to document specific or detailed successes related to the expansion process in
regard to low-income persons with HIV. However, as noted above, California has been
extremely successful in enrolling low-income individuals in both expanded Medicaid and
Covered California exchange services, with the percentage of Californians without health
insurance dropping by 100% due to expanded ACA coverage, from 22% in late September
2013 to 11% by early June 2014.

3.B) Impact of Reduction in Ryan White Formula Funding

Impact of Decline in Formula Funding: The San Francisco EMA has experienced
three sudden and dramatic reductions in Ryan White Part A formula funding over
the past three fiscal years. with support dropping from $25,640,788 in FY 2011 to
$15,140,465 in FY 2014, a loss of $10.5 million or 41% in only two short years.
Between FY 2013 and FY 2014 alone, San Francisco’s Ryan White formula allocation was
reduced by $2,027,474, dropping from $17,925,024 to $15,140,564. These dramatic cuts
are related to changes in the hold harmless provision of the Ryan White HIV/AIDS
Treatment Extension Act of 2009 which did not include a supplemental funding restoration
to the San Francisco EMA for the period 2010 - 2014. While our region was fortunate to
have some of these cuts restored out of San Francisco County General Funds, and was
awarded an increase of $931,526 in FY 2014 Part A Supplemental Funds, this support is
not guaranteed in the future, and is susceptible to dramatic future reductions based on the
continuing economic crisis in the State of California. Moreover, neither Marin nor San
Mateo County had any measure of reduced HIV care funding restored through local dollars.
To preserve a basic level of care for persons with HIV in the hard-hit Bay Area region, the
SF EMA seeks a significant measure of Part A supplemental funding through the FY 2015
allocation process to avoid reductions in service availability and quality in the EMA.

Continual reductions in formula and supplemental funding over the past half decade
have led to the broadening of waiting lists at a number of key agencies and regional Centers
of Excellence - including the Mission Center of Excellence - and to a lack of immediate
access to care for newly infected individuals. In 2008, a highly popular HIV dental clinic
located at University of the Pacific in San Francisco was forced to discontinue clinics due to
cuts in State Denti-Cal reimbursements, depriving hundreds of low-income HIV-infected
men and women of quality dental care. And in early 2012, the city’s HIV care system was
dealt a significant blow by the closing of Tenderloin Health Services, an agency specializing
in HIV care and support for the San Francisco’s most highly marginalized populations. Prior
Part A funding reductions also forced the agency Continuum to close its unique adult day
care program located in the Tenderloin area of San Francisco and eliminated a medical van
transportation service provided by Shanti which has since created significant barriers in
accessing care. In Marin County, reductions forced the elimination of the region’s Volunteer
Services program which provided practical, emotional, and transportation support to
clients, including programs for driving clients to medical appointments and training
disabled persons with HIV to learn marketable computer skills. Marin County funding cuts
also made it unfeasible to contract with the Marin Community Food Bank to provide home-
delivered food to homebound clients. Instead, the County’s food service now consists of
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food gift cards made available to only the most severe need clients who must now shop for
and prepare their own meals.

Planning Council and Community Response: The San Francisco HIV Health
Services Planning Council continually monitors the status of Ryan White and other public
funding and works in partnership with HIV Health Services to develop effective responses
to formula funding reductions. This includes assessing client needs and obtaining
consumer input through both formal and informal processes, including direct Planning
Council involvement, a formal complaint process, and a range of consumer satisfaction
surveys; soliciting input from HIV service agencies in the EMA regarding emerging service
issues and barriers; and conducting funding analyses across the full spectrum of HIV
funding resources and programs. There can be no doubt that advent of the Affordable Care
Act has been well timed to correspond to recent dramatic reductions in HIV formula
funding in our EMA. Expanded care has allowed the EMA to continue to meet the
ambulatory medical care needs of persons living with HIV while enhancing services to
effectively identify, link, and retain complex and multiply diagnosed low-income PLWHA in
care.

3.C) Impact of Co-Morbidities and Medicaid Funding on the Cost and Complexity of
Providing Care

3.C.1) Quantitative Evidence on Co-Morbidities - See Table in Attachment 5

3.C.2) Narrative on Cost and Complexity of Providing Care

Sexually Transmitted Infection (STI) Rates: The growing crisis of sexually

transmitted infections is of significant
concern for the future of the HIV epidemic Figure 9. New Primary & Secondary

in our region. In terms of syphilis, for Syphilis Cases Per 100,000 Population -
example, the San Francisco EMA continues Selected Metropolitan Areas, 2013

to confront a major epidemic that has
been escalating for the past half decade, 70 -
rising more than 500% since 2000. In

2013, a total of 558 new primary and o0

secondary syphilis cases were diagnosed 50 1

in the EMA, representing a 144% increase | 40 -

over the 229 cases reported just six years 30 -

earlier in 2007.3° The combined EMA-wide |

syphilis rate of 31.4 per 100,000 in 2013is | 20 1
more than three times the statewide rate | ;g -
of 9.3. Within the City of San Francisco
alone, a total of 482 new syphilis cases .
were reported in 2013 for a shocking & &
incidence rate of 58.0 cases per 100,000, a ¥
rate nearly eight times higher than the
statewide rate and more than ten times N P @
higher than the national syphilis rate of
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4.3 cases per 100,000 in 2011 (see Figure
9). San Francisco County has by far the Figure 10. New Gonorrhea Cases Per
largest syphilis infection rate of any 100,000 Population - Selected
county in California, more than four Metropolitan Areas, 2013
times the rate of the second highest
county, Kings County (13.7 per 100,000) 350 -
and more than five times that of Los

Angeles County (11.1 per 100,000).40 300
The EMA is also experiencing a 250 1
significant gonorrhea epidemic. A total of 200 -
2,941 new gonorrhea cases were 150 |
identified in the San Francisco EMA in
2013, for an EMA-wide incidence of 165.6 100 + l I

cases per 100,000, a rate that is nearly 50 -
65% higher the 2013 California rate of
100.4 cases per 100,000. 41 42 The city of
San Francisco's 2013 gonorrhea incidence .
of 303.8 per 100,000 (n=2,525) is nearly & ¢ &L
three times the national rate of 100.8 3 3
cases per 100,000 and more than three O &
times higher than the State of California
as a whole, and is again by far the highest rate of any county in California, with the next
highest county - Fresno County - having a case rate that of 181.1 per 100,000 (see Figure
10).43

The San Francisco EMA's Chlamydia epidemic also continues to rise precipitously. A
total of 7,377 new cases of Chlamydia were diagnosed in the San Francisco EMA in 2013.
This represents a 23.1% increase over the 5,816 cases diagnosed in 2005 and a 57.9%
increase since 2001 (see Figure
Figure 11. Annual Reported Chlamydia Cases - 11).#4 The 2012 EMA-wide

San Francisco EMA - 2001 - 2013 Chlamydia incidence stood at
402.5 per 100,000, while the rate
for the City of San Francisco was
7,000 605.3 cases per 100,000. By
6,500 comparison, the 2012 incidence
for California was 448.9 cases per

7,500

6,000 100,000 while the national rate

2500 was 426.0.45

5,000 The cost of treating STIs

vsoo | # | addssignificantly to the cost of
I 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 HIV care in the San Francisco

EMA. According to a study which
estimated the direct medical cost of STIs among American youth, the total annual cost of
the 9 million new STI cases occurring among 15-24 year olds totaled $6.5 billion in the
US, at a per capita cost of $7,220 per person.*¢ Lissovoy, et al. estimated US national
medical expenditures for congenital syphilis for the first year following diagnosis at
between $6.2 million and $47 million for 4,400 cases, or as high as $10,682 per case.*” A
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study published in the American Journal of Public Health estimated that a total of 545 new
cases of HIV infection among African Americans could be attributed to the facilitative
effects of infectious syphilis, at a cost of about $113 million, or a per capita cost of
$20,730.48 Such studies suggest that the total cost of treating new STIs in the SF EMA may
be as high as $9.7 million per year, including an estimated $2.3 million to treat STIs
among persons with HIV, with another $7.5 million in annual costs potentially resulting
from the need to treat persons infected with HIV as a result of transmission facilitated
through other STIs.#?

Housing and Homelessness: Housing is an indispensable link in the chain of care
for persons with HIV. Without adequate, stable housing it is virtually impossible for
individuals to access primary care; maintain combination therapy; and preserve overall
health and wellness. These issues are more critical for persons with co-morbidities such as
substance addiction or mental illness, since maintaining sobriety and medication
adherence is much more difficult without stable housing. Homelessness is also a critical
risk factor for HIV, with one study reporting

HIV risk factors among 69% of homeless Figure 12.
persons.>0 Top 10 Least Affordable Counties in the
Because of the prohibitively high cost of U.S. in Terms of Housing Costs, 2014
housing in the San Francisco EMA and the R —
shortage of affordable rental units, the ourly Wage
. Needed to
problem of homelessness has reached crisis
. . . Rent a Two-
proportions, creating formidable challenges
o : County Bedroom
for organizations seeking to serve HIV- A
: . . partment at
infected populations. According to the HUD Fair
National Low Income Hou§1ng Coahtlor'l’s Out Market Rents
of Reach 2014 report, Marin, San Francisco,
and San Mateo Counties - the three counties |San Francisco County, CA $37.62
that make up the San Francisco EMA - are Marin County, CA $37.62
tied with one another as the three least
affordable counties in the nation in terms | San Mateo County, CA $37.62
of the minimum hourly wage needed to rent Honolulu County, HI $35.00
an average two-bedroom apartment, which N et C MA $34.60
currently stands at $37.62 per hour (see antucket County, .
Figure 12).51 Meanwhile, as of 2012, the City |Honolulu County, HI $33.98
of San Francisco has the highest HUD-
established Fair Market Rental rate in the Santa Clara County, CA $31.71
nation at $1,795 per month for a 2-bedroom |Orange County, CA $31.62
apartment:‘ which represents the arpount Nassau County, NY $31.02
needed to “pay the gross rent of privately
owned, decent, and safe rental housing of a Suffolk County, NY $31,02
modest nature”.>2 Kauai County, HI $30.71

On January 24, 2013, the City of San
Francisco conducted its bi-annual 24-hour homeless count which identified a total of 6,436
homeless men and women living on the streets or in jails, shelters, rehabilitation centers,
or other emergency facilities, a slight decrease from the 2011 total of 6,455.53 At the same
time, the 2013 San Mateo County Homeless Census and Survey identified a total of 2,281
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homeless people on the night of January 24, 2013, including 1,229 unsheltered homeless
people living on streets and 982 sheltered homeless people>* while recent estimates place
the number of homeless people in Marin County from as low as 1,770 to as high as 6,000.55
The City of San Francisco also serves an additional 3,000 - 7,000 temporarily homeless
individuals per year, which means that - with anywhere from 9,500 to 13,500 homeless
per year - the city has the second highest per capita homelessness rate of any city in
the U.S.5¢ A recent study by the University of California San Francisco found that the City’s
chronic homeless population has also continued to age, with a current median age among
these groups estimated at 50 - up from 37 years of age when population studies first began
in 1990.57 Aging augments the progression of chronic diseases related to homelessness,
including high rates of diabetes and hypertension, and complicates the problem of
providing care to these groups. It is estimated that 23,540 individuals experience
homelessness at some point during the year in the EMA, including an estimated 10,500
chronically homeless individuals and 13,040 temporarily homeless persons.

The burden of costs that homelessness places on the local system of care is difficult to
calculate, but adds significantly to the price of HIV/AIDS care. At least 1,283 HIV-infected
homeless individuals are estimated to be living with HIV or AIDS in the San Francisco EMA
at some point each year (based on an overall 7% homelessness rate among PLWHA), and
at least 42% of them are estimated to be out of care. Because of their disconnection from
health and social service systems, homeless individuals are the population least likely to
obtain regular health or preventive care. A study by the San Francisco Department of Public
Health Housing and Urban Health Division found that the annual cost of medical care for
homeless men and women averaged $21,000 for inpatient, emergency department, and
skilled nursing facility care, a figure which decreased to an average $4,000 per year for
individuals placed in permanent subsidized housing.58 Meanwhile, a two-year University of
Texas survey of homeless individuals found that the public cost of caring for the homeless
averaged $14,480 per person per year, primarily for overnight jail stays.5° Overall, SF DPH
estimates that the total costs of homelessness add at least an additional $16.2 million to
the cost of care for HIV-positive individuals within the EMA - costs that do not take into
account the higher rates of HIV infection among homeless populations.6°

The San Francisco EMA HIV care system also provides services to a large number of
formerly incarcerated individuals whose significant needs pose additional challenges.
The California Department of Corrections reports that an average total of 17,500
unduplicated individuals are estimated to be arrested and incarcerated each year in the
EMA, while a minimum of 65,000 annual bookings take place in the three-county region.
As noted above, data for Forensic AIDS Project reveals that at least 623 unduplicated
individuals incarcerated in the San Francisco County jail were HIV-positive and receiving
Ryan White services between July 1, 2010 and June 30, 2012, representing 8.1% of the
city’s total Ryan White caseload of 7,290 clients as of February 28, 2013, for a three-year
incarceration rate of 8,545 per 100,000 - a rate more than three times that of the general
population. Transitions between the community and incarceration often greatly impact an
individual’s ability to access and remain in HIV care and treatment, and to stabilize life
circumstances that promote wellness.

The San Francisco EMA is also home to San Quentin State Prison, California’s oldest
and largest prison. Opened in 1852, the prison houses an average daily population of 5,222
inmates in facilities originally designed to house 3,317 individuals. The prison also serves
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as the identification point for a large number of persons with HIV, many of whom are
paroled to the Bay Area and seek HIV services following release. Over a three year period
from January 1, 2010 through December 31, 2012 a total of 7 new AIDS cases were
diagnosed at San Quentin Prison, while a total population of 346 persons living with HIV
and AIDS were being housed at the prison as of December 31, 2012. More than half of these
inmates (62.1%) were infected through injection drug use, including MSM injection drug
users, as compared to 20.7% of all persons living with HIV/AIDS in the EMA. African
Americans are highly overrepresented among the San Quentin HIV population,
representing 49.4% of all PLWHA at the facility as of 12/31/12.

An analysis of epidemiological and client data reveals a range of factors that are
strongly associated with significantly increased cost and complexity of care for formerly
incarcerated populations with HIV in the Bay Area. For example, of the 623 HIV-positive
individuals served by Forensic AIDS Project and released from SF jails in the three years
through June 30, 2012, 12.7% were women - double the percentage of women living with
HIV/AIDS in the EMA (6.5%) - and 4.7% were transgender persons - more than double
their representation among the EMA'’s total PLWHA population (2.2%). Reflecting high
rates of injection drug use among incarcerated populations, 27.9% of persons with HIV in
the SF jail system had been infected through injection drug use alone, as compared to 6.9%
of the overall PLWHA population, while MSM / IDU cases accounted for 18.6% of jail
populations, versus 13.8% of all PLWHA. These findings are mirrored in a study of young
injectors under age 30 in San Francisco, which found that 86% had a lifetime history of
incarceration; 56% had been incarcerated in the past year; and 42% were infected with
hepatitis C - a critical marker of potential HIV infection.t! Equally alarming is the over-
representation by African Americans among formerly incarcerated persons with HIV in
SF, who account for 47.5% of all PLWHA diagnosed with HIV or provided with HIV care in
San Francisco jails, despite making up 13.5% of the total PLWHA population.

The burden of costs related to the high rates of recent incarceration among PLWHA
populations in the San Francisco EMA is difficult to calculate. However, demographic
characteristics of this population - including a higher percentage of women and
transgender persons with low incomes; greater representation by African Americans with
low incomes; and higher rates of injection drug use - point to indicators of severe need
requiring specialized support and assistance that significantly increase our region’s cost of
HIV care. Annual services by Forensic AIDS Project, for example, are currently budgeted at
$346,558 per year, a figure that includes only immediate post-release care and service
linkage. Additional costs related to higher rates of HIV infection related to incarceration
itself, coupled with long-term costs of care and treatment for individuals with low incomes
and persons with issues of substance use, may total at least $1.23 million per year in
additional direct incarceration-related HIV expenditures for the San Francisco EMA.62

The high prevalence of mental illness and mental health issues in the San Francisco
EMA further complicates the task of delivering effective services and retaining persons
with HIV in care. The San Francisco Department of Public Health, Behavioral Health Section
reported in its most recent report that 12,000 seriously emotionally disturbed children
and youth and 32,000 seriously mentally ill adults live in San Francisco, and that up to
37% of San Francisco's homeless population suffers from some form of mental illness.®3 In
part because of the Golden Gate Bridge, San Francisco also has one of the nation's highest
rates of both adult and teen suicide completion, and the rate of suicide per capita in San
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Francisco is twice as high as the city’s homicide rate.®* When coupled with the second
highest incidence of homelessness in the US, these statistics reflect the high incidence of
multiply diagnosed clients in the EMA. Among persons with severe mental illness, the
research literature documents a broad range of HIV seroprevalence rates, from 4% to as
high as 23%.> Mental illness, depression, and dementia are also increasingly common
among HIV-diagnosed populations, with 31% of HIV clients at one San Francisco clinic
having concomitant mental illness, and 80% of clients at another clinic having a major
psychiatric condition. One recent study found a 37% prevalence of depression in HIV-
infected men in San Francisco.6®

The problem of substance use also plays a central role in the dynamics of the HIV
epidemic, creating challenges for providers while presenting a critical barrier to care for
HIV-infected consumers. The EMA is in the throes of a major substance abuse epidemic
which is fueling the spread not only of HIV but of co-morbidities such as sexually
transmitted infections, hepatitis C, mental illness, and homelessness - conditions that
complicate the care system’s ability to bring and retain PLWHA in care. According to the
most recent report by the California Office of Statewide Health Planning and Development,
an average of 8.5 hospitalizations per 10,000 occurred in San Francisco, well above the
average statewide rate of 6.6 per 10,000.67 At the same time, the rate for drug-induced
deaths in San Francisco stood at 24.8 per 100,000, more than double the statewide rate of
10.8 per 100,000.68 Drugs and drug-related poisonings are also the leading cause of injury
deaths among San Franciscans, with nearly three San Franciscans dying each week of a
drug-related overdose or poisoning.®® In terms of HIV, the most alarming current threat
involves the local epidemic of methamphetamine (speed). Health experts currently
estimate that up to 40% of gay men in San Francisco have tried methamphetamine,’? and
recreational crystal use has been linked to 30% of San Francisco's new HIV infections in
recent years.”!

The costs associated with the substance addiction epidemic in the San Francisco EMA
add significantly to the local burden of HIV care. According to the National Office on Drug
Abuse (NIDA), the total costs of drug abuse and addiction due to use of tobacco, alcohol,
and illegal drugs are estimated at $524 billion a year and illicit drug use alone accounts for
$181 billion in health care costs, lost productivity, crime, incarceration, and drug
enforcement.’? The National Institute on Drug Abuse reports that it costs an average of
$3,600 per month to leave a drug abuser untreated in the community; while incarceration
related to substance use costs approximately $3,300 per month.”3 Such costs can be
significantly offset by drug treatment services, which are estimated to save between $4 and
$7 for every dollar spent on treatment. An average course of methadone maintenance
therapy, for example, costs about $290 per month, while a range of methamphetamine
treatment programs in San Francisco cost between $2,068 and 4,458 for a single course of
treatment.’4

3.D) Coordination of Services and Funding Streams
3.D.1) Report on Availability of Other Public Funding - See Table in Attachment 8

3.D.2) How Part A Funds Address Gaps in Service: The San Francisco HIV Health
Services Planning Council and the SF Department of Public Health work together to ensure
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that Ryan White Part A funds are coordinated across all applicable funding streams in the
region and that they address identified service gaps at all levels of client care and support.
The Planning Council reviews annual service category summaries that include a detailed
listing of all Ryan White and non-Ryan White funding sources for each category, including
sources such as ADAP, Medicaid and Medicare support, public entitlement programs,
private insurance and HMO support, Veterans Administration programs, City and County
funds, HOPWA and SAMHSA grants, and State mental health funds. The Grantee also
ensures that services are coordinated to maximize accessibility of services, while seeking
every possible alternate source of funding apart from Part A to support HIV care.

The San Francisco EMA is also dedicated to ensuring the integration and coordination
of all sources of Ryan White funding in the region. The Health Services Planning Council
prioritizes the use of Ryan White funds for services that are not adequately funded through
other reimbursement streams to ensure that Part A funds are the funding source of last
resort. During each year's priority setting and allocation process, the Grantee produces
detailed fact sheets on each service category that include a listing of all other funding
streams available for that category, including Part B, C, D, and F programs, ADAP, and MAI
funding. The Planning Council also assists in the planning for Part B-funded services. The
Planning Council works with other local planning groups such as the HIV Prevention
Planning Council and Long Term Care Coordinating Council to coordinate services and
eliminate duplication.

In 2008, the San Francisco EMA commissioned and completed a Comprehensive HIV
Health Services Needs Assessment (the last comprehensive needs assessment conducted
by the Planning Council in our region), which included in-depth client surveys completed
by 248 PLWHA in all three counties and a series of 4 population-specific focus groups
involving monolingual Spanish-speaking persons; persons age 55 and older; Marin County
residents; and formerly incarcerated individuals. 7> The Needs Assessment revealed that
the local system of care was extremely successful in meeting HRSA core service needs
among HIV-infected persons who have low incomes, with fully 95% of survey respondents
reporting that their last health care visit for HIV/AIDS had been within the past six months.
While the majority of needs assessment respondents stated that they were able to access
needed care services, challenges and barriers to health and supportive services that
respondents “always” or “sometimes” experience included: a) transportation (12.7%
always / 30.5% sometimes); b) service hours (6.8% always / 35.0% sometimes); c)
cultural sensitivity (3.8% always / 15.3% sometimes); and d) language (3.0% always /
9.7% sometimes). In regard to housing, 21% of survey respondents met the criteria for
being homeless - including 4% living on the streets or in a car - while 12% of respondents
did not have health coverage of any kind.

METHODOLOGY
1) Planning and Resource Allocation
1.A) Letter of Assurance from Planning Council Chairs - See Attachment 7

1.B) Description of the Community Input Process
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1.B.1) Structure of the Community Input Process: As in previous years, the San
Francisco EMA employed a multi-phased process for FY 2015 priority-setting and
allocations. This process began early in the year with planning meetings of the Council’s
Steering Committee to assess preliminary data and develop a set of initial prioritization
recommendations. Planning Council members also conducted a review of progress toward
the Objectives and Action Steps contained in its most recent 2012-2014 Comprehensive
HIV Services Plan. A broad range of background materials and information were presented
to the Council to provide a background to current service access and funding trends in the
EMA. This year’s Prioritization and Allocation Summit took place in San Francisco on
September 5, 2014. The Summit included an analysis and discussion of trends and factors
in the EMA, including review of epidemiological information, client data, and HIV funding in
the EMA, including Ryan White and Medicaid funding. This was followed by a discussion
and vote on FY 2015 resource allocations for the EMA and development of emergency
funding scenarios to help cope both with potential decreases in Part A funding and, more
significantly, with ongoing State HIV budget cuts.

Since its inception, the San Francisco HIV Health Services Planning Council has
utilized a wide range of quantitative and qualitative data to help Planning Council members
assess needs, measure progress, identify gaps, prioritize services, and allocate resources.
The Planning Council has also consistently incorporated broad-based consumer
participation to arrive at a balanced and effective set of goals and objectives to improve the
region’s comprehensive system of care. These activities took on greater urgency in the
process of determining FY 2015 priorities and allocations as the EMA has struggled to cope
with several years of dramatic cuts in Part A funding while working to determine the
impact of ACA implementation on low-income persons with HIV. The need to balance
reduced funding with the Part A requirement to provide an effective, comprehensive
system of care for a continually expanding HIV-positive population compelled the Council
to once again make some extremely difficult decisions - decisions that will inevitably
impact the quality and scope of HIV services in the region.

1.B.2) Description of the Community Input Process

Consideration of Needs of Persons Not in Care, Persons Unaware of their HIV
Infection, and Historically Underserved Populations: The San Francisco HIV Health
Services Planning Council utilized a broad range of approaches to incorporate the needs of
out of care PLWHA throughout FY 2015 its prioritization and allocation process. The
Council utilized the Unmet Needs Framework as a tool to quantify the number of
individuals living in the EMA who are aware of their HIV status but are not currently in
care. The Council also utilized a demographic chart of unmet needs populations developed
the San Francisco HIV Epidemiology Unit which broke down the out of care population by
projected demographic categories and helped the Council project some of the potential
needs of out of care individuals who may be brought back to the system in the coming
months and years. The Council continued to be informed by the findings of its previous
Comprehensive Needs Assessment which included significant qualitative input from out of
care populations and has influenced decisions on how best to tailor services to overcome
barriers to care for PLWH. The Council also received briefings on San Francisco
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neighborhood-based community viral load, providing information on intermittent care
seekers.

The Planning Council relied on a combination of quantitative and qualitative data to
assess the needs of HIV-unaware populations into its current prioritization and allocation
cycle. From a quantitative standpoint, the most important document the Council considers
is the EMA-Wide Epidemiological Chart and Epidemiology Report developed each year for
the Ryan White Part A application which utilizes epidemiological consensus to provide a
reliable estimate of the size and scope of the population of persons living with HIV in the
region, including persons with HIV who are unaware of their status. The EMA has
developed this chart each year for nearly a decade, and it is used by the Planning Council
both to anticipate new populations who may enter the system in the future and to flag
potential emerging challenges in the epidemic related to emerging epidemiological trends.
From a qualitative standpoint, the Council works in close partnership with the San
Francisco HIV Prevention Section to plan collaborative approaches to HIV outreach, testing,
and care linkage and to develop points of integration between prevention and care
wherever possible. A large share of these activities have been taken up through the local
ECHPP process, which incorporates strong participation by members of both Councils and
continually reports back to the Councils on new initiatives related to HIV-unaware groups.

The San Francisco Planning Council has placed a historical emphasis on meeting the
needs of underserved populations, and on developing care systems which facilitate entry
and retention in care for these groups. This approach is consistent with the overall purpose
of Ryan White funding, which is in part to develop systems that allow highly underserved
individuals to access high-quality HIV care, treatment, and support services regardless of
income status. The San Francisco EMA’s entire model of care is structured around the need
to ensure access to care for underserved populations, including its Centers of Excellence
program, which is specifically designed to address retention and care access barriers for
underserved groups with special needs such as women, African Americans, Native
Americans, and recently incarcerated individuals. Centers of Excellence service data
consistently attests to the success of this approach in achieving high care representation
among groups who most commonly face barriers to health care access in America,
including low-income individuals and families, persons of color, women, gay and bisexual
men, transgender persons, active substance users, homeless individuals, and persons with
mental illness. The Council continues to use its success in meeting the needs of these
populations as a benchmark for tracking its own effectiveness in addressing the goals of the
Ryan White program.

Involvement of Persons Living with HIV/AIDS: As in previous years, persons living
with HIV and AIDS (PLWHAs) were integrally involved in all phases of the FY 2015
priority-setting and allocation process. Self-identified persons living with HIV currently
make up 55% of the membership of the San Francisco HIV Health Services Planning
Council, including 16 non-aligned consumers comprising 43% of Council membership.
Council bylaws require that at least one Council Co-Chair be a person with HIV and a
consumer of Ryan White services, and the Council strives to ensure that at least one co-
chair for each committee is a person with HIV.

The Council also relied heavily on its 2008 San Francisco EMA Health Services
Needs Assessment, which included in-depth client surveys completed by 248 persons
living with HIV and/or AIDS in all three counties; a series of 3 population-specific focus
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groups attended by a total of 26 individuals; and on-on-one interviews with a total of 11
recently incarcerated individuals.”® The assessment over-sampled members of the African
American community to better identify needs among members of this hard-hit and
historically underserved population, with 38.9% of the total study sample consisting of
African Americans living with HIV/AIDS. To expand our understanding of homeless
populations, fully 21% of all those participating in the needs assessment were also
persons considered to be homeless.

The Council also utilized a Follow-Up Qualitative Study to the Needs Assessment
published in June 2010 which provided an in-depth exploration of the needs of three key
emerging subpopulations in the San Francisco EMA: African American women, older adults,
and hepatitis C co-infected individuals.”? The study also included a focus group made of HIV
service providers. Among the most significant findings of the study was the fact that while
persons 50 and older with HIV are generally satisfied with the quality of medical care they
are receiving, they are concerned that medical providers are not prepared to deal with the
health needs of the burgeoning HIV-positive geriatric population. Participants are also
concerned that doctors may not be able to differentiate which symptoms are specific to
aging versus HIV, and there was general concern regarding the lack of research on the
implications of taking HIV medications over long periods of time. The Needs Assessment
was instrumental in guiding FY 2015 prioritization and allocation, and ensured that the
needs and perspectives of persons living with HIV/AIDS - including those not in care -
were continually incorporated into the process.

Consideration of Current Data Sources: As in past years, the Planning Council
received a range of high-quality data - including unmet needs data - to assist in prioritizing
FY 2015 services and allocating resources, with an emphasis on HRSA-identified core
medical services. Among the data presented, reviewed, discussed, and incorporated by the
Council in its decision-making this year were the following:

= Background information on requirements and parameters of the Ryan White HIV/AIDS
Treatment Extension Act of 2009, including definitions of core service categories;

= A detailed analysis of each priority service category funded and not funded by the
Council in FY 2014 by county, including service definitions; budgeted and actually
funded service category amounts; populations served; key points of entry; utilization
reviews; other funding sources available in each category; and possible impacts of cuts
in each service category;

= A comprehensive, updated HIV/AIDS Epidemiology Report by the SF AIDS Office
detailing current PLWHA populations and discussing current trends in the epidemic;

= A detailed analysis of client-level data reported through the ARIES data system for the
period March 1, 2013 through February 28, 2014, including information on the
demographic characteristics and changing health status of Ryan White-supported
clients and service utilization data related to all Part A services;

= A summary of findings from needs assessments commissioned by the Planning Council,
including the Comprehensive Assessment and Follow-Up Qualitative Study;

= Asummary estimate of unmet need among PLWHA in the San Francisco EMA utilizing
HRSA'’s unmet needs framework;

= A detailed presentation on other funding streams in the EMA, with a special focus on
federally funded programs and on programs funded through MAI support, as well as
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Part B, Part C, Part D, and Part F funding through the San Francisco Department of
Health, and other sources;

= Areview of goals and objectives from the 2012-2014 Comprehensive HIV Health
Services Plan, along with updated progress reports for each goal, objective, and action
step; and

= Consensus input to the Planning Council from the San Francisco HIV/AIDS Provider
Network, a group of 43 community-based, non-profit HIV service agencies in the San
Francisco EMA meeting the needs of persons living with HIV and AIDS.

Utilization of HIV/AIDS Epidemiology Data: The Council fully incorporated changes
and trends in HIV/AIDS epidemiology data in this year’s priority-setting and allocation
process. The Council reviewed a comprehensive, updated HIV/AIDS Epidemiology Report
prepared by the San Francisco AIDS Office detailing current PLWA / PLWHA populations
and discussing current trends in the epidemic which directly influenced key prioritization
and allocation decisions by the Council. For example, the Council affirmed its commitment
to the Centers of Excellence program as a strategy for helping address growing HIV
infection rates among young women of color and MSM of color. The Council also discussed
the growing proportion of PLWHA over 50 years of age in the EMA, identifying the need for
more information to meet the needs of these groups, and to integrate this care into
emerging approaches for HIV-related geriatric services. This included receiving an update
on an ongoing grant to HIV Health Services through the California HIV/AIDS Research
Program that is supporting the development and evaluation of innovative new models of
care for persons with HIV 50 and older at two of the largest HIV clinics in San Francisco:
Ward 86 at San Francisco General Hospital and the 360 Program at the University of
California San Francisco Medical Center.

Applying Cost Needs Data to Part A Service Allocation: The Planning Council
consistently incorporates cost data into its considerations, including information on
potential new coverage reimbursement made possible through the Affordable Care Act.
The Council draws from a detailed reports prepared by HIV Health Services for each funded
and unfunded Part A service category which includes a full utilization review for each Part
A service category listing total dollar amounts, unduplicated clients and cost per unit of
service; a listing of all non-Part A funding sources available for each category; a description
of issues and trends affecting the categories; and a description of possible impacts of
further cuts. These data are accompanied by cost estimates related to care for special
populations. The Council also receives a detailed presentation on other funding streams in
the EMA, including a summary of Part A, MAI, Part B, Part C, Part D, SF DPH, HOPWA, and
other funding sources such as LIHP, Covered California, Medicare, private insurance
funding, and funds provided through the U.S. Substance Abuse and Mental Health Services
Administration (SAMHSA). The funding streams presentation also included information on
the history, current funding and programmatic levels, challenges and gaps related to each
funding source. All cost-related data directly influenced both prioritization and funding
decisions made by the Council, including an increased commitment to the Centers of
Excellence program as a strategy for creating greater cost-effectiveness in serving severe
need populations, and a continuing emphasis on treatment adherence support as a strategy
for avoiding later burdens on the system related to emergency hospitalization and home
care.
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Planning for Potential Fluctuations in the Part A Award: As in previous years, the
Planning Council developed a contingency plan offering a blueprint for how the Council

would respond to potential increases or decreases in FY 2015 Part A funding: 1) If
allocation levels remain the same, allocations for all service categories will remain at flat
funding; 2) If allocation levels are decreased, the first 10% of cuts will be made to service
categories that are covered under California’s ACA Essential benefits package, with
remaining reductions over 10% applied proportionally to all Service Categories; and 3) If
allocation levels are increased, allocations will be shared proportionately across all service
categories.

Consideration of MAI Funding: As noted in the MAI section above, the Planning
Council received a comprehensive summary of the specific services currently funded
through Minority AIDS Initiative funding, and incorporated MAI allocations decisions into
its overall FY 2021 allocations process. The summary detailed specific goals of the local
MAI process; historical funding levels received in the region; previous and current
expenditures with that funding; specific outcomes achieved in regard to minority health,
health access, and service utilization; and a quantified report on the demographics of
populations served through MAI funding. This report validated the success of the EMA’s
approach to MAI allocations, and affirmed the key role that MAI funding plays in helping
reduce HIV disparities while meeting the needs of historically underserved populations.

Incorporation of Data on Other Federally Funded HIV/AIDS Programs: As noted
above, the FY 2015 prioritization and allocation process incorporated ongoing
consideration of both financial and programmatic data related to all federal sources of
HIV/AIDS funding in the San Francisco EMA. In addition to Ryan White funding, this
includes funding sources such as Medicaid and Medicare, the Centers for Disease Control
and Prevention (CDC), and funds provided through the Substance Abuse and Mental Health
Services Administration (SAMHSA).

Potential Changes through the Affordable Care Act (ACA): In part through the
work of the San Francisco Health Care Reform Task Force, the Planning Council has kept
itself aware of current and impending changes through the Affordable Care Act (ACA) and
has taken these potential changes into account while prioritizing and allocating FY 2015
resources. While the precise scope of changes to be realized through the ACA are still not
yet full known, California and the San Francisco EMA have already felt the impact of
shifting resources through implementation of ACA-eligible low-income persons in the
California Low Income Health Program (LIHP), California’s bridge to ACA care. Perhaps the
most immediate impact in regard to FY 2015 Part A funding was a Planning Council vote to
reduce funding this year for direct outpatient ambulatory health services and to increase
funding for medical case management services to better support linkage to and retention in
care for the region’s hardest hit groups. As part of this process, the Planning Council
applied for and received a HRSA Waiver to the 75 / 25 core services requirement for the
2014-2015 Ryan White Fiscal Year (see Attachment 14).

Integration of Prevention and Care Planning at the Part A Level: As part of our
region’s ongoing efforts to generate a truly comprehensive continuum of care model in
which all elements of HIV outreach and care are linked from the point of outreach to viral
suppression, the San Francisco HIV Health Services Planning Council and the San Francisco
HIV Prevention Planning Council have both recently approved moving forward to
developed a merged HIV prevention and care planning council beginning in
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approximately March of 2016. Merging of these two longstanding and highly qualified
bodies is a complex process, and the two groups have created a Transition Planning
Team that will outline key details of the merged body, such as the composition and
responsibilities of the merged executive committee, how often the new council will meet,
etc. The Transition Planning Team will be comprised of the three co-chairs from each
council as well as three additional members from each council as well as two staff each
from HIV Health Services and HIV Prevention Services, pending formal approval in
November by each council. The merged prevention and care planning council will take San
Francisco’s unparalleled knowledge and approaches to identifying new cases of HIV
infection and providing high-quality, long-term treatment to suppress viral load to the next
level, creating a unified system that has the potential to significantly reduce or even stem
the crisis of HIV infection in our region.

1.C) Funding for Core Medical Services - See Table in Attachment 8.
WORK PLAN

A) HIV Care Continuum for FY 2015

A.1) Care Continuum Graph - See Table in Attachment 9

A.2) Care Continuum Narrative

How the Care Continuum is Utilized in Planning and Prioritization: The San
Francisco EMA'’s HIV prevention and care continuum strategy reflects a forward-thinking

understanding of how to best meet the needs of people living with and at risk for HIV
(PLWARH). The framework outlined in Figure 13 on the following page is an attempt to
move beyond the concept of treatment as prevention in order to address HIV as a holistic
health issue. The model exemplifies the belief that prevention, care, and treatment are
inextricably intertwined, and prioritizes the needs of people regardless of HIV status. In
fact, the needs of PLWH and those at risk are no longer as different as they had previously
been seen to be, a reality that presents inspiring opportunities for affected communities to
come together around a common vision and set of priorities, including ensuring access to
health care and other services; providing a continuum of HIV prevention, care and
treatment services using a holistic approach; and ultimately, as a result, “getting to zero”.

As of 2014, the EMA continues to implement and enhance the efforts outlined in the
2012 Care and Prevention Plans, incorporating new HIV prevention science along the way.
The upcoming merger of the EMA'’s Prevention and Care Planning Councils promises even
greater integration across the full spectrum of engagement and retention in care, including
new initiatives to better link outreach, testing, linkage, engagement, retention, and re-
engagement services. In addition, the positive implications of the Affordable Care Act (ACA)
on HIV prevention are just beginning to be revealed, and we are continually adapting the
Strategy as needed, including through leveraging third party payment for HIV and other
disease screening.
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Figure 13: San Francisco Jurisdiction Holistic Health Framework for HIV Prevention
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Current Successes: Advances in our knowledge regarding effective HIV prevention,
care, and retention, along with the aggressive adoption of new HIV prevention
technologies, have made a broad vision for healthy people and communities possible. The
EMA is already seeing the results of its efforts on the prevention side of the continuum,
with new HIV infections apparently decreasing and the number of people living with HIV
steadily increasing due to decreases in mortality. Amazingly, “Getting to Zero” - meaning
zero new infections, zero AIDS-related deaths, and zero stigma - may be within our
reach for the first time in the history of the epidemic. The San Francisco EMA is faring
better on most indicators compared with the state of California and the U.S., and has
already achieved some of the National HIV/AIDS Strategy (NHAS) targets. The takeaway
message is that the SF jurisdiction is making marked progress towards achieving a
reduction in new infections and improved health outcomes for PLWH, but needs to
reinvigorate its efforts in the coming years to reduce disparities.

Some of the factors that have arguably contributed to these successes include the
following:

= The EMA’s realignment of HIV prevention funding in 2011/2012 to implement high-
impact prevention;

= Anincrease in HIV testing in San Francisco;

* Increased emphasis on early linkage to care and partner services, such as through the
Linkage Integration Navigation Comprehensive Services (LINCS) program;

» Increased availability of pooled RNA testing to detect acute HIV infection beginning in
2011. Eighty-two acute diagnoses were made between November 2011 and October
2013 (Dr. Stephanie Cohen, personal communication, August 2014);

= SF’s early adoption of a “universal offer of treatment” policy in 2010;

= Ready accessibility of post-exposure prophylaxis (PEP) through SF City Clinic (the City’s
STI clinic) and early adoption of pre-exposure prophylaxis (PrEP) in San Francisco;

= The EMA’s ongoing commitment to community engagement, in citywide planning as
well as at the level of services; and

= The HIV Prevention Planning Council’s (HPPC'’s) consistent recommendations that
funding be allocated based on the local epidemiology

Unique Challenges: In keeping with the fourth NHAS goal related to improving
coordination across federal agencies and streamlining data collection, the SF EMA will take
the lead on establishing a new set of core indicators that will be used to mark our
progress toward “Getting to Zero.” These indicators will be established by harmonizing
data elements and definitions across the multiple requirements. (For example, instead of
measuring linkage to care in several different ways, we will strive to measure it one way.)

We will also coordinate with local experts and federal funders to ensure that stakeholders’

core needs are met and that we are able to measure population-level outcomes as well as

performance targets. Given limited public health resources, it is no longer feasible to
continue to measure and report on the dozens if not hundreds of indicators that are

requested from or required of jurisdictions by various funders and stakeholders, Instead, a

core set of locally meaningful indicators is needed. Harmonization will take into account

the following:

= Institute of Medicine (IOM) indicators
(http://www.iom.edu/Reports/2012/Monitoring-HIV-Care-in-the-United-States.aspx)
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= Common indicators for Department of Health and Human Services (DHHS)-funded
programs and services (http://aids.gov/pdf/hhs-common-hiv-indicators.pdf)

= HIV headline indicators for the SFDPH Population Health Division

=  HPPC Measurements of Success

= HIV Prevention Section 2010 Request for Proposals (RFP) goals and outcomes and
agency performance targets

= PS12-1201 funding opportunity announcement (FOA) objectives

= PS12-1201 Comprehensive Plan goals and targets

* Enhanced Comprehensive HIV Prevention Planning (ECHPP) goals and objectives

= Health Services and Resources Administration (HRSA) HIV/AIDS Bureau (HAB) and
other Ryan White CARE Act indicators

= SFDPH Primary Care Continuous Quality Improvement measures

= Spectrum of engagement in care indicators

Using the FY 2015 Part A Award to Advance the Continuum of Care: The San

Francisco HIV Health Services Planning Council will utilize FY 2015 Part A resources

in part to participate in a collaborative process with other public and private entities

to attempt to generate a truly integrated continuum of HIV care in the SF EMA. The
term “integration” has many meanings, but ultimately, its goal is to make it possible for
individuals to get what they need, when they need it, with respect to their health. In many
cases, achieving this goal requires significant transformations in systems, structures, and
operations. A few examples of prioritized integration efforts for SFDPH which will be
supported by the FY 2015 award are as follows:

= Reorganization of both the population health and health care delivery functions of the
SFDPH (2013-2014), and an accompanying larger “systems planning” effort to align
community-based services with ACA.

= Efforts toward integrated HIV prevention and care community planning.

= Scale-up and integration of hepatitis C testing, linkage, and treatment into HIV and
other services, including addressing the challenges of access to treatment due to its high
cost. The Jurisdiction plans to launch CDC’s viral hepatitis social marketing campaign
locally in 2014 /2015, and SFDPH plans to hire a Viral Hepatitis Coordinator.

* Training on integrated models for substance use, HIV, and hepatitis C (provided by
AETC). Marin County staff completed this training and plans to train SFDPH staff are in
progress.

= Integration of HIV prevention with broader, population-specific culturally competent
health and social services. This is especially important for the transgender community.
The SF Transgender Advisory Group recommends “one-stop shopping” for services
ranging from trans-specific substance use/mental health services to education and
employment assistance to primary care services. The services should focus on health
and wellness, not on HIV.

* Increase coordination and collaboration with non-HIV efforts such as structural
interventions to address alcohol use and cardiovascular disease prevention to improve
overall health outcomes.

= Identify and expand/replicate integration best practices. One example is the HIV &
Integrated Services program (formerly Forensic AIDS Project) operating in the SF jail
system. In collaboration with SFDPH STD Prevention & Control Program, the Linkages
to Health Education and Prevention (LHEAP) team offers HIV, STI and hepatitis C
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testing to SF residents upon entry into the SF county jails. In 2013, over 3,000 people
were tested for HIV, 24 positives were identified of whom 12 were new diagnoses. Ten
of the newly diagnosed (83%) and 7 of the known HIV-positive individuals (58%) were
linked to care. In addition, overdose prevention is also integrated. In 2012, the LHEAP
team in collaboration with the DOPE Project implemented a pilot project to make the
naloxone nasal spray available upon release to individuals who participate in a brief
training.

= Future consideration of issuing requests for proposals (RFPs) that leverage different
funding streams for integrated services.

= Dialogue about how to better integrate data and data systems for improving health
services and outcomes (see previous section).

Figure 14 on the following page provides a schematic view of the EMA’s vision of

developing goals and achieving objectives within the context of a truly integrated

continuum of care.

It is important to note that service integration may offer some solutions to challenges
that HIV prevention has long faced. Historically, HIV prevention has been asked to fund
services for populations at high risk for a variety of health issues, even though risk for HIV
may be low. For example, it is not uncommon to hear that services for non-MSM
populations, such as HIV-negative women and non-MSM youth, are insufficient. Integration
offers opportunities to fund services appropriately, while also meeting the need (e.g.,
integrating HIV prevention messages into homeless services at low or no cost). The HIV
prevention and sexual health needs in Bayview/Hunters Point, which is home to many HIV
care and treatment services but few HIV prevention services, can potentially be addressed
by leveraging non-HIV-related efforts and broader health initiatives (e.g., SFDPH’s African
American Health Initiative). Finally, in the process of “getting to zero” the target population
will be harder and harder to reach. Integrated services where HIV is not the focus might
attract clients that we haven’t been able to reach in any other way.

Significant Health Disparities Revealed Through the Continuum: While the
process of completing the initial Consortium of Care chart did not reveal any specific new
disparities, the process confirmed ongoing issues in our own countywide reporting
systems and capacity which our TGA will continue to address in order to strengthen our
capacity to track the progress of persons with and at risk for HIV as they move through the
treatment cascade.
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Figure 14. Sample San Francisco EMA Integrated HIV Prevention & Care Goals

Goals Indicators Data Overall Trend
Reduce new New diagnoses 2011: 510
HIV 2012: 495

infections 2013: 418 @

SF, San Mateo, and Marin. Source:
County HIV surveillance data.

Estimated % of MSM in | 2005: 23%
SF who are unaware of | 2008: 17%
their HIV-positive status | 2011: 6% @

SF only. Source: NHBS.

Increase Linkage to care 2011: 84%
access to care 2012: 86%
and improve 2013: 89%
health 4
outcomes for SF and Marin only. SF data is linkage to
care within 3 months. Marin data is
PLWH linkage to care within 6 months. Source:

County HIV surveillance data.

Late diagnosis 2010: 26%
2011: 24%

2012: 21% :

SF only. Data represents the proportion of
new HIV diagnoses that developed AIDS
within 3 months of diagnosis. Source:
County HIV surveillance data.

Viral suppression 2010: 56%
2011: 58%

2012: 68% :

SF only. Data represents the proportion
virally suppressed within 12 months of
diagnosis. Source: County HIV
surveillance data.

Reduce HIV-
related

disparities and See Exhibit 3 No @hl@lmg@
health
inequities
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B) FY 2015 Implementation Plan
B.1) FY 2015 Implementation Plan Table - See Table in Attachment 9.
B.2) HIV Care Continuum Table - See Table in Attachment 9

B.3) FY 2015 Implementation Plan Narrative: The FY 2015 Ryan White Part A
Implementation Plan for the San Francisco EMA is an innovative, client-centered, and cost-
effective strategy for meeting the most critical care and support needs of HIV-infected
individuals with low incomes in the region. The FY 2015 Plan also urgently seeks to restore
at least some share of the Part A dollars that have been lost to the EMA over the past
decade. At a time of rising costs, declining resources, and expanding HIV-infected
populations, the Plan seeks the restoration of essential support to allow the EMA to
continue to ensure a seamless, comprehensive, and culturally competent system of care
focused on the complementary goals of: a) reducing inequities and disparities in HIV care
access and outcomes, and b) ensuring parity and equal access to primary medical care and
support services for all residents in the region. The Plan strikes a balance between
providing an integrated range of intensive health and supportive services for complex,
severe need, and multiply diagnosed populations and expanding and nurturing the self-
management and personal empowerment of persons living with HIV.

The FY 2015 Part A Plan requests a total of $36,218,233 in Formula and
Supplemental funding to allow the SF EMA region to continue to meet escalating client
needs in an effective and strategic manner. Direct service allocations make up 94.1% of
this total request, for a total of $34,062,321. Another $350,000 supports EMA-wide
quality management activities while $1,805,912 supports administrative costs for the
Grantee at the stipulated 5% level, including San Francisco Planning Council expenses.
Reflecting HIV caseload proportions in the EMA’s three counties, a total of 8.5% of the FY
2015 direct service request supports HIV client services in San Mateo County, while
another 3.5% supports direct HIV services in Marin County. The remaining service
allocation supports persons living with HIV and AIDS in the City and County of San
Francisco.

Support for HRSA Core Services: The vast majority of proposed FY 2015 service
expenditures - 73.21% of total requested service dollars ($24,672,236) - support the
provision of direct care services in HRSA-identified core service categories, slightly below
75% as approved by our existing core services wavier (see Attachment 14) and reflecting
increasing resources in the EMA for direct medical care. Of this year’s total direct service
request, a total of $10,918,987 is requested for outpatient / ambulatory health services
(including $494,093 in Part A MAI funds), an amount representing 44.3% of the total core
services request and 32.1% of the total FY 2015 direct service budget. This category
includes support for ambulatory care services delivered in community and institutional
settings as well as the seven regional Centers of Excellence that build upon and enhance
San Francisco’s highly successful integrated services approach to care. Additional HRSA
core categories for which funding is requested in the FY 2015 Plan include: a) Mental
Health Services, including Crisis and Outpatient Mental Health Services ($2,016,214); b)
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Medical Case Management that links and coordinates assistance from multiple agencies
and caregivers in order to ensure access and adherence to medical treatment ($5,628,303,
including $187,195 in requested MAI funds); c) Hospice Services supporting room, board,
nursing care, counseling, physician services, and palliative care for clients in terminal
stages of illness ($2,430,139); d) Oral Health Care to address critical dental
manifestations of HIV and preserve overall client health ($1,972,819); and ¢) Home
Health Care to meet direct medical treatment needs outside of inpatient and clinical
settings ($1,121,603).

As a result of Planning Council decisions, funding is not requested for several core
medical service categories, including ADAP Treatments, Health Insurance Premium and
Cost Sharing Assistance, and Medical Nutrition Therapy. In terms of pharmaceutical
assistance, the State of California has long maintained one of the strongest and most
comprehensive ADAP programs in the US, and because of the EMA’s success in reaching
Medi-Cal eligible populations and enrolling them in care, the EMA is not seeking Part A
funds in this category.

Promoting Parity of HIV Services: The San Francisco EMA is committed to ensuring
parity of HIV services for all populations, and has worked since its inception to establish
service systems and quality standards that ensure access to high-quality care across our
region. The EMA places a strong emphasis on culturally competent services that address
clients from the perspective of their own language and cultural milieus, and that are staffed
by individuals who are representative of their client populations. Local services are
strategically dispersed to ensure accessibility within hard-hit communities and
neighborhoods. The region has also worked to identify and overcome key barriers to care
for hard-to-reach populations, including barriers related to benefits coverage,
transportation, homelessness, mental illness, substance addiction, mistrust of medical
services, incarceration status, and HIV-related stigma. The FY 2012 Part A Plan, for
example, includes $1,271,817 in support of non-medical case management services.
Non-medical case management includes intensive benefits counseling and money
management services to ensure that hard-to-reach populations such as homeless and
multiply diagnosed persons, low-income women, and persons who are out of care have the
same ability to access consistent care and that they are able to maximize the limited
financial resources at their disposal. Another approach to ensuring parity involves the
creation of Centers of Excellence specific to disproportionately affected populations such as
the Black Center of Excellence, the Mission Center of Excellence, the Women’s Center of
Excellence, and the Native American Health Center, which provide specialized services to
promote parity of service access among Latino, female, and Native American populations,
respectively.

Ensuring Culturally and Linguistically Specific Services: As noted above, the
EMA'’s Centers of Excellence model has proven to be a highly effective approach to ensure
access to culturally and linguistically appropriate services in the culturally and
linguistically diverse San Francisco region. Because CoEs are tailored to the needs of
specific ethnic and cultural populations and are operated by community-based minority
agencies in the neighborhoods in which targeted populations live, they are able to ensure a
uniquely high level of cultural competence. This competence goes beyond merely
transposing traditional care approaches for emerging populations, but consists of a top-to-
bottom re-envisioning of HIV services to ensure that Part A care is appropriate, syntonic,
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and responsive to communities of color. CoE such as the Mission Center of Excellence, the
Black Center of Excellence, and the Native American Health Center of Excellence are
specifically directed to communities of color, and offer culturally appropriate care in safe,
welcoming settings. The Tenderloin Area Center of Excellence - through a partnership with
Asian & Pacific Islander Wellness Center - provides services in a number of Asian / Pacific
Islander languages including Cantonese, Vietnamese, and Tagalog. San Francisco HIV
Health Services also includes cultural competence standards and quality measures in Part
A contracts, and conducts training and technical assistance throughout the region to ensure
the cultural and linguistic appropriateness of services provided through Ryan White funds.
In addition, the San Francisco Planning Council has provided funds for the EMA’s HIV
Resources Guide as a way to enhance access to culturally competent services.
Relationship to the Comprehensive Plan: The FY 2015 Part A Implementation Plan
is also fully linked and integrated with the goals and objectives of the 2012 - 2014
Comprehensive HIV Services Plan for the San Francisco EMA, published on May 15, 2012.
The FY 2015 Implementation Plan - combined with the EIIHA activities outlined above -
directly responds to all five primary service goals of the Comprehensive Plan, consisting
of the following:
= Goal # 1: To ensure a client-centered, coordinated, culturally competent continuum of
essential services for all Ryan White-eligible persons with HIV, including emerging
populations, persons experiencing health disparities, and persons with severe needs.
= Goal # 2: To identify, link, and retain in care HIV-aware Ryan White-eligible persons
who are not currently in HIV care.
= Goal # 3: To identify, link and retain in care Ryan White-eligible persons with HIV who
are unaware of their HIV status.
= Goal # 4: To expand coordination and collaboration with relevant funding streams and
programs throughout the EMA to maximize resources and ensure that Ryan White
funds are used as the funding source of last resort.
= Goal # 5: To research, plan for, and respond to changes to the Ryan White system
resulting from the Affordable Care Act (ACA) and other healthcare access initiatives to
ensure that Ryan White funds are used as the funding source of last resort.

Ensuring Proportional Funding for Women, Infants, Children, and Youth:
Resource allocations for women, infants, children, and youth (WICY) in FY 2015 are more
than proportionate to the percentage of local HIV/AIDS cases represented by these
populations. According to the CDC, the San Francisco EMA has by far the lowest
percentage of women, infants, children, and youth (WICY) living with HIV/AIDS
through 2010 of any EMA or TGA in the nation, with WICY populations making up
only 7.96% of local PLWHA.”8 The region’s extremely low WICY percentage reflects the
continuing disproportionate impact of the local HIV epidemic on men who have sex with
men and injection drug users, as well as the relatively small percentage of children living in
the city and county of San Francisco. However, while women account for 6.5% of persons
living with AIDS in the EMA, they make up 11.7% of all individuals receiving local Ryan
White-funded services and fully 21.7% of all clients receiving services through the
region’s Centers of Excellence program. Meanwhile, while infants, children, and youth
24 and under make up 1.5% of the total PLWA population, they account for 2.4% of local
Ryan White clients. The percentage of Ryan White dollars spent to provide care for these
populations is in proportion to these populations' representation in the local Ryan White
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system, reflecting both the high needs of these populations and the region’s success at
bringing them into care. The EMA works to ensure that local services are also culturally
responsive and effective for women and young people, who make up a significant share of
those whom the Centers of Excellence program assists.

RESOLUTION OF CHALLENGES

Because of its unparalleled experience in supervising, managing, and coordinating Part
A resource planning, prioritization, and allocation since the earliest days of the AIDS
epidemic, , both the Grantee and local Planning Council believe there will be few challenges
or barriers to full and successful implementation of FY 2015 Part A activities proposed in
this application. The three county entities involved in administering the local Ryan White
Part A program all have the capacity and experience to allocate and manage proposed grant
funding and to supervise and track project contracts to ensure that they are providing high-
quality care while utilizing Part A resources strictly as the funding source of last resort.
Both counties also have the existing data capacity to effectively track program
expenditures and activities and to intervene where needed to ensure effective care using
proposed grant dollars. At the same time, the San Francisco HIV Health Services Planning
Council - soon to be merged with the San Francisco HIV Prevention Planning Council - has
the expertise, diversity, and understanding of the community to effectively assess local
needs, prioritize services, and allocate Part A resources in a manner that most effectively
supports the ongoing health and wellness of persons living with HIV in our region while
continuing to address critical health disparities. The key challenge for all Ryan White
jurisdictions moving forward involves the need to continue to implement a fully
integrated care and prevention system that addresses each stage along the care
continuum while creating new approaches to better tracking client status and providing
continually more effective case finding, outreach, and support strategies to ensure the
identification and long-term care engagement of the most highly disenfranchised and
highest-risk PLWHA still not identified in our region.

EVALUATION AND TECHNICAL SUPPORT CAPACITY
1. CLINICAL QUALITY MANAGEMENT
1.A) Description of Clinical Quality Management Program

Number of Staff FTEs Assigned to CQM: The SF EMA has a total of 5.7 FTE devoted
to QM activities. Designated Quality Management staff distributed by specific EMA counties
includes: San Francisco - 4.15 FTE; San Mateo - .80 FTE; and Marin - .75 FTE.

CQM Program Staff Roles and Responsibilities: The San Francisco EMA maintains a
well-established Quality Management infrastructure that enables consistent analysis and
problem solving of issues related to client care. Within the SF EMA, 1.4% of Ryan White
funding is allocated annually to carry out the region’s QMP activities. The Director of HIV
Health Services, Bill Blum, oversees the creation, implementation, and evaluation of QI
activities that are in turn supervised and managed on a day-to-day basis by the QI
Coordinator. Under these individuals’ supervision, and in collaboration with local
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providers, quality management components are developed and implemented by the
Quality Management Program Coordination Consultant who works in collaboration
with the HIV Health Services Data Systems Administrator and other HIV Health Services
staff to develop and implement new or enhanced QM programs. Additional consultants
with a range of diverse skills and expertise support the QM program through the provision
of services such as training, technical assistance, program evaluation, and administrative
support. Meanwhile, the SF EMA Quality Improvement Committee, comprised of
members with diverse perspectives on quality of care, is responsible for annual updating of
the Quality Management Plan; prioritizing and implementing QI projects; providing
continuous QI and topical training; responding to providers’ needs by utilizing the National
Quality Center’s (NQC) modules and tools; and updating performance indicators to satisfy
quality measures. The chart below briefly outlines responsibilities of staff and committees
involved in the EMA’s quality improvement effort:

Chart of Responsibilities for SF EMA Clinical Quality Management Program

Individual / Entity Role / Responsibilities
= HHS Interim = Provides fiscal oversight; approves overall plan; reviews and
Director tracks implementation of workplan.

= HHS Administrator | - Tracks implementation of workplan; directly supervises CQI

staff.
. li . . o
Quality = Provides contractual oversight of staff; assists in
Improvement implementation of workplan
Consultant P pran.
= Coordinates daily operations of CQI; assists in overall QI
* Quality development; generates analyses and reports; oversees day-
Improvement to-day development of program; attends planning meetings;
Coordinator reviews existing literature related to quality development and

improvement; coordinates capacity building activities.

= Monitors HHS ARIES Database; monitors client and service

level data compliance standards; assists in designing CQI plan;
= HHS ARIES Team advises on performance indicators; creates reports from raw
data; analyzes and reports on CQI results; trains and updates
provider users as needed.

» San Mateo and
Marin Co. QI
Representatives

= Oversees all Quality Management activities in their counties
and respective providers.

Entities Under Contract to Support or Perform QM Activities: Consultant services

are used to support a wide range of critical QM-related activities. As noted above, key
coordination and oversight of the local QM process is carried out by the Quality
Management Program Consultant who has responsibility for key planning and
implementation activities related to the EMA’s quality management program. Additional
consultants conduct a variety of activities such as developing training curricula for new
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standards of care; leading and presenting trainings in standards of care and other relevant
topics; and developing measurable outcomes for HHS CARE-funded services. Recent
trainings have been conducted on the following topics: Trauma-Informed Care: In
response to Center of Excellence and Primary Care provider requests, HIV Health Services
organized an all-day training on trauma-informed care to examine how we might better
interact with clients who may be more likely to create behavior-related disruptions in the
clinic environment. Transgender Best Practices: The results of a recent Needs
Assessment of Transgender clients living with HIV/AIDS in San Francisco indicated a
significant gap in competencies to appropriately serve this uniquely impacted community.
As aresult, HHS provides training on how best to engage and retain this hard to reach
population. Leveraging Resources: Social service and healthcare organizations are
considering the possibility of joining non-merger partnerships to better leverage their
resources. They are partnering to pursue new opportunities, build organizational capacity,
provide more or higher quality programs, have greater access to funding, increase
efficiency, and reduce costs. This training assisted them with that process. Data
management consultants support compliance with ARIES with the development and
implementation of data import routines from provider’s primary database into ARIES and
to offer individualized TA assistance to Ryan White contract providers.

Efforts to Coordinate CQM Activities with Other Ryan White Grantees in the
Jurisdiction: HIV Health Services meets quarterly with other Part C grantees from
greater Northern California under the guidance of the National Quality Center. These
meetings have focused on improving client retention rates in Part C clinics while reducing
the number of patient "no-shows." Grantees have shared their success stories as well as
some of their failures. HHS staff also meet on a quarterly basis with Alameda TGA grantee
staff to discuss a variety of administrative and quality improvement topics. Over the last
year much of the focus has been on data collection and completion. The Alameda TGA has
recently converted to the ARIES database and has begun a similar process to implement
client outcome goals with the utilization of ARIES reportage capacities.

1.B) Description of CQM Program Performance Measures

Service Categories for Which the Applicant Has Performance Measures:
Standardized outcome and process objectives have been in place for EMA’s HIV Centers of

Excellence for the past two years and were expanded to all primary care and medical case
management service providers in RW FY 14-15. In collaboration with the Contract
Development and Technical Assistance (CDTA) Section of SFDPH, standardized contract
outcome and process objectives were developed and implemented for all services
categories for the RW FY 14-15. A principal goal in the standardization of outcome
measures was to fully utilize the reporting capacities of the ARIES system to automate and
generate summary reports on the client outcome and service level data.

Specific Performance Measures for the Upcoming Year for Medical Care and

Medical Case Management, including Frequency of Performance Measure Data
Collection from Sub-Grantees: Among the specific indicators monitored in the SF EMA

are: a) indicators related to primary medical care, through which providers must achieve
at least an 85% compliance rate in regard to standards and procedures such as Medical
Visits, ARV Therapy Management, Viral Load Suppression, PCP Prophylaxis, Hep C and
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Syphilis Screening; b) attainment of a 75% goal in screening clients for barriers to
treatment adherence; c) a case management indicator with a minimum 85% target for
clients remaining engaged in primary medical care while receiving services; d) an indicator
related to outpatient mental health in which at least 90% of clients must be screened for
an active psychiatric illness; and e) an outpatient substance use indicator ensuring that at
least 90% of clients are screened for active substance abuse and dependency problems. All
indicators are continually used to improve the quality of Ryan White services. These
performance measures are tracked at the client level in both case management and medical
plans. The frequency of data collection is monthly with outcome reportage through the
annual contract monitoring process conducted by the SFDPH Business Office of Contract
Compliance (BOCC). HHS recommends service providers generate quarterly outcome
reports to adhere to data completion and compliance standards.

In order to track indicators, HIV Health Services establishes benchmarks with each
agency at the beginning of each contract period and provides training and technical
assistance to ensure that agencies understand and are able to meet ARIES data reporting
requirements. HHS disseminated an ARIES Procedural Guidelines for Client Outcome
Objectives Reportage to all primary care and medical case management services
providers. HIV Health Services aggregates agency data to track progress toward stated
indicators and discusses variations with agencies when they are identified. HHS also works
with agencies to collaboratively develop remedial responses to ensure adherence to quality
standards.

Summary of Qutpatient / Ambulatory Medical Care and Medical Case

Management Data for the Last Grant Year or Calendar Year, including any Trending
Data: Currently, performance indicators are collected for all recommended HAB HIV/AIDS

Performance Measures for Adults and Adolescents. An annual analysis report of overall
performance is created by the Data Systems Administrator. EMA data runs were conducted
on 9/9/2014 and the timeframe studied was the 2013 calendar year. The total
unduplicated client count (UDC) for the SF EMA primary care clients is 3,784 (N=3,784).
Inclusion criteria for QM indicators was based upon a client receiving at least two primary
care visits during the measurement year which results in 3,662 (n=3,662) or 96.8% of all
EMA primary care clients. Key EMA-wide data findings from this period included the
following:

e Medical Visits Analysis: While there is no established national consensus on
performance level thresholds for this indicator, the EMA’s internal 85% local
performance level threshold goal of at least two medical visits per year was not met.
However, the EMA’s overall performance level of 61.6% achieves 72.5% of the local
threshold goal. There are several reasons for the EMA not meeting the 85%
performance standard in 2013. The most significant cause involves the fact that an
increasing number of clients are considered by their HIV care provider to be medically
“stable”. This is resulting in many physicians requiring less frequent client visits than
the minimum two per year currently prescribed by local standards. This trend may
require the EMA to re-examine its standards for medical visits. Additionally, during this
2013 review period, the implementation of the Low Income Health Program (LIHP) has
resulted in both San Mateo and San Francisco transitioning a number of Ryan White
clients into their respective LIHPs, thus affecting this performance outcome. LIHP
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transitioned clients who may have been included in the denominator of the potential
criteria pool and no longer appear to have had sufficient services or data to be also
included in the numerator by criteria formulas.
HAART Analysis: The 80% national and 85% local threshold goals were met or
exceeded in all groups. The San Francisco EMA-wide performance level of 93.6%
achieves 110.1% of local and 117% of national threshold goals.
Viral Load Suppression Analysis: The 90% local and national performance level
threshold goal was met and exceeded by Marin and San Mateo. The SF EMA-wide
performance level of 83.8% achieves 93.1% of the local and national threshold goal.
Hepatitis C Screening Analysis: The 95% national threshold goal was met by San
Mateo. The 85% local performance threshold goal was met and exceeded by Marin and
San Mateo. The San Francisco EMA wide performance level of 81.5% achieves 95.9%
of the local and 85.8% of the national threshold goal. Reasons for failing to meet the
national and local threshold goal includes the fact that many local electronic medical
record systems do not yet have a data element in place for hepatitis C screening and
that this particular data element was entered in ARIES as “unknown” as opposed to “not
medically indicated” so clients could be excluded from calculation. HHS is working with
its Part A subcontractors to ensure that hepatitis C is included as a reportable field in all
electronic health record systems while addressing misreporting issues.
PCP Prophylaxis Analysis: The 85% local and the 95% national performance
threshold goals was met and exceeded by Marin and San Mateo. The San Francisco
EMA-wide performance level of 70.6% achieves 83.1% of the local and 74.3% of the
national threshold goal. As with hepatitis C screening, a key reason for the EMA not
meeting national and local threshold goals includes the fact that many providers enter
this data element in ARIES as “unknown” as opposed to “not medically indicated” which
means that some clients can be excluded from calculations.
Syphilis Screening Analysis: The 85% local performance threshold goal was met and
exceeded by San Mateo. The 90% national performance level threshold goal was not
met by any group. The SF EMA wide performance level of 54% achieves 63.5 % of the
local and 60% of the national threshold goal. Possible reasons for those failing to meet
the national and local threshold goal(s) could include: a) an absence of a syphilis
screening data element in the client electronic medical record, which means that
information may be buried in progress notes or simply not noted as a rendered service;
b) the data element was entered in ARIES as “unknown” as opposed to “not medically
indicated” so client could be excluded from calculation; and c) ARIES data entry is not
complete for all clients.

The EMA Systemwide Quality Indicators 2010-2012 Trends Chart below

illustrates the HAB HIV/AIDS Performance Measures results for the EMA'’s primary care
service providers over the last four years. A slight progression for HAART, Viral Load
Testing, Viral Load Suppression and Hep C screening indicators is shown. PCP Prophylaxis
took a slight dip in 2011 and appears to be progressing back to or gaining on previous
performance levels. The indicator for Medical Visits seems to be in a decline since its peak
in 2011, most likely due to the implementation of LIHP in San Mateo and San Francisco
which transitioned a number of clients out of this reporting system. The indicator for
Syphilis screening seems to be in a decline since its peak in 2012, primarily due to a lack of
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a no screening data element in the client electronic medical record causing information to
be buried in progress notes or simply not noted as a rendered service.

SF EMA Performance Indicators 2010 - 2013

100.0%
95.0% “/“\4/‘
90.0%
85.0%
80.0%
75.0% —
70.0%
65.0%
60.0%
55.0%
50.0%
2010 (n=3372) 2011 (n=3771) 2012 (n=3183) 2013 (n=3662)
—&— Med. Visits 66.8% 69.8% 62.7% 61.6%
—id— PCP Proph. 68.9% 63.4% 71.6% 70.6%
—a— HAART 86.5% 88.8% 91.3% 93.6%
——HepC 77.0% 69.8% 80.0% 81.5%
—#— Syphilis Screening 54.5% 59.2% 60.1% 53.6%
—@— Viral Load Testing 93.8% 94.4% 94.2% 98.1%
Viral Load Supression 72.1% 82.3% 80.6% 83.8%

How Data Is Reviewed and Validated and How Data is Shared with the Planning
Council: Current indicators are reviewed by the CQI Committee to ensure specificity,

relativity, accuracy, and traceability to the needs of clients. Data analysis is initially
prepared by HHS staff with input from the other EMA county staff for verification of
findings. Data reviews also take place during HHS provider meetings and in the context of
SF EMA Committee meetings. Meanwhile, the Director of HIV Health Services provides
ongoing updates and information on quality management activities to the San Francisco
HIV Health Services Planning Council. The Quality Management Program Consultant and
the HIV Health Services Data Systems Coordinator also provide regular formal progress
reports to the Council on the status of the quality management program and the client-level
data system. HHS prepares an annual EMA CQI presentation which consists of a description

54





San Francisco, California HIV Health Services - Grant # H89HA00006

of all indicators including national and local threshold performance goals; a graphic
depiction for each which illustrates aggregate results by county; an analysis of data
findings; a statement of whether or not performance goals were met; and reasons if not
met and next steps for quality improvement. In addition, a five-year trend chart of the QM
indicators is shared on at least an annual basis with the Council.

Stakeholder Participation: As previously mentioned, HHS meets quarterly with
other Part C grantees from greater Northern California under the guidance of the National
Quality Center. HHS also meets with Alameda TGA staff to discuss continued quality
improvement activities which focus on data collection, input and analysis.

1.C) Description of CQM Program Quality Improvement

Process for Identifying Priorities for Quality Improvement, including Examples

of Specific Quality Improvement Projects Undertaken for Qutpatient / Ambulatory
Care and Medical Case Management and the Process to Monitor and Support Sub-
Grantees’ Engagement n Quality Improvement Projects: As noted above, HIV Health

Services distributes an annual training needs assessment survey to Part A-funded
agencies to prioritize quality management projects and improvement areas within the
regional Ryan White system. However, continual agency monitoring also provides an
opportunity for HHS to identify areas for quality management improvement among
providers. Through established processes, HHS staff alert the Quality Management
Program Consultant whenever a problem or issue is identified and an agency assessment is
quickly initiated. Based on this assessment, a technical assistance plan is developed and
implemented in collaboration with the agency to provide skills-building and support for
improving client care.

Regular assessments of subcontractor agencies include a review of the previous year’s
RSR data completeness report; a review of the agency’s data flow processes; identification
of key staff who collect data; where collected data is stored; how data is retrieved for ARIES
input; and who reviews ARIES data quality. Data elements and/or indicators that fall short
of compliance standard are specifically examined for all QI projects. HHS encourages the
utilization of Plan Do Study Act (PDSA) cycle models for quality improvement projects at
individual agencies.

The basic goal of the QM system is threefold: 1) To ensure continuous, accurate
electronic data collection and analysis of Ryan White-funded services in the SF EMA
through the region-wide ARIES database for Part A-funded services; 2) To reliably track
progress toward established markers and milestones that are indicative of the quality of
service provided; and 3) To continually improve and enhance client service practices and
outcomes through accurate and timely service data. As previously noted, each service
provider conducts their own CQI projects and reports finding in the monitoring process as
required. At the same time, HHS also frequently establishes overarching QI projects across
all agencies which generally relate to improvements in data recording and transfer. In
2012, the principal EMA-wide QI focus was on increasing data integrity and
comprehensiveness for 2013 RSR submission. As a result of ARIES Data Flow discussions
with key providers, it was further agreed to focus on the completion of data elements
involved with insurance and income status. Assurance that all health outcome elements
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with particular focus on viral load testing and monitoring are entered in ARIES was also
affirmed.

Efforts Aimed at Improving HIV Viral Suppression Within the Jurisdiction: The
entire San Francisco QM system is designed to enhance the quality of care and follow-up at
each care-related stage of the continuum in order to ensure the goals of long-term
retention in care and long-term viral load suppression resulting from consistent ART
utilization. The region continually promulgates and enhances QM measures that require
agencies to focus their efforts on these key outcomes, while providing other related health
services that help ensure long-term client health and wellness. At the same time, the QM
system requires agencies to develop continually enhanced data management, data entry,
and data tracking systems both to measure the impact of care on their own populations and
to build more integrated data sharing capacity among Ryan White providers. Since 2010,
SFDPH has had a treat at diagnosis policy to begin ARV Therapy Management as soon as
possible based upon client readiness in conjunction with working clients to prevent further
exposure.

How QM Data Hs Been Used to Improve and Change Service Delivery in the EMA,

including Strategic Long-Range Service Delivery Planning: The QM Plan plays an
ongoing, integral role in client service delivery within the San Francisco EMA and has been

implemented in a variety of ways, including: a) inclusion of quality management
requirements and health outcome indicators in provider contracts and RFPs; b)
distribution of an annual training calendar to service providers; c) promulgation of
Standards of Care and Best Practices documents on the HIV Health Services website; d)
inclusion of data collection expectations in provider contracts and RFPs; and e) annual
client satisfaction surveys.

Several critical aspects of care are monitored throughout each contract year, including
primary care health outcomes, provider education, client satisfaction, continuity of care,
case management services, and client medical records. The San Francisco EMA utilizes the
HAB performance measures tracked through ARIES. Reports on the various performance
measures are generated on a routine basis and delineate both the aggregate data for the
EMA and agency-specific data for the Centers of Excellence. This data allows the EMA to
assess tracking of health outcomes and evaluate system-wide or agency-specific issues in
both client care and data collection. System-wide issues are discussed with the Director of
HIV Health Services, the Quality Management Consultant, data collection specialists at HIV
Health Services, and providers at the monthly CoE meetings. These meetings serve as a
forum for discussing care-related issues and performance measures and are attended by
the QM consulting staff.

For agency-specific issues, the EMA has established a written protocol for accessing
Technical Assistance through the Quality Management Program. Agency-specific issues are
discussed with the Director of HIV Health Services, the DPH Business Office Program
Manager, and the Quality Management Consultant. Typically, a written technical
assistance plan is developed - such as a chart review or staff training - and implemented
with one of the Quality Management TA consultants and the agency. Progress is updated
with the Business Office, Contract Development, and Technical Assistance Manager and a
report, including any further recommendations, is submitted the HIV Health Services
Administrator and Director and the agency at the completion of the technical assistance
period.
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Annual agency site visit monitoring provides another opportunity for monitoring and
evaluating the Quality Management Plan. Client satisfaction and staff training for Standards
of Care and Best Practices are monitored by HIV Health Services and any issues are
identified for technical assistance. Provider meetings and training evaluations from
provider trainings and workshops can also serve as useful mechanisms for evaluating the
Quality Management Plan.

Based in part on quality management data received, the San Francisco Planning
Council has reaffirmed the continuing focus of the EMA’s Centers of Excellence on persons
with severe need and special populations. Recent refinements made by the Planning
Council based on the use of data include: a) expanding the EMA’s definition of special
populations to include PLWHA age 60 and older; b) integrating existing Early Intervention
Programs into the CoE model; and c) for the purposes of the CoE, specifying the inclusion of
individuals living in neighborhoods in which health disparities and HIV are co-prevalent
including the Tenderloin, the Mission, South of Market, and the Southeast Corridor of San
Francisco.

Participation of Stakeholders, including Sub-Grantees, Consumers, Other Ryan

White Grantees in the State, and the Planning Council, in the Selection of Quality

Improvement Activities Undertaken by the Applicant: HIV-infected consumers play a
critical role at all levels of the SF EMA CQM planning and implementation process. The San

Francisco HIV Health Services Planning Council and its quality committee - a majority of
whom are persons living with HIV - review, revise, and participate in producing CQM
standards, systems, and support. At the agency level, subcontractors rely on ongoing client
satisfaction surveys to assess the qualitative impact and effectiveness of agency services,
while working directly with consumers to collect required data and ease the burden of data
collection and reporting on clients. The results of consumer needs assessment processes
also directly influence the design and implementation of CQM projects, as do findings
related to changing client utilization of Ryan White Part A services. Also, as previously
mentioned, HHS meets quarterly with other Part C grantees from greater Northern
California under the guidance of the National Quality Center. HHS also meets with Alameda
TGA staff to discuss continued quality improvement activities which focus on data
collection, input and analysis.

1.D) Data for Program Reporting

Description of Information System Within the EMA Used for Data Collection and
Reporting Operations: ARIES is a custom, web-based, centralized HIV/AIDS client data

management system that provides a single point of entry for clients, allows for
coordination of client services among providers, meets HRSA and State care and treatment
reporting requirements, and provides comprehensive data for program monitoring and
scientific evaluations. ARIES enhances services for clients with HIV by helping providers
automate, plan, manage, and report client and service level data. ARIES incorporates four
integrated applications that work in conjunction with one another, as follows:
= The ARIES Client Application is the main application through which staff enters client
data and search, edit, and generate reports from records.
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= The ARIES Report Export application allows users to define custom reports. Users can
also export ARIES data in a variety of formats including XML for inclusion in other
applications.

= The ARIES Import Application allows users to bring data into ARIES from other
sources. ARIES Import accepts XML files, checks them for validity, and then inserts or
updates the database with the newly imported data.

= The ARIES Administration Application allows users to monitor and control ARIES
activity as well as customize ARIES edit screens.

ARIES employs multiple layers of security to protect access to data. Each user has a
unique login and password to access ARIES. In addition, each computer must have a
separate digital security certificate installed for every user who accesses the system. Not
all users have access to all ARIES functions. HHS ARIES administrators have fine-grained
control over who has access to which parts of the system. Lastly, the ARIES web servers
and databases are protected by firewalls to prevent unauthorized access.

Description of Current Client-Level Data Capabilities, including the Percentage
of Sub-Grantees That Were Able to Report CY 2013 Client-Level Data and Efforts to
Increase Data Completeness and Validity: As of July, 2010 all of the EMA Ryan White
funded service providers were converted to use of the AIDS Regional Information and
Evaluation System (ARIES) system, with San Mateo County (5 agencies) completed first in
early 2009; San Francisco County (60 agencies) completed in April 2010; and Marin County
(4 agencies) completed in July, 2010. Providers continually enter client-level service and
demographic data, including quality related measures, which are automatically uploaded
into the common system. All service providers are encouraged to run quarterly reports
which indicate any missing data for RSR reporting purposes. Data reporting requirements
are part of the standing agenda of the monthly Centers of Excellence meetings which all
primary care service providers attend. Additionally, HHS conducts a regular provider
meeting specifically focused on data compliance and completeness in preparation of RSR
submission. HHS as the grantee enters all RSR uploads into the HRSA HAB Electronic
Handbook (EHB). Meanwhile, ARIES is linked to the State Office of AIDS database which
allows for statewide tracking of service utilization and outcome data encompassing all
counties except for Los Angeles County.

ORGANIZATIONAL INFORMATION
A) Program Organization
A.1) Administration of Local Part A Funds

The grantee agency for Ryan White Part A funds in the San Francisco EMA is the City
and County of San Francisco Department of Public Health. Ultimate authority for the
administration and expenditure of Part A funds lies with the city’s Mayor, Edwin M. Lee,
and with the city’s 11-member Board of Supervisors, which acts as both county governing
board and city council for San Francisco. This authority is shared with Barbara Garcia,
MPA, who serves as Director of Public Health for the City and County of San Francisco
(see Organizational Chart in Attachment 10). The administrative unit overseeing the Part
A grant is HIV Health Services (HHS), an organizational unit of the San Francisco AIDS
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Office, overseen by Marcellina Ogbu, PhD, who serves as Director of Community
Programs and Deputy Director for Public Health for the City and County of San
Francisco. The Director of HIV Health Services is Bill Blum, LCSW, who has served in
this capacity for 5% years. A staff of 9 DPH employees - each funded with different levels of
Part A support - is responsible for directing, coordinating, and monitoring the distribution
and expenditure of Part A funds throughout the EMA, working a combined total of 6.10
FTE. Additionally, a combined total of 1.25 FTE of staff time is dedicated to Business and
Finance Services; 0.2 FTE to Personnel Services; 1.0 FTE to Accounting Services; and 1.65
FTE to the Contracts Administration section (see attached Budget Justification for
description of individual staff roles and percentages). The EMA’s quality management and
unmet needs framework activities are coordinated in part through subcontracts with
distinguished outside consultants.

San Francisco HIV Health Services works in close partnership with the San Francisco
HIV Health Services Planning Council, a community planning group with a maximum of
40 seats that meets monthly to oversee the prioritization, allocation, and effective
utilization of Ryan White Part A funds. At the time of this writing, the Council’s work is
coordinated by three Co-Chairs, Lee Jewell, Channing Wayne, and Mary-Lawrence
Hicks, NP. Co-Chairs are elected annually for staggered terms and serve two-year terms,
and also serve on the Council’s 15-member Steering Committee, which meets on a
monthly basis with HIV Health Services staff to coordinate key Council activities and
decision-making. Four additional standing committees support the work of the Council:
Consumer and Community Affairs; Government and Provider Affairs; Steering
Committee; and Membership. Administrative support for the San Francisco HIV Health
Services Planning Council is provided through a subcontract to Shanti Project, a non-profit
service organization. The Director of Planning Council Support, Mark Molnar, is a former
long-term member of the Planning Council and previously served as Co-Chair.

The two additional counties that make up the San Francisco EMA have responsibility
for administering and distributing Part A funds through their counties’ respective health
departments. In San Mateo County, Part A funds are coordinated through the San Mateo
County Health System’s Director, Jean Fraser. Responsibility for Part A fund
administration lies with Matt Geltmaker, who serves as Director of the San Mateo
County STD/HIV Program and is responsible for oversight of all Ryan White Part A, Part
B, MAI, CDC, HIV prevention, and HOPWA funds as well as subcontractor oversight. In
Marin County, Part A and B funds are administered through County of Marin Health and
Human Services, whose Director is Larry Meredith, Ph.D. He shares responsibility for
Part A funds with Margeret Kisliuk, Associate Director of Public Health Services. The
Marin County HIV/AIDS Program has direct responsibility for Part A fund management
and coordination. Direct oversight of Marin Part A funds is provided by Cicily Emerson,
Community Health and Prevention Services Manager for the County. An EMA-wide
Organizational Chart outlining the above relationships is included in Attachment 1 of this
application.

A.2) Distinguishing Funding Streams

The San Francisco EMA has always worked to ensure that Ryan White Part A and B
funds are used as the funding source of last resort and that Part A expenses are
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distinguished from other Ryan White sources, including differentiating between MAI and
Part A funding. In the case of the San Francisco EMA, our task is simplified by the fact that
local Minority AIDS Initiative funds specifically go to support the work of Mission Center
of Excellence, This means that all clients served at the CoE are MAI versus Part A-funded
clients, and eliminates the need for other agencies to track Part A and MAI clients
separately.

B) Grantee Accountability

B.1) Program Oversight

a) Implementation of National Monitoring Standards: San Francisco HIV Health
Services has worked closely with the DPH Contract Compliance office to coordinate

implementation of the National Monitoring Standards, which it has reviewed thoroughly
and which it has summarized in presentations to the San Francisco HIV Health Services
Planning Council. Additionally, Part A-funded programs were made aware of program and
fiscal monitoring policies highlighted in the National Monitoring Standards, including the
list of non-allowable costs and the 10% aggregate administrative cost cap. At the end of
2012 and 2013, as stipulated in the Standards, all programs were visited by the Contract
Compliance and HIV Health Services Units of the Community Programs Section of SF DPH
for an on-site program and fiscal monitoring check to document program compliance. HIV
Health Services has initiated and continues to have on-going monthly conversations with
its HRSA Project Officer discussing short and long-term plans and efforts to maintain
compliance with National Monitoring Standards.

b) Process Used to Conduct Program Monitoring: The San Francisco Department of
Public Health (DPH) is the local government agency responsible for the administration of
Part A funds. SF DPH oversees all public health services for the City and County of San
Francisco as well as contracts with community providers using processes required by local
ordinances. MAI, carry forward and other specific types of Ryan White funds and local
General funds are placed in separate budget appendices, and have specific and separate
invoices. Formula and Supplemental funds are also specifically allocated and tracked to
ensure appropriate accountability. Service solicitations delineate fiscal monitoring and
reporting expectations for contracted services and all proposals must adequately describe
each agency’s ability to perform accountability-related activities. This includes the
production of specific, measurable goals and objectives; documentation of the agency’s
prior experience in providing services to target populations; and language capacity.
Oversight also includes verification that contractors fully monitor third party
reimbursements and document that clients have been screened for and enrolled in all
eligible benefits and/or insurance programs so that Ryan White Program funds are used as
the funding source of last resort.

c) Number of Contractors Funded in FY 2014; Frequency of Programmatic and
Fiscal Monitoring Site Visits; Number and Percentage of Contractors that Have
Received a Fiscal and/or Programmatic Monitoring Site Visit to Date; and Total
Number Planned for FY 2015 Grant Year: For the 2014 Fiscal Year (3/1/14 - 2/28/15),a
total of 51 contracts and MOUs with 34 separate service contractors are funded through
Ryan White Part A funding and managed by the grantee in the San Francisco EMA. Of these
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34 separate service contractors, 21 are community based organizations, 5 are different
departments within the University of California San Francisco system (UCSF, and 8 are
separate sections of the San Francisco Department of Public Health All of these agencies
have received an FY 2014 site visit and documented review as part of the DPH Business of
Contract Compliance monitoring process, representing 100% of Part A funded agencies.
Also during FY 2014, 6 out of a total of 21 (29%) Part A-funded community-based
organizations will receive a City-Wide Fiscal and Compliance site visit which includes
review for Ryan White monitoring standards. In addition to the SF Controller’s office’s
fiscal review, the SF DPH Contracts and Compliance Unit will conduct on-site fiscal reviews
and site visits at 34 separate contract agencies (100%) which will take place between April
and June of 2015. Since the EMA conducts annual contractor visits, all Part A contractors to
be funded in FY 2015 will receive direct site visits. The list of citywide Fiscal and
Compliance site visits led by the SF Controller’s Office and coordinated with all city
departments funding agencies to be monitored has yet to be determined for 2015.

d) Process and Timeline for Corrective Action: Whenever a specific programmatic
concern is identified at a Part A-funded agency, information is immediately sought from
staff of the contracted agency. Contractors may be asked to explain why deliverables are
low, why a high staff turnover rate exists, or what actions have been taken to resolve a
specific consumer grievance. A recommendation to address the issue is then collaboratively
developed, usually accompanied by specific deliverables and target dates for redressing the
issue, such as developing a modified work plan within 30 days or completing a process of
staff training within 60 days. Providers are required to formally report on their progress in
addressing such recommendations in their year-end report, as well as during the following
year’s monitoring process. Grantee staff follows up on areas of concern after reports have
been received. TA is provided for contracting agencies in areas such as staff training and
orientation, adoption and replication of best practices, and/or collaboration. Agencies with
ongoing problems are referred to the Fiscal Compliance Unit’s Contract Oversight
Committee which works to develop a corrective action plan for the agency to maintain
ongoing funding and good standing. There are currently no RWPA funded programs
involved in Corrective Action Plans.

e) Number and Type of Contractor Technical Assistance in FY 2014: In FY 2014
to date, as an integral element of the HHS Quality Management Program, Part A dollars
have funded a Comprehensive Technical Assistance program that has provided support
to an estimated 24 agencies who collectively received a total of approximately 619 total
hours of technical assistance. A total of 105 agency staff participated in some form of TA
during the 2013 Fiscal Year. Technical assistance services are in part focused on ensuring
that contracted agencies continue to maximize and coordinate all potential non-Ryan White
reimbursement streams in support of HIV patient care, including sources such as Medicare,
Medicaid (Medi-Cal), Veteran's health care benefits, private health insurance, and other
programs, and that agencies carefully monitor all third party reimbursements. Additional
areas of technical assistance provided include: 1) support for establishing collaborative
partnerships, including issues and expectations among Centers of Excellence partners and
integrating client service delivery systems; 2) improving client recordkeeping and
documentation; 3) utilizing chart reviews to assess and assist in maintaining client records
and tracking client care outcomes, including collaborative care planning; 4) providing
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clinical assistance in establishing multidisciplinary client case conferencing between
Centers of Excellence partners; and 5) providing medical case management training.

All data administration staff members across the San Francisco EMA have attended
HRSA RSR trainings and regularly participate in California Office of AIDS ARIES webinars
with regard to data entry improvement for key indicators that include PCP prophylaxis,
income, number in household, insurance, and current living status. The QM Team has also
received training in the utilization the National Quality Center’s (NQC) modules and tools
with a special focus on organizational assessment; the utilization of Plan, Do, Study, Act
(PDSA) cycles; and the provision of technical assistance in supporting HIV service agencies
in creating and implementing high-caliber quality management plans.

To prioritize quality management projects and improvement areas within the
regional Ryan White system, an annual training needs assessment survey is sent out to
Part A-funded agencies for input. In calendar year 2013, four topical trainings took place
based on input received from providers that included topics such as: 1) Transgender Best
Practices; 2) De-escalation; 3) Trauma-Informed Care; and 4) Update on HIV Treatment
and Care.. Overall topic-specific trainings consistently receive positive participant
feedback. The San Francisco HHS ARIES team also provided multiple trainings in 2013 at
individual agencies on the topics of RSR preparedness; ensuring RSR completeness; and
utilizing “fix-it” reports to address shortcomings in data quality and scheduling. This
training is in addition to ongoing monthly ARIES training for all new users throughout the
EMA'’s Part A service system. Additionally for the past several years, HIV Health Services
has used Ryan White Part A carry-forward dollars to support provider trainings on issues
related to the ACA. Positive Resource Center, a San Francisco-based HIV/AIDS benefits
counseling program, provided the expertise and outreach to conduct these trainings which
were jointly planned with HIV Health Services. A minimum of 10 trainings have been held
in each of the past two years on topics that have included client eligibility issues, retaining
clients in care, system navigation, services covered services that are part of the Essential
Benefits provided by the expansion of Medicaid (Medi-Cal) and health care exchange
providers, billing and invoicing and other issues related to Ryan White funded care, and
rollout and implementation of ACA.

B.2) Fiscal Oversight

a) Process to Track Formula, Supplemental, MAI and Carry Over Funds: The staff
of the City and County of San Francisco Controller's Office monitors federal funds awarded

to nonprofit organizations. For nonprofit organizations receiving $500,000 or more in
federal funds, the Controller’s Office reviews audited financial statements and single audit
reports for compliance with the Single Audit Act and OMB Circular A-133. In Fiscal Year
(FY) 2014, the Controller reviewed single audit reports for a total of 24 DPH organizations
including all 21 Part A-funded community based organizations. The Controller found that
all of these organizations had appropriate and timely processes and practices in place.

As of August 2010, San Francisco EMA programmatic monitoring, contract
development, oversight, compliance and monitoring functions are overseen by the
Department of Public Health’s new Community Programs Business Office, created in
an effort to consolidate services and maximize efficiencies. The centralized Business
Office is staffed by 18 program managers from Community Behavioral Health Services,
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Housing and Urban Health, HIV Health Services, and HIV Prevention Services and consists
of two sections: 1) the Contracts Compliance Unit (CCU) and 2) the Contract Development
and Technical Assistance Unit (CDTA). The Contract Compliance Unit provides annual
program review; conducts controller’s fiscal and compliance review for DPH contracts;
performs fiscal audits; oversees provider certification and licensing (PPN and Civil
Service); performs site certification reviews; and, if indicated, oversees corrective action
plan development and oversight. The Unit also ensures_that contracted Part A programs: a)
are effectively managed; b) meet their contract goals; c) serve their target populations in
professional and culturally competent ways, including adhering to published standards of
care; and d) maximize external resources to ensure that Ryan White dollars are always
used as the funding source of last resort. Additionally, all EMA member counties employ
strategies to clarify provider responsibilities, track contractor performance, monitor
service quality, and ensure maximum reimbursements.

Responsibility for fiscal monitoring and oversight of the Ryan White Part A grant lies
with a six-member team at the San Francisco Department of Public Health Grants and
Contracts Office. The team is supervised by the Deputy Financial Officer, Anne Okubo,
who supervises and directs staff in the fiscal grants unit and payables section and
supervises and directs all fiscal requirements for Federal, State and private grants for the
Population Health and Prevention Section (PHP). This includes setting up grant accounting
for new grants; reviewing and monitoring grant revenues, expenditures, and positions;
analyzing revenues and expenditures; preparing fiscal reports; reconciling grant accounts;
and closing out completed grants. Staff of the Office carefully review all Ryan White
contractor and subcontractor programmatic budgets and reconcile expenditures in
accordance with standard accounting practices. They also approve each grant fund
encumbrance in accordance with availability of grant funding.

b) Process Used to Separately Track Formula, Supplemental, MAI and Carry
Over Funds, including Data Systems Utilized: HIV Health Services maintains a system for
tracking all funding by funding source including formula and supplemental funds. Additional
tracking systems exist within the AIDS Office Contracts Unit and the DPH Fiscal Unit. A bi-
weekly budget meeting attended by staff from all four units ensures accurate tracking
across programs. For FY 2014, all Part A funds were put into contracts and there were
therefore no unobligated dollars. In FY 2013, HIV Health Services also conducted both a
service category and a program level analysis based on past and current fiscal
performance to assign and track formula and supplemental funds. Formula dollars were
prioritized to fund core services and supplemental dollars were targeted to fund support
services.

c) Ensuring Timely Monitoring and Redistribution of Unexpended Funds: All
contractor invoices are reviewed on a monthly basis to ensure that deliverables do not fall
below 90% of contractual objectives. If a program is having difficulty reaching its service
units or its target number of clients, the invoice is held for payment while the Program
Manager discusses the situation with the provider. A work plan is then developed that
explains the deficiency and details in a written action plan the actions that will bring the
deliverables up to target by the end of the next quarter. Common resolutions of invoicing
problems include reducing contract funding levels in future years; withholding payment of
full contract amount; technical assistance to ensure that systems are in place to capture
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and report all program deliverables; and helping providers develop more realistic project
measures.

The EMA strives to ensure that the least possible amount of Part A funds are left
unspent and held for carry-over at the conclusion of each fiscal year. Unexpended
funds are identified by multiple agency queries during the last quarter of the fiscal year. As
part of this process, a program analysis was conducted on invoicing patterns following the
first half of the FY 2014 Ryan White contract year. Those agencies identified as under-
spending through this analysis were contacted to ensure either that all monies would be spent
or that anticipated left over dollars could be reallocated. In June of each year, HHS reports out
on the unexpended funds dollar amount to the San Francisco EMA HIV Health Services
Planning Council, which then reallocates them to be expended during the current fiscal year.
The requested reallocation of Carry-Forward funds is explained in detail and sent to HRSA for
approval annually. For FY 2013, only 3.4% of RWPA allocated funds were left unexpended,
and most of this was due to staff vacancies experienced toward the end of the contract term.

d) Number and Percentage of Contractors Compliant with OMB Circular A-133
Audit Requirements: 21 of 21 HHS Contractors (100%), required to provide an OMB
Circular A-133 Audit report for the last fiscal year have done so.

e) Responses to Problems in Relation to Audit Requirements: There were no
problems reported from OMB Circular A-133 Audits.

f) Payment of Contractor / Subcontractor Vouchers: HHS contractors submit
monthly invoices to the DPH AIDS Fiscal Invoice Section for review and submission for
reimbursement. The AIDS Fiscal Invoice staff employs two invoice analysts who review
invoices for accuracy and performance and - upon approval - forward to the Accounts
Payable Contracts and Reconciliation section for payment. The invoice analyst reviews
invoice line items to control for over-invoicing and also ensures that submitted invoices
match final or modified contract budget details. An additional function of the invoice
analysts is to check the level of contract deliverables (both contract units and unduplicated
client targets) quarterly and to calculate if the program performance is within the 90%
range required at these “milestone” reviews. Programs not performing within 90% of
“milestone” marks have their invoices held without payment and their invoices are sent to
the CDTA Program Manager and the HHS Administrator for review and consultation. The
program is then contacted and the source of the underperformance is discussed. If deemed
necessary, the program is requested to submit a written explanation and a course of action
to correct the issue and work toward getting caught up on contract deliverables. Once
approved by the HHS Administrator or Director, the invoice analysts then move forward
with processing for payment. Once the AIDS Office Fiscal Analysts review and process for
payment, the Accounts Payable - Contracts and Reconciliation section performs their final
review and forwards to the Controller’s Office for payment. Payments are either sent by
check via U.S. Mail or deposited electronically into the contractors’ bank account by SF’s
Auto Clearinghouse Payment Processing for those contractors who establish this
mechanism with the City. Payments are processed once weekly.

C) Third Party Reimbursement

a) Processes to Ensure that Contractors Monitor Third Party Reimbursements:
The San Francisco Department of Health is committed to maximizing third party
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reimbursement across the EMA to ensure that Part A funds are always used as the
funding source of last resort. This is not only to comply with Ryan White Act
requirements, but because the fiscal crises local and state systems are facing compels the
region to maximize its reimbursement streams. To this end, all three SF EMA counties have
taken steps to ensure that all available reimbursement sources in the region are fully
utilized, including: a) continually educating providers on the availability of third-party
reimbursement streams; b) expanding the capacity of local organizations to bill for
services, including assistance in obtaining licensure and certification and developing
electronic billing systems; c) training agencies to conduct eligibility screening and
enrollment for clients, including training to help clients manage their own benefits and
eligibility; and d) providing regularly updated information on emerging developments in
reimbursements, rates, and requirements. The EMA has also taken steps to verify that Part
A contractors are fully maximizing reimbursement streams, and that rigorous protocols are
followed to ensure that Part A funds are only used after all other funding sources have
been exhausted. The generalized formula used by HIV/AIDS service providers to determine
client benefits eligibility is to lead each client through an intake /registration procedure
in which standardized questions are asked pertaining to factors such as HIV status;
residence; age; employment status; income; insurance; health status, and other factors to
determine if third party insurance and Medicaid coverage are an option. Providers are then
required to assist clients in obtaining all benefits for which they may be eligible, including
referring them to agencies that provide benefits assistance. All HIV contracts contain
highlighted language stressing that Ryan White funds will be used only for services that are
not reimbursed through any other source of revenue and new contracting agencies receive
training to familiarize them with other appropriate payment sources for specific services
and programs.

b) Conducting Screening and Eligibility to Ensure that RWHAP is the Funding
Source of Last Resort: Service providers are monitored to ensure compliance with Ryan
White Program policy and guidelines pertinent to third-party reimbursement. Contracted
service providers must provide a description of their screening practices for determining
client eligibility for receipt of services, as well as a roster of all third-party payer sources
they utilize. Local health department policies in all three EMA counties mandate that if a
client is found eligible for coverage from a payer source other than Ryan White - such as
Medicaid, Medicare, or private insurance - then that source must be billed before seeking
reimbursement from Ryan White. In these cases, payment received is considered as
payment in full, and balance-billing to Ryan White is not permitted. Technical
assistance is provided where needed to ensure that agencies modify and improve their
eligibility standards or attain greater competency in maximizing third-party billing
procedures.

c) Monitoring Program Income: HIV Health Services and the DPH Office of Contract
Development and Technical Assistance require all agencies funded through White
Programs to provide a complete budget summary of all program funding sources and
incomes as well as program expenditures. All programs must demonstrate that their total
program funding equals total program expenditures for each fiscal year in the budget.
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D) Administrative Assessment

= Assessment of Grantee Activities
= Strategies to Address Deficiencies

The San Francisco HIV Health Services Planning Council conducts administrative
assessments of the work of San Francisco HIV Health Services and other pertinent divisions
of the San Francisco Department of Public Health in managing and administering local Part
A funds and contracts. In the Council’s last comprehensive assessment there were no
deficiencies noted in key Grantee contract management activities, and Planning Council
members noted a high degree of competence and capacity in terms of the Department’s
ability to collect and report data, giving higher-than-average marks to the Grantee in areas
such as fiscal monitoring, timely processing of invoices, and effective program monitoring.
For these reasons, no plan to address key deficiencies was included in last year’s FY 2014
application.

To improve ongoing communication and strengthen mutual planning, in 2005 the
Grantee began to work with the Council to develop an Action Plan to address a mutually
identified need for more extensive and rapid information-sharing between the two
entities. This Action Plan - finalized in early 2006 - included a summary of strengths of the
Grantee while offering mutually agreed-upon “threshold recommendations” for improving
the thoroughness and timeliness of communication between HIV Health Services and the
Planning Council.

The Action Plan was in turn followed by development of a Memorandum of
Understanding (MOU) signed by the Council and HIV Health Services in February 2006
which addressed mutual expectations in regard to communication and information-
sharing. The MOU included a clear delineation of the roles and responsibilities of both
the Planning Council and the Grantee; a list of shared responsibilities common to both
the Council and Grantee; and a series of eight principles for effective communication to
which both parties committed themselves through the MOU. Among the most significant of
these principles were: 1) All parties will take responsibility for establishing and
maintaining open communications; 2) The Grantee will strive to have a staff member
assigned to each Planning Council standing committee who will attend meetings regularly;
3) Both entities will use designated liaisons and channels of communication; 4) Staff of
both entities and Planning Council members will avoid inappropriate communication
requests or channels; and 5) When one entity’s policies or procedures appear to be in
conflict with the policies and procedures of the other entity, both parties will work together
to clarify and, if appropriate, refine them. Signatories to the MOU also agreed to meet at
least once each month to monitor MOU implementation and improve communication;
agreed to a series of mutual expectations related to document sharing and reports; and
developed a system for settling disputes or conflicts related to interpretation and
implementation of the MOU. The MOU significantly advanced an already strong working
relationship between the Grantee and the Planning Council, and serves as an ongoing
framework setting clear expectations for what is expected of both entities in relation to
information-sharing and open, respectful communication.

1.E) Maintenance of Effort - See Attachment 11
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