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FILE NO. 120969 : - RESOLUTION NO.

[Approval of the Ryan White Act HIV/AIDS Emergency Relief Grant Program Application -
$36,118,233]

. Resolution authorizing the San Francisco Department of Public Health to submit an

application to continue to receive funding for the Ryan White Act HIV/AIDS Emergency
Relief Grant Program (Ryan White Programs, Part A) grant from the Health Resources
Services Administration, requesting $36,118,233 in HIV emergency relief program
funding for the San Francisco Eligible Metropolitan Area for the period of March 1,

2013, through February 28, 2014.

WI—_lEREAS, Section 10.170.(b) of the San Francisco Administrative Code requires
Board review of proposed annual or otherwise recurring grant applications of $5,000,000 or
more prior to their submission; and |

-WHEREAS, San Francisco Department of Public Health (SFDPH) is currently a
recipient of the “‘Ryan White Act HIV/AIDS Emergency Relief Grant Program”‘ grant in the
amount of approximately $36,118,233 from the Health Resources Services Administration
(HRSA) tor fiscal year 2012; and v

WHEREAS, For this round of funding, SFDPH was instrchted by HRSA to submit an
application request in the amount of $36,118,233; and ,

WHEREAS SFDPH uses these funds to cover a multltude of health servrces to HIV

| posrtrve persons residing in the three counties within the San Francisco Elrglble Metropolrtan

Areas; and

WHEREAS, Ordinance No. 265-05 requires that City Departments submit applications

~ for approval at least 60 days prior to the grant deadline for review and approval; and

WHEREAS, HRSA released the application announcement on August 27, 2012 with a
due date of October 22, 2012 allowing 56 days for the entire process; and

Mayor t.ee; Supervisor Wiener Page 1
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WHEREAS, in the interest of timelinéss, SFDPH is making this request for approval by
submitting its’ most recent draft of the grant application, also including supporting documents

as required, all of which are on file with the Clerk of the Board ‘of Supervisors in File No.

120969 , which is hereby declared to be part of the Resolution as if set forth
fully herein; and, now, threrefore, be it . |
RESOLVED, That the Board of Supervisofshereby approves SFDPH’s application
submission to HRSA for the “Ryan White Act HIV/AIDS Emergency Relief Grant Pfogram
(Ryan White Programs, Part A)” grant for the funding period of March 1, 2013 through
February 28, 2014, to be submitted nb later than October 22, 2012.

RECOMMENDED:

5

Barbara A. Garcia, MPA

Directpr of Health

Department Of Public Health ‘ ' . Page 2
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City and County of San Francisco Department of Public Health

Barbara A. Garcia, MPA
Director of Health

Ryan White HIV Emergency Relief Grant Program
(CARE Part A)

Funding Criteria ‘
The San Francisco Department of Public Health (SFDPH) is currently a recipient of the Ryan White HIV/AIDS

HIV Emergency Relief Grant Program (Ryan White Programs, Part A) in the amount of $20,844,439 from the
Health Resources Services Administration (HRSA). The Part A grant is awarded to the San Francisco Eligible
Metropolitan Area which is comprised of the City and County of San Francisco, Marin County, and San Mateo
County. .

Eligible Metropblitan Areas (EMA) include communities with populations of 500,000 or more that have reported to
the Centers of Disease Control and Prevention a total of more than 2,000 cases of AIDS in the most recent five '
calendar years.

Department’s Most Recent Draft of Grant Applications Materials
Please see Attachment A for the SFDPH’s most recent draft of application materials. SFDPH’s most recent

application was submitted to HRSA on Oct 31, 2011 for the funding period of March 1, 2012 to February 28, 2013.
We have received the application guidance from HRSA for the March 1, 2013 to February 28, 2014 funding period
on August 17, 2012 with an application due date of October 22, 2012.

Anticipated Funding Categories

The Part A funds are awarded to SFDPH on an annual basis to cover a multitude of health services to HIV positive
persons residing in the three counties within the San Francisco EMA. Of the total award amount, only 10% can be
utilized to pay administrative costs and 90% is distributed to Community Based Organizations (CBOs) to provide
direct services to clients. :

Please see Attachment B for an example of the FY2012-13 Planned Service Mode Allocations for the San Francisco
EMA. The service modes are defined by HRSA. The San Francisco HIV Health Services Planning Council, a
citizen advisory board, is responsible for determining the priorities and the allocation of funds within each HRSA
service mode for the San Francisco EMA. '

Comments from Relevant Citizen Adv1sog Board -
The San Francisco HIV Health Services Planning Council, a citizen advisory board, is responsible for detenmmng

the priorities and the allocation of CARE Part A funds. A list of the members of the HIV Health Services Planning
Council is included in Attachment C.

(415) 554-9054 25 Van Ness Ave San Francisco, CA 94102
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OMB Number: 4040-0004
 Expiration Date: 03/31/2012

Application for Federal Assistance SF-424

7

* 1. Type of Submission: * 2. Type of Application: * If Revision, select appropriate letter(s):
[[] Preapplication New
Application [] Continuation * Other (Specify):

[] Changed/Corrected Application | [ Revision

* 3. Date Received: 4. Applicant ldentifier:

Completed by Grants.gov upon submission. I {

5a. Federal Entity Identifier: 5b. Federal Award Identifier:

I - 111

State Use Only:

6. Date Received by State: I:l 7 State Application Identifier: '

8. APPLICANT INFORMATION:

* a. Legal Name: San Francisco Department of Public Health

* b: Employer/Taxpayer ldentification Number (EIN/TIN): * ¢. Organizational DUNS:

94-60000417 ' . j FL037173360000 —l

d. Address:

* Street1. l1380 Howard Street I
Street2: r |

* City: |San Francisco ' |
County/Parish: | ‘ . ‘ I

* State: [ : Ch: California ]
Province: [ ' |

* Country: I USA: UNITED STATES |

* Zip / Postal Code: |94103~2638 ] |

e. Organizational Unit:

Department Name: ‘ : Division Name:

f. Name and contact information of person to be contacted on matters involving this appliéation:

Prefix: l | * First Name: Faill

Middle Name: | | .

* Last Name: |B1um

Suffix: | l

Titie: |

Organizational Affiliation:

* Telephone Number: [415-554-3000 . Fax Number: [

* Email: |Bill.Blum@sfdph.or




Application for Federal Assistance SF-424

* 9. Type of Applicant 1: Select Applicanf Type:

|B: County Government

Type of Applicant 2: Select Applicant Type:

Type of Applicant 3: Select Applicant Type:

[

* Other (specify):

L ]

*10. Name of Federal Agency:

LHealth Resources & Services Administration

11. Catalog of Federal Domestic Assistance Number:

|93.914

CFDA Title:

HIV Emergency Relief Project Grants

* 12. Funding Opportunity Number:

HRSA-12-128

* Title:

Ryan White Part A HIV Emergency Relief Grant Program

13. Competition Identification Number:

5085

Title:

14. Areas Affected by Project (Cities, Counties, States, etc.): R e

| [ AddAttachment ] |

* 15. Descriptive Title of Applicant’s Project:

HIV Emergency Relief Grant Program (HIV Care Program Part A)

Attach supporting documents as specified in agency instructions.

_Add Attachments | | Delete Attachments | | “View Attachments ]




Application for Federal Assistance SF-424

16. Congressional Districts Of:

* a. Applicant ) b. Program/Project

Attach an additional list of Program/Project Congressional Districts if needed.

l | Add Attachment 1 I'

17. Proposed Project:

* a. Start Date:  |103/01/2012 *b. End Date: |02/28/2013

18. Estimated Funding ($):

* a. Federal | 36,118, 233. 00|
* b. Applicant | 0. OOI
* . State | 0.00]
* d. Local r 0.00|
 + 6. Other [ . 0.00|
* £ Program Income I ' 0. OOI
*g. TOTAL | 36,118, 233. 00|

*19. Is Application Subject to Review By State Under Executive Order 12372 Process?

D a. This application was made available to the State under the Executive Order 12372 Process for review on I:]
b. Program is subject to E.O. 12372 but has not been selected by the State for review.

[:| c. Program is not covered by E.O. 12372.

* 20. Is the Applicant Delinquent On Any Federal Debt? (lf "Yes," provide explanation in attachment.)

[Jyes - No

If "Yes", provide explanation and attach

21. *By signing this application, | certify (1) to the statements contained in the list of certifications™ and (2) that the statements
herein are true, complete and accurate to the best of my knowledge. | also provide the required assurances™ and agree to
comply with any resulting terms if | accept an award. | am aware that any false, fictitious, or fraudulent statements or claims may
subject me to criminal, civil, or administrative penalties. (U.S. Code, Title 218, Section 1001)

| AGREE

** The list of certifications and assurances, or an internet site where you may obtain this list, is contained in the announcement or agency
specific instructions. : /

Authorized Representative:

Prefix: r J * First Name: |Barbara ] i |

Middle Name: [ o I

* Last Name: IGarcia : . : |

Suffix: | |
* Title: - |Director of Health I
* Telephone Number: |415—554—2526 : | Fax Number: |415—554-2710

* Emai: lBarbara.Garcia@sfdph. org ' ) l

* Signature of Authorized Representative: lCompIeted by Grants.gov upon submission. | * Date Signed: ICompleted by Grants.gov upon submission. I




gegellog

000'05€
SL8'8IY
ovL'0bL

508'60L'€E

z0z'6c

4451

66¥'S
11€

100°z6€

186'SY
8€0'8€

286'0¢2
L18'vC
A
119'/2
Lge'sl
128'Ly
LoL'se
OPE'ES
6012}
20¥'LL
g25'9L
86€'0Y
66.'082
vil'es
LLLL9

§GG'EY

1S02

& & o &

©F & & = ©®r &

©°r “r L i d & & & & 5 & ©°r O

050
050
0z'0
050
Si°
G20
520
050
050
16'0
520
05°0
080
050
562

050

o¥'o

EIE]

139and 1v1ol

juswebeuep LHyenDd

pouno) Bujuueld
S90|AI9S ONAYBRUCD - SAIIAIES [YIN
$a2IAI9S NNOW/A2BLUOS - S324AI9S AIH

$90IAIBS IOW/ARLANOD (STIAYIES TYNLIVHINGD -9

]
00€¢$ eBelols ‘0084 Buneapy '006'2$ Butuiest ‘zop$ 181N0Y ‘00022 1uSY ‘008'Z$ suoyds(s) :SASNIIXT WIHLO E|
¥ Hed )Y ueky Aq popuny JJeis 10y 8IEM}JOS JO mv,,Ema_._ 19ndwiod pue sajddns a0y :S$3AMddNS 3

; ‘INGWdIND3 ‘@
sweiBoid papuny Jyyo 10 UOHEN[EAT LO 2UBIAJUOD @ PR3N JO JUBLWSIE]S PalRUIPIcaD Jof sdu pX du) 051$ ® oAk BBIS (q
6+0'G$ = YorBS/EES' 1§ 18 pajewnsT "O'Q uolBulysep o) sdu| € J0joaq JeIS (B :[aAeL] UoRIpSUNL JO IO
‘iejs weiboud Joy sour)sISSE [E21UYDR) 10JORIU0D apiaid 0} pue Buuoyuow weiboid 1o} ajwy/zZs’ 0% :leael] |
i TAAVYL 0
;
-Agesiq wie| BlioT ‘eouesnsu) juawhojduiaun ‘eaueinsu| [BlUBQ
‘afelanc) Juspueda 'soueInsu| YjleeH 'eleolpajy ‘uslualley 'xe] Ajnoes »m_oom IAUYIVS SVE 40 %0'9¢ @ 114INIF IONINS
t v .
suopeoyisseo sakojdwse Jad syjuawesiby uojun toqe um sojel abeiany :(%5)- SISVYIUINI dILS ® (%2) V10D
|
‘uoneliauads) pue syodsl [eloueLY saledaud ‘salanoe m::::_ouom soaslan - (pineq "Q) JueuNoooY [ediould g1
‘uopelfauodaysisijeue aunjipadxa suuopad ‘Juswesinguiial wiep m.m\_, 89589001d - (Buepiepes Y) Juejunoody Jojuass /|
"~ $3DIAUTS ONILNNOJDY
.mmwuoE Bupiy Juswyniosd uj sisissy "sjjsueq n_._m JloiAed ww_:Em $858820.d - (Bid "Y) I1SAjeuy ssausng Jowag gl
| SADIAYIS TAINNOSHIAd
Buisseooid pue Alquasse :o:m._maw._n 198.1U00 40} pHoddns [eaualD - (JuedeA ) W8] G
suanejnBal juewuisnob yim eouedwon *SYENLED SeSS8901d - (UBIED "M ‘AT Y ‘UNWS ") ‘81004 “N) IsAfeuy ulwpy S p|
“eouel|dwios JuswidojaAap JOBIUOD S3INSSY ‘JJEIS JOBIIUOD mmm_?_ma:m (euownie) |) 1sAleuy ujwpy |edound ¢
INIWIDVNVIN LOVHINOD
sjuawsalfie jeuoissajoid ' seloAU] ‘sesuadxe Bugelado jo m:.mmmooa [easid - (opedjes y) IsAjeuy eAjelisiunupy zZ|
-uojessiuLpe pue aoueldwos Jueld jo Juswebeuepy - (NIBYS 'S) 1SAjeuy sARISIUILPY "iS |}
‘LOEULION |BI0UEUY pue souewiopad 10)0BJUOD Jo sisAfeuy - (Bunayd -q) 1sAfeuy aajelsILIWPY 0]
7 SIJIAYTS JONVYNL '® SSANISNA
*Aunass pue AuBsjul ejep Buluiejuew 1oy sjqisuadsay - (Buepp ‘D) Jojesed( S| 6
*}JBIS SOAS Yl|eaH AIH Pepuny 33D Jo Hoddns am_co_iwoo._ Buipiaoud 1o} sjqisuodsay - (stae@'N) H19[D 8
*SS800.d
Bunojyuopy 191U Jo J0JBUIPIOOD pue Bujuies Jwby Allenp "uonesjdde v ped Jo :o:EmaEf Uy sisissy - (Jaupag “n) Ishjeuy eaesiuUpY L
‘uonEeZ||N/ASo9 aoIAes sezjeuy ‘ssedold Bupojjuowl pue sjpeuod Jo Juswdojaasp sajeuplooD - (uimpoog) @) 1sAjeuy aalensiuIWPY 4S 9
‘swia)sAs/sanss| A 1o ||e 8jeujpiood) ‘ejep w_n_<o JLETTeN) _..Em sabeuepy - (Jueoep) 1sAleuy poddng welboiq g
'swelboud
1o Bupojuow pue JyBisieno anewwelbord £_>> pableys - (seuop H ‘BuileH ‘W ‘818002 T ‘unsny * ‘selep Q) |Ii Loum:_Eooo welboid yyesH v
‘Bunipne ‘Butpodes pue Bupojuow Jojoesjucd ‘eaue||dwos joeluod jo Jybisieac yim pebieys - (uioyuig ) esuedwios joe1U02 JO J00aaqg
. ; e
u uelb v Hed aiypa uely |fe jo sjemaual
pue m:o;mu_voE 'usWdojaAaP 10BALOD JO WYBISIBA0 Yim vmm._m:o {Buo ") eaue)sIssy [eoluyoa) %y weawdojsae( [enjoeNUOD JO 10080 Z
: i Juelb v Hed a)im ueky ay) pue seoiuas YiesH
AlIH Jo suogelado Aep o} Aep pue saojales jo uoyensiujwpe &y} 1o} Em,_m._o>o fewpd yym nmmhmco (wnig "g) seo1Aas AjH o Jojoanqg wuaiu| 1

ﬁ L1INN 32IAHTS HLTVIH

w._._,.,._mzm_m FONIYd AUOLVANVIN ANV TYNOSHId g2 vV

|
(e10z'82 Atenigad - Z10Z ‘) Y2Jew) uonesynsnr Jobpng v Med VO YING oasiouel] ueg

£102'82 Aeruged - 21.02 ‘1 Udlen ,
uonesynsni1e6png v Ued ajym ueky m
VA3 oasiouel{ ueg : .



PREPARING FOR CHANGE:
SAN FRANCISCO EMA FY 2012 RYAN WHITE PART A
CONMPETING CONTINUATION APPLICATION NARRATIVE
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'PREPARING FOR CHANGE:
‘SAN FRANCISCO EMA FY 2012 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 hlgh-quahty, life-
extending care, free from stigma and discrimination.”!

- Vision for the National HIV. /A]])S Strategy, July 2010

1. DEMONSTRATED NEED

Introduction to 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 unique, diverse, and highly complex region.
Encompassing three contiguous counties - Marin County to the north, San Francisco County
in the center and San Mateo County to the south - the EMA has a total land area of 1,016 square
miles, an area roughly the size of Rhode Island. In geographic terms, the EMA is very narrow,
stretching more than 75 miles 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 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 is 1,776,095.
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 one-third (33%) of the city's total population. The nation’s largest population
of Chmese Americans lives in the City of San Francisco, joined by a diverse range of Asian
1mm1grants including large numbers of Japanese, Vietnamese, Laotian, and Cambodian
residents. A large number of Latino immigrants also reside in the EMA, including native
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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, not including as many as 75,000 permanent and semi-permanent
undocumented residents.

1.a) HIV/AIDS Epidemiology
1.a.1) HIV/AIDS Epidemiology Table - Sec Table in Attachment 3

1.a.2) HIV/AIDS Epidemiology Narrative

Description of Current HIV/AIDS Cases: More than a quarter century 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 December 31, 2010, a total of 32,742 cumulative
AIDS cases had been diagnosed in the EMA, representing more than one in five of all AIDS
cases ever diagnosed in the state of California (n=159, 329).% Over 21,626 persons have already
died of AIDS in the EMA. As of December 31, 2010, a total of 11,464 persons were living with
AIDS in the EMA's three counties while approximately the same number were believed to be
living with HIV, for an estimated total of at least 22 928 persons living with HIV infection in the
three-county region (see Table in Attachment 3) This represents an EMA-wide HIV infection
incidence of 1,290.9 cases per 100,000 persons, meaning that approximately.1 in every 78
residents of the San Francisco EMA. is now living with HIV. A total of 1,289 new cases of
AIDS were diagnosed in the EMA over the three-year period between January 1, 2008 and
December 31, 2010 alone, representing 11.2% of all persons living with AIDS 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 Franc1sc0
continues to have the nation’s highest per capita prevalence of cumulative AIDS cases,” and
AIDS is both the fourth leading cause of death

among all male residents age 25-54 and the Figure 1. Persons Living with AIDS
leading cause of death among Latinos in that Per 100,000 Population - Selected
age group. $ The number of persons living with Metropolitan Areas

AIDS in San Francisco has increased by nearly
20% over the last decade alone - a percentage

that does include more rapidly escalating non- :
—-AIDS HIV cases. Through December 31, 2010, a ,;._MZOOOW:EL. :
cumulative total of 28,761 cases of AIDS have ' '
been diagnosed in San Francisco, accounting for j
nearly 3% of all AIDS cases ever identified in the = 1000 -~
US as of the end of 2009 (n=1,089,714) and i ’
nearly 20% of all AIDS cases diagnosed in

2500 -~

e
- 1500 1

California (n=159,329), despite the fact that San 0 -

Francisco County contains only 2% of the state’s Los  NewYork  San
population.” As of the end of 2010, an estimated Angeles City  Francisco
19,390 San Franciscans were living with AIDS or County City &
HIV, representing 84.6 % of all persons living _ County

with HIV/AIDS in the EMA, for a staggering S
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citywide prevalence of 2,408 cases of HIV per 100,000. This means that more than 1 in every
41 San Francisco 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 2010, the
incidence of persons living with AIDS per 100,000 in San Francisco County was over nearly ten
times that of Los Angeles County (248.1 per 100 ,000) and more than four times that of New
York City (561.9 per 100,000) (see Figure 1) The following sections provide 1nformat10n on
the specific demographics of the local HIV epidemic.

Race / Ethnicity: Reflecting the ethnic diversity of our EMA, the region's HIV/AIDS
caseload is distributed among a wide range of ethnic groups. The majority of persons living with
HIV and AIDS in the EMA are white (62.2%), while 13.6% of cases are among African
Americans; 16.8% are among Latinos; and 5.2% are among Asian / Pacific Islanders. A total of
4,429 persons of color were living with AIDS in the San Francisco EMA as of December 31,
2009, representing 38.6% of all PLWA, while another 4,242 persons of color were estimated to
be living with HIV as of the same date (37.0% of all PLWHA), for a total of 9,101 persons of
color living with HIV/AIDS. However, the percentage of new AIDS cases among persons of
color is increasing rapidly, particularly within Latino and Asian / Pacific Islander
communities. While 38.6% of all people living with AIDS as of December 31, 2009 were -
persons of color, nearly half (49.7%) of new AIDS cases diagnosed between January 1, 2008
and December 31, 2010 were among persons of color (n=641). Latinos grew from 15.5% to
16.8% of all PLWHA living in the EMA between 12/31/08 and 12/31/10, while Asian / Pacific
Islanders increased from 4.8% to 5.2% of cases over the same period. Additionally, among
transgender persons, people of color make up 79.6% of all PLWHA, including a popula’ﬂon that
18 35.4% African American, 30.7% Latino, and 9.7% Asian / Pacific Islander.

Transmission Categories: The most important distinguishing characteristic of the HIV
epidemic in the San Francisco EMA involves the fact that HIV remains primarily a disease
of men who have sex with men (MSM). In other regions of the US, the proportionate impact on
MSM has declined over time as other populations such as injection drug users and heterosexuals
have been increasingly affected by the epidemic. While these groups have been impacted in our
region as well, their representation as a proportion of total persons living with HIV and AIDS
(PLWHA) has not been as high. Through December 31, 2010, fully 86.0% of the population of
persons living with HIV/AIDS in our region were MSM (19,717), including 16,541 men infected
with HIV through MSM contact only (72.0% of all PLWHA) and 3,176 MSM who also injected
drugs (13.9% of all PLWHA). This represents an increase from the end of 2008, when the
percentage stood at 82.3%. By comparison, only 33.0% of PLWHA in New York City as of
December 31, 2009 were listed as infected through MSM contact.” Factors underlying this
“difference include the highproportion-of gay and bisexual men living in the EMA and the" large DR
number of long-term HIV survivors in the region. Other significant local transmission categories
include heterosexual injection drug users (7.3% of PLWHA) and non-IDU heterosexuals
(3.6%). There are signs that this latter population may be increasingly, however, with 6.9% of
new AIDS cases between 2008 and 2010 occurring among non-drug-using heterosexuals (n=89).

Gender: Reflecting the high prevalence of HIV/AIDS among men who have sex with men,
the vast majority of those living with HIV and AIDS in the San Francisco EMA (91.6%) are
men. 6.2% of all PLWHA in the region are women, 71.3% of whom are women of color.
Among African Americans living with HIV/AIDS, fully 18.1% are women. The San Francisco
EMA has by far the lowest percentage of women, infants, children, and youth (WICY)
living with HIV/AIDS through 2008 of any EMA or TGA in the nation, with WICY
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populations making up only 7.95% of local PLWHA. By comparison, the next highest EMA -
December, CO - has a WICY percentage of 11.49%. The proportion of women with AIDS in the
EMA may also be increasing, with women making up 9.2% of new AIDS cases diagnosed
between January 1, 2008 and December 31, 2010. Because of their high representation within the
San Francisco population, transgender persons also make up a significant percentage of ‘
PLWHA, with at least 504 transgender individuals - the vast majority of them male-to-female
transgender — estimated to be living with HIV or AIDS in the EMA as of December 31, 2010, a
figure representing 2.2% of the region's PLWHA caseload. ™ ~

Current Age: An increasingly high proportion of persons living with HIV and AIDS in
our region are 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 the region's
hard-fought success in bringing persons with HIV into care. Among the EMA's combined
PLWHA population as of December 31, 2010, more than two out of every five people living
with HIV/AIDS (42.7%) are age 50 or older, including 413 PLWHA age 70 and older. Persons
50 and older now make up the majority of persons living with AIDS in our EMA,
constituting 52.7% of this population as of the end of 2010. Between December 2007 and
December 2010 alone, the number of persons 50 and over living with AIDS increased by 10.9%
within the EMA, while the overall number of PLWA increased by only 2%. This growing aging
population creates dramatic challenges for the 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. The largest proportion of persons living with HIV and AIDS in the EMA are
between the ages of 40 and 49, who make up 37.3% of the combined PLWHA population, and
34.4% of new AIDS diagnoses between January 1, 2008 and December 31, 2010. A total of 316
young people between the ages of 13-24 are estimated to be living with HIV/AIDS in the EMA,
constituting 1.3% of the PLWHA population. However, young people ages 13-24 make up 5.2%
of all new AIDS cases diagnosed between January 1, 2008 and December 31, 2010, pointing to a
- growing HIV incidence within this population. Only 13 children age 12 and-under are estimated
to be living with HIV or AIDS in the EMA, and only 3 new AIDS cases were diagnosed among
this group between January 1, 2008 and December 31, 2010. :

The chart below summarizes the total number of new AIDS cases reported within the past
three calendar years from 2008 through 2010. "

s ,:::%3Number~fof new AIDS Cases Reported-in San Francisco EMA - 200822010

CY 2008 - CY 2009 1 CY 2010

- 525 N 397 367

Disproportionate Impact: 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
African Americans. While only 4.3% of EMA residents are African American, they make up
13.6% of combined PLWHA populations in the San Francisco EMA are African American,
meaning that more than three times the percentage of African Americans are infected with HIV

" as their proportion in the general population. And while 62.2% of all PLWHA are white, only
46.7% of EMA residents are white. By contrast, Asian/Pacific Islanders make up 26.7% of the
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EMA's total population but comprise 5.2% of PLWHA cases while Latinos constitute 16.8% of
PLWHA but make up 19.3% of EMA residents. However, new HIV cases will soon create a
disproportionate impact among Latinos as well, as 20.7% of newly diagnosed AIDS cases
occurred among Latinos between January 1, 2008 and December 31, 2010.

Homeless and formerly incarcerated individuals are significantly over-represented
among persons living with HIV and AIDS 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,'" 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 California Department of Corrections, an
average total of 5,134 persons are held in jail settings each day in the San Francisco EMA,"
while a minimum of 65,000 annual bookings take place in the three-county region."* 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 incarcerated persons - a total of at least 646 individuals incarcerated in the
San Francisco County jail were HIV-positive and receiving Ryan White services between July 1,
2008 and June 30, 2011 representing 7.9% of the city’s total Ryan White caseload of 8,171
clients as of February 28, 2011, for a three- -year incarceration rate of 7,906 per 100,000 —a rate
more than three times that of the general population.

The epidemic's most disproportionate impact remains among gay and bisexual men.

- Approximately 63,577 gay-identified MSM live in the San Francisco EMA," and an estimated

19,717 of them were HIV infected as of December 31, 2010. This means that a startling 31.0%

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.

Underrepresented Populations in the Ryan White System: 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, while whites and men are
underrepresented due to higher average incomes and higher rates of private insurance. For the
same reason, MSM are underrepresented among Ryan White clients, even though they make up

—the'majority of Ryan White clients as of February28; 2011 . 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 hoineless, heterosexuals, and injection drug users. Additionally,
Part D programs operated by Larkin Street Youth Services and the Family Service Network
primarily serve young people and women, while Part C programs operated by the San Francisco
Clinic Consortium and Tenderloin Health serve the full spectrum of clients, including the
homeless, persons of color, women, and gay/bisexual men. Fully 20.8% of Ryan White clients in
the San Francisco EMA are African American as compared to 13.6% of all persons with
HIV/AIDS in the EMA, while 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.'®
Women, representing 6.2% of the total PLWHA population, make up 11.0% of Ryan White and
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21.7% of Centers of Excellence clients. Transgendered people make up an estimated 3.0% of
persons served through the Ryan White system and 5.4% of persons served through Centers of
Excellence while making up 2.2% 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.

EMA Service Gaps: According to the recently completed 2008 Unmet Need Framework
(see Section 1.g below), a total of 2,898 HIV-aware individuals in the San Francisco EMA are
currently not receiving HIV primary care, representing 14% of the region’s total estimated HIV-
aware population. This is a significant reduction from last year’s estimate, in which 3,654 (18%)
HIV-aware individuals were estimated to not be receiving HIV primary care, and a dramatic
reduction from FY 2008-2009, when 5,205 (23%) were estimated to be out of care. These
reductions are reflective of our ongoing success in identifying, referring, and linking new
HIV-positive persons to care. Between March 1, 2010 and February 28, 2011, at least 8,171
individuals were receiving Ryan White services in the EMA, representing an impressive 44.8%
of the region's combined PLWHA population in care, and 35.6% of the PLWHA population.

In 2008, the San Francisco EMA commissioned and completed a Comprehensive HIV
Health Services Needs Assessment, 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.!” 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); ¢) 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.

1.b) Impact of Co-Morbidities and Medicaid Funding on the Cost and
'~ Complexity of Providing Care _

1.b.i) Quantitative Evidence on Co-Morbidities - See Table in Attachment 4

--1.bsii)-Narrative on-Cost-and Complexity of Providing Care———

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

infections is of significant concern for the future of the HIV epidemic in our region. In terms of
syphilis, for example, the San Francisco EMA continues to confront an epidemic that has been -
escalating for the past half decade, rising more than 500% since 2000. The total of 391 new
primary and secondary syphilis cases diagnosed in the EMA in 2010 represents a 70.7%
increase over the 229 cases reported in 2007 and exceeds the 364 cases reported in 2004,
attesting to a resurgence of the crisis in the region and the difficulty involved in containing or
reducing it.'* Within the City of San Francisco alone, a total of 366 new syphilis cases were
reported in 2009, an 82% increase over the 202 cases diagnosed in 2007. The 2010 syphilis
incidence rate of 42.6 cases per 100,000 in San Francisco is more than eight times higher than
the statewide rate of 5.3 cases per 100,000 and 6 times higher than the national syphilis rate of
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4.6 cases per 100,000 in 2009 (see Figure 2). San
Francisco County has by far the largest rate of
syphilis infections of any county in California,
more than five times the rate of San Diego
County (8.5 per 100,000); more than six times .
that of Los Angeles County (6.6 per 100,000);

Figure 2. New Primary & Secondary
f Syphilis Cases Per 100,000
; Population - Selected Metropolitan
Areas

and nearly ten times the rate of Santa Clara P /
County (4.5 per 100,000)." gg [
P

The EMA is also experiencing a significant 30 &+
gonorrhea epidemic. A total 0of 2,213 new :
gonorrhea cases were identified in the San
Francisco EMA in 2010, for an EMA-wide
incidence of 124.6 cases per 100,000, roughly
100% higher the 2010 California rate of 69.1 , |
cases per 100,000. 2021 gan Francisco's 2010 > @

. . & S @v' )
gonorrhea incidence of 225.3 cases per 100,000 is T \.\{\o‘ A o
more than double the 2009 national rate 0£99.1 & ¥ > Qé,\"c' o&""
cases per 100,000 and is 325% higher than the ; o«*fb o&"b
statewide rate, and is again by far the highest rate id i

of any county in California, with the next highest
county — Alameda County - having a case rate that is roughly half that of San Francisco (121.5
per 100,000). Many of the EMA’s new gonorrhea cases are occurting among young women

aged 15 — 24, who accounted for 188 cases in 2010. The gonorrhea rate of 638.0 per 100,000
among 15-24-year-old women in San Francisco is 164% higher than the statewide rate of 241.6
per 100,000.%

The San Francisco EMA's Chlamydia epidemic also continues to rise precipitously,
although rates in EMA are more comparable to national and statewide averages. A total of 7,170
new cases of Chlamydia were diagnosed in the San Francisco EMA in 2010. This represents a
23.3% increase over the 5,816 cases diagnosed in 2005 and a significant44% increase since
2001; although it also represents a slight reduction from the 6,627 cases identified in the EMA in
2008 (see Figure 3) The 2009 EMA-wide Chlamydia incidence stood at 382.4 per 100,000,
while the rate for the City of San Francisco was 490.2 cases per 100,000. By comparison, the
' 2009 incidence for California was 380.6
cases per 100,000. -

The cost of treating STIs adds
significantly to the cost of HIV carein— -

Figure 3 Annual Reported Chlamydia
_ Cases - San Francisco EMA - 2001-2010

i 7,500

L g . the San Francisco EMA. According to a
- 7,000 - . study which estimated the direct medical
6500 / ~ cost of STIs among American youth, the
o . total annual cost of the 9 million new STI
© 6,000 ' cases occurring among 15-24 year olds

. 5500 - ~ totaled $6.5 billion in the US, at a per

B . capita cost of $7,220 per person.”*

. 3000, g Lissovoy, et al. estimated US national
;4500 - . medical expenditures for congenital
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syphilis for the first year following
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diagnosis at between $6.2 million and $47 million for 4,400 cases, or as high as $10,682 per
case.?> A 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.%¢
Such studies suggest that the total cost of treating new STIs in the SF EMA may be as high as
$12.38 million per year, including an estimated $2.87 million to treat STIs among persons with
HIV, with another $4.5 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
o - Figure 4, , medication adherence is much more difficult
Top 1_0 L_ea_s_t»Affordab!e Counties inthe U.S.| without stable housing. Homelessness is also a
in Terms of Housing Costs, 20102 - critical risk factor for HIV, with one study reporting

- |- ‘HourlyWage - - HIV risk factors among 69% of homeless persons. ?
- .| Needed to'Renta’ Because of the prohibitively high cost of
| “Two-Bedroom | housing in the San Francisco EMA and the

County | Apartmentat | shortage of affordable rental units, the problem

| HUDFairMarket | = of homelessness has reached crisis proportions,
- Rents creating formidable challenges for organizations

San Francisco County, CA $33.85 seeking to serve HIV-infected populations.
According to the National Low Income Housing

Marin County, CA $33.85 Coalition’s Out of Reach 2010 report, Marin, San
San Mateo County, CA $33.85 " Francisco, and San Mateo Counties — the three
Honolulu County, HI $32.77 counties that make up the San Francisco EMA — are
tied with one another as the three least affordable
Nantucket County, MA $3237 counties in the nation in terms of the hourly wage
Santa Cruz County, CA - $31.85 needed to rent a two-bedroom apartment, which
Westchester County, NY $.31.17 currently stands at $33.85 per hour (see Figure ,
4).3° Meanwhile, the SF Area has the highest HUD-
Orange County, QA $30.65 established Fair Market Rental rate in the
Suffolk County, NY $ 30.62 nation, representing the amount needed to “pay the
Nassau County, NY $ 30.62 gross rent of privately owned, decent, and saf;

~rental'housing of a'modest nature”.
On January 27, 2011, the City of San Francisco conducted its bi-annual 24-hour homeless

count which identified a total of 6,455 homeless men and women living on the streets or in jails,

shelters, rehabilitation centers, or other emergency facilities, a slight decrease from the 2009 total

of 6,514.32 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-* 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.** Aging augments the
progression of chronic diseases related to homelessness, including high rates of diabetes and
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hypertension, and complicates the problem of providing care to these groups. It is estimated that
26,640 individuals experience homelessness at some point during the year in the EMA, including
an estimated 13,500 chromcally homeless individuals and 13,140 temporarily homeless persons.

Homelessness has a distinct and well-established link to HIV disease. HIV prevalence
studies among homeless adults in San Francisco have produced est1mates ranging from a 9%
HIV prevalence rate among the general homeless adult population® to an astounding 41%
among marginally housed adult MSM.*® Among the hundreds and possibly thousands of
homeless youth in San Francisco - a city which still serves as a Mecca for runaway and low-
income young people estimated HIV prevalence ranges from 29% among young homeless gay
and blsexual males’” to 68% among gay and bisexual male teens who enter homeless youth
centers.’® HIV disease itself also frequently results in homelessness, with the percentage of
persons who were homeless at the time of AIDS diagnosis increasing in the City of San
Francisco from 3% in 1992 to 11% in 2007, a nearly fourfold increase.®® .

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. 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.** 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.*! Overall, SF DPH
estimates that the total costs of homelessness add at least an additional $16.0 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.*?

Insurance Coverage: The advent of health care reform through the Affordable Care Act
(ACA) promises significant, positive change in regard to the number and proportion of low-
income persons in our state and region who benefit from health insurance coverage. California is
now in the process of implementing its “Bridge to Reform” Section 1115 Medicaid
Demonstration Waiver program, which is expected to extend Medicaid coverage to
approximately 1.4 million of the nearly 7 million uninsured in California by 2016, a 10%
increase over current levels. However, while creating important change, the problem of lack of
insurance continues to be a major barrier to care, and the future of coverage is uncertain for
many populations. According to data from the UCLA Center for Health Policy Research, an
estimated 11.1% of San Francisco EMA residents under the age of 65 are believed to be without
any form of insurance coverage - including Medicaid - for a total of at least 188,772 uninsured
" individuals under 65 1n our region (persons 65 and older are excluded as they become eligible for
age-based Medicare).*’ This includes an estimated 13.4% uninsured in San Francisco; 10.8%
uninsured in San Mateo County; and 14.1% uninsured in Marin County.

The lack of health insurance places extreme financial burden on the system,
particularly in the San Francisco EMA, which has extremely high medical costs. In addition,
because of the current financial crisis, the numbers of persons who have lost private insurance as
a result of unemployment or reduced employment based health insurance benefits has
dramatically increased the number of uninsured persons in the State over the past two years.
While approximately half of San Francisco Ryan White system clients are covered by Medicaid,
roughly one-quarter lack any form of insurance coverage. At the same time, for those persons
with HIV not in care or unaware of their HIV status, the uninsured rate is believed to be much
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higher than the general population as many HIV-infected people in the EMA are poor, not in
care, and/or have not yet applied for Medicaid. SF DPH estimates that the cost to the system of
serving uninsured and indigent populations living with HIV is at least $85.6 million annually,
based on an average 25.1% uninsured rate among PLWHA in care (n=4,279) at an estimated
annual avg. cost of $20,000 per person for HIV treatment and medications.

Poverty: The problem of homelessness is-closely tied to that of peverty, and presents
another daunting challenge to the HIV care system. While detailed poverty data has not yet been
released from the 2010 Census, using poverty data from the 2000 Census updated to the region’s
2010 population, SF DPH projects that 916,615 individuals in the San Francisco EMA are living
at or below 300% of Federal Poverty Level, which translates to 51. 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=15,786) are living at or below 300% of the 2011 Federal Poverty Level (FPL) including
persons in impoverished households. 100% of Ryan White-funded clients live at or below 300%
of poverty. 45 ARIES data reveals that 45.2% of active Ryan White clients in San Francisco are
currently living on incomes of less than $10,000 per year and 17% are surviving on incomes of
Jess than $5,000 per year. HIV-infected persons in poverty clearly have a higher need for
subsidized medical and supportive services, accounting for at least $108 mllllon in Part A and
non-Part A HIV-related expenditures in the San Francisco EMA each year.*®
1.b.iii) Impact of Recently Incarcerated Individuals

The San Francisco EMA HIV care system provides services to a large number of formerly
incarcerated individuals whose significant needs pose additional challenges. As noted above, the
California Department of Corrections reports that an average total of 5,134 persons are held in
jail settings each day in the San Francisco EMA, while a minimum of 65,000 annual bookings
take place in the three-county region. Data for Forensic AIDS Project shows that a total of at
least 646 formerly incarcerated individuals received Ryan White services at the agency over the
three-year period from July 1, 2008 through June 30, 2011, representing approximately 7.9 % of
the City’s total Ryan White-funded caseload. This represents a three-year past incarceration rate
of 7,906 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

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 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,
2008 through December 31, 2010 a total of 19 new AIDS cases diagnosed at San Quentin Prison,
while a total population of 357 persons living with HIV and AIDS were served by the prison as
of December 31, 2010. More than two in five of these inmates (42.3%) were infected through
injection drug use alone, as compared to 7.3% of all persons living with HIV/AIDS in the EMA.
African Americans are highly overrepresented among the San Quentin HIV population,
representing 49.6% of all PLWHA at the facility as of 12/31/10.
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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 646 HIV-positive individuals served
by Forensic AIDS Project and released from SF jails in the three years through June 30, 2011,
12.4% were women — double the percentage of women living with HIV/AIDS in the EMA
(6.2%) — and 6.2% were transgender persons — nearly three times their representation among _
the EMA’s total PLWHA population (2.2%). Reflecting high rates of injection drug use among
incarcerated populations, 33.6% of persons with HIV in the SF jail system had been infected
through injection drug use alone, as compared to 7.3% of the overall PLWHA population, while
MSM / IDU cases accounted for 21.8% of jail populations, versus 13.9% 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.*’ Equally
alarming is the over-representation by African Americans among formerly incarcerated persons
with HIV inSF, whoaccount for 50.0% of all PLWHA diagnosed with HIV or provided with
HIV care in San Francisco jails, despite making up 13.6% of the total PLWHA population.

Within the San Francisco EMA, the crisis of HIV among incarcerated and formerly
incarcerated populations has been met with specific and forceful responses. Objective # 4.4
of the EMA’s new 2009-2012 Comprehensive Plan specifically calls on the local system to

“continue to develop systems and partnerships that ensure that persons who are in prison or
incarcerated are fully linked to care upon their release from the jail and prison systems.” When
the EMA created its nationally recognized Centers of HIV Excellence program in 2005, one of
the seven new centers funded was Forensic AIDS Project — a one-stop-shop comprehensive
care center coordinated by the San Francisco Health Department, providing jail-based health
services and post-release treatment and care linkage services to incarcerated persons with HIV.
Forensic AIDS Project offers screening, support, and medical case management services for the
majority of known HIV-infected individuals leaving the San Francisco jail system and ensures a
smooth transition in terms of both medical care and social services.

The precise 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.*

1.c.) Impact of Part A Funding: Funding Mechamsms and the Impact
Of the Decline in Ryan White Formula Funding
1.c.i) Report on the Availability of Other Public Funding: See Attachment 5.

1.c.ii) Coordination of Services and Funding Streams
Coordination with Other Federal and State Resources: The San Francisco HIV Health
Services Planning Council and the SF Department of Public Health work together to ensure that
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Ryan White Part A funds are coordinated across all applicable funding streams in the region. As
with the Ryan White streams listed above, the Planning Council reviews annual service category
summaries that include a detailed listing of all 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 the number and accessibility of services, while
seeking every possible alternate source of funding apart from Part A to support HIV care.

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. In documents provided by the State of California for this year’s Part
A application, a total of $58,469,157 in HIV-specific Medi-Cal expenditures were reported for
the three counties of the San Francisco EMA for the 6-month period between January 1 and June
31, 2011, resulting in a 12-month projection of $116,938,314 for calendar year 2011. For the first
time, over one-half (52.0%) of HIV Medi-Cal expenditures in the San Francisco EMA during
the first six months of 2011 were for HIV-related medications ($30,411,407); another 17.1%
($9,974,674) were for inpatient care; and 16.8% (59,818,282) were for intensive and skilled
nursing care. The remaining 14.1% were dispersed among other categories. A total of 6,106
unduplicated HIV-positive individuals were listed as Medi-Cal recipients for the period January
1 — June 30, 2011, an increase of 11.2% over the 5,491 beneficiaries reported for the first half of
2009. The SF HIV Health Services Planning Council examines changes in Medi-Cal data each
year and considers this information in allocating Part A primary medical care funding.

Other significant non-Ryan White funding streams which affect the allocation of Part A
resources in the San Francisco EMA include the following:

» The AIDS Drug Assistance Program (ADAP) provides a major source of income for HIV
care in California, supporting the costs of a diverse formulary for tens of thousands of low-
income California residents. According to NASTAD’s 2011 National ADAP Monitoring
Report, total ADAP expenditures in California for calendar year 2010 totaled $436,930,287,
by far the largest ADAP budget in the nation and 58.0% more than the next highest state,
New York, at $276,605,700. 4 At the same time, California’s state contribution to the
program totaled $126,019,004, also by far the largest contribution by any state in the nation,
making up over one-third (36.4%) of combined state ADAP contributions nationally, and
representing a remarkable 77.8% increase over the $70,859,000 in ADAP funding provided
by California in 2009. A total of 34,963 Californians were enrolled in ADAP as of June
2010, versus 19,051 for the state of New York, the néxt highest state. While California has ™
continually demonstrated its unwavering support for ADAP — most recently in the 2011-2012

' State budget — the future of ADAP is far from certain. Even a slight funding reduction would
have drastic consequences for the tens of thousands of individuals who rely on this funding
to keep them alive. , :

= Veterans in the EMA are able to access care at three Veterans Administration (VA) clinics
in the EMA: the Infectious Diseases Clinic at the San Francisco VA Medical Center, offering
primary medical care to PLWHA along with access to clinical trials and research; the VA
outpatient clinic in the South of Market area in San Francisco; and the Palo Alto VA Center
located just outside the EMA, with a satellite clinic in Menlo Park in San Mateo County
which is co-located with a public Part A-funded clinic.
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* Housing Opportunities for Persons with AIDS (HOPWA) services are coordinated
through the HOPWA Loan Committee, which includes two Planning Council representatives.
For FY 2010, the total HOPWA allocation for the San Francisco EMA totaled $9, 782,816,
including $8,564,816 for San Francisco County; $878,500 for San Mateo County; and
$339,500 for Marin County. The Grantee works closely with the San Francisco
Redevelopment Agency to coordinate housing access for Ryan White Part A-funded clients.

* Other state and local social services programs such as General Assistance and vocational
rehabilitation programs are used by PLWHA in the EMA. General Assistance provides a
very small amount of money per month for the few clients who qualify which is less than the
rental cost for an average single room occupancy (SRO) hotel room. Vocational services
including counseling, training, and job placement are provided directly to PLWHA who wish
to enter or re-enter the workplace.

* Substance abuse services are supported through a combination of federal, state local, and
private funds, with each county combining resources together to develop its own local
system. The passage of California Proposition 36, requiring drug treatment rather than
incarceration for many persons convicted of drug-related offenses, increased funds available
for substance abuse treatment in the EMA. However, funding for Proposition 36 was
eliminated by the Governor in California’s 2009 budget, and local governments cannot fill
this gap. The EMA has therefore lost a major source of support for substance abuse treatment
services. California also receives HIV set-aside funds from SAMHSA, which are primarily
used to provide HIV counseling and testing within substance abuse treatment programs.

Coordination with Other Ryan White Act Programs: The San Francisco EMA is
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. The figure below details complementary Ryan White contributions in

the San Francisco EMA during the most recent 12-month contract period (see Figure 5).

Flgure 5. Table of Compiementary Ryan White Funding — San Francisco EMA
~—~ - Most-Recently- Completed 12-Month-Funding Cycles - —— -

* ‘Ryan White Funding Categories & Amounts HUD.
Part AMAI | PartB. | PartBMAIl | PartC Part D HOPWA
San Francisco County | $710,140 | $2,909,365 | $96,000 |$1,185,617 |$ 1,062,497 | $ 8,564,816

Local Jurisdic’ﬁons

San Mateo County $269,459 | $26,000 $ 878,500
Marin County $ 136,364 $ 26,000 _ $ 339,500
TOTAL $710,140 | $3,315,188 | $148,000 |$1,1 85;617 $1,062,497 | $ 9,782,816
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1.d) Assessment of Populations. - _ Figure 6. , _
with Emerging Needs Persons Living with HIV/AIDS Age 50 and-Above in

As a highly diverse and complex San Francisco County:as of 12/31/10

region with an expanding HIV caseload, the ‘Demographic Categories Number | Percent -
San Francisco EMA is home to many Gender '
populations with emerging needs, including Male| 7,684 93.1%
women, youth., e%nd transgender people; | Female| 447 5 4%
members of distinct ethnic, cultural, and - .
linguistic groups; homeless and formerly Transgender| 121 1.5%
incarcerated persons; and members of Current Age
diverse social and behavioral communities. 50 - 59 Years| 5,839 70.8%
These groups require specialized | 60-69 Years| 2075 | 251%
interventions to link and retain them in care; | 70-79 Years|. 298 3.6%
meet their service needs; and empower them S .
to become effective self-care advocates. The __ B0 -89 Years 38 0.5%
challenge of effectively meeting the needs 90 and Above 2 0.0%
of emerging populations in the context of * |Ethnicity ’
declining resources remains one of the ' White| 5,747 69.6%
most daunting issues facing the local Aftican Ameri v o
y an| 1,226 14.9%
system of care. This year, SF DPH has riean m‘f 1 00
selected the following six emerging - — Latino] _ 916 1.1%
populations that face evolving needs for Asian / Pacific Islander| 255 31%
specialized HIV care, each of which is Other / Unknown 108 1.3%
described briefly below: 1) Persons with |Transmission Categories - '
HIV 50 Years of Age and Older; 2) MMl 6,202 75.2%
Transgender Persons; 3) Men of color who tor Droa U P 8.2
have sex with men; 4) Homeless individuals; - n|.ect|'on rug Jsers / 2 ‘
5) African Americans; and 6) Latinos. All of - MSM Injection Drug Users| 1,005 12.2%
these groups have growing incidences of Non-IDU Heterosexuals| 198 2.4%
HIV infection resulting in increased costs to : Other / Unidentified| 168 2.0%
the local system of care. _ S TOTAL 8.252 100.0%

Emerging Population # 1: Persons ‘
With HIV 50 Years of Age and Older: In part because it was one of the first regions hard hit

by the HIV epidemic and in part because of its success in ensuring that a large proportion of

~persons with HIV have access to the high quality treatments and therapies, the HIV-infected
population of the San Francisco EMA continues to age dramatically, at levels beyond which
could have been imagined in the first decade of the epidemic. As of December 31, 2010, more
than two out of every five persons living with HIV and AIDS in the San Francisco EMA
(42.6%) were 50 and older (9,787 persons). At the same time, for the second year, persons
50 and older make up more than half of all persons living with AIDS in the EMA (6,039 out
of 11,464 persons / 52.7%). An analysis conducted for this application of the 8,252 persons age
50 and above living with HIV/AIDS as of December 31, 2010 in San Francisco County (see
Figure 6) revealed many startling facts about this population, including the fact that there are 338
PLWHA age 70 and above in SF, including 38 persons ages 80 - 89 and 2 persons age 90 and
above. The 50 and over population in San Francisco also contains a slightly higher percentage of
African Americans than in the PLWHA population as a whole (15.5% vs. 13.2%), along with a
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‘higher proportion of non-MSM injection drug users (8.7% vs. 6.6%). Because HIV medications
are still relatively new, it is not yet known either what the long-term effects of HAART will be
on older persons with HIV or how traditional health issues related to aging and geriatric health

may interact with or complicate HIV treatment and care. Aging populations will certainly present

challenges to the health care system in terms v
£d f di ‘Figure 7.

of devising new strategies for providing ‘MTF Transgender Persons Living with HIV/AIDS in-
integrated HIV and geriatric care, and for :San Francisco County.as of 12/31/10°
meeting the long-term needs of clients with —

~ increasingly complex needs. At the same Demographic Categories | ‘Number | Percent
time as a result of previous employment, Current Age :
many older long-term survivors living with 13- 24 Years 1 . 25%
}-IIV/tAIDSd\.NhI())_??;/e h?dithe z{(ile?ntage of 25-49 Years| 311 70.2%

ong-term disability policies will lose
those benefits immediately upon reaching — Age 50 and Above| 121 21.3%
Social Security retirement age and may find  |Ethnicity :
themselves immediately in poverty, a White 95 21.4%
problem with which the current system is African American| 157 35.4%
unpr'ep.ared to deal . The an.nual cost of Latinol 136 30.7%
providing HIV-related services to persons Asian / Pasific Island 43 9.79%
over 50 years of age within the SF EMA is Stan fachic Isiander e
estimated to be as high as $156,600,000.>° Other / Unknown _ 12 2-7%
Emerging Population # 2: Transmission Categories

Transg.el.lder Persons: Transgender persons | MSM| 226 51.0%
are ’(tirad.l(‘;loiz}ily deﬁned. as thos; ;Vh(fse ) Injection Drug Users ) 1.4%
gender identity, expression, or behavior is S
‘not traditionally associated with their birth MSM Injection Drug Users| 201 454%
sex. Some transgender individuals . Non-IDU Heterosexuals 6 1.4%
experience gender identity as being _ Other / Unidentified 4 0.9%
incongruent with their anatomical sex and TOTAL - A43 100.0%

may seek some degree of gender v
confirmation surgery, take hormones, or undergo other cosmetic procedures. Others may pursue
gender expression (whether masculine or feminine) through external self-presentation and
behaviors. Key HIV risk behaviors among transgender persons include multiple sex partners,
irregular condom use, and unsafe mjectlon practices stemmmg both from drug use and from
the injection of hormones and silicone.’! Because of the region’s traditional openness to dlverse
~lifestyles; many transgender-individuals: move to the San Francisco EMA seeking greater— —
acceptance and an expanded sense of community. According to Clements, at least 5,000
' transgender persons call the Bay Area home, although precise statistics are not available.” What
18 not in question, however, is the epidemic’s growing impact on these populations. As of
December 31, 2010, at Jeast 500 transgender persons were living with HIV and AIDS in San
Francisco and Marin Counties (the County of San Mateo does not break out transgender HIV
cases separately). The actual numbers, however, are probably much higher, with some studies
indicating that HIV infection rates may be as high as 23.8% among this population, which in San
Francisco would mean that at least 1,200 transgender persons may already be living with HIV.>?
Figure 7 provides a demographic breakdown of the PLWHA male-to-female (MTF) transgender
population in San Francisco County as of 12/31/10 and offers some fascinating insights into the
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complexity of this population. Perhaps most striking is the cultural diversity of transgender
PLWHA, with the largest infected ethnic groups being African Americans (35.4%) and
Latinos (30.7%). Together these groups make up 66.1% of transgender PLWHA but only
30.4% of all PLWHA in the EMA. Reflecting the high risk of injection-related infections among
transgender persons, fully 45.4% of transgender PLWHA were infected through combined MSM
/ IDU behavior, versus 13.9% for the EMA as a whole. Because of culturally-defined
dichotomous gender roles, transgender persons face widespread stigma and discrimination
which can create significant barriers to HIV care. Transgender-related stigma is associated with
lower self-esteem, increased likelihood of substance abuse and a high prevalence of survival
sex work, particularly among MTFs.>* Social marginalization resulting from discrimination can .
result in the denial of educational, employment, and housing opportunities, factors that can
reduce utilization of health services by forcing transgender persons to focus on survival issues.
Transgender persons also frequently lack access to health services due to low socioeconomic
status, lack of insurance, fear of transgender status being revealed, and a lack of provider
sensitivity and expertise. Because of high rates of poverty, transgender persons are
- disproportionately dependent on the Ryan White system of care to help support core medical
services. The San Francisco Planning Council is currently conducting an intensive
Transgender Needs Assessment that is expected to yield critical information to improve the -
quality and effectiveness of care for these populations. The annual cost of providing HIV-
related services to transgender persons in the San Francisco EMA is estimated to be at least
$5,700,000 per year.55

Emerging Population # 3: Men of Color Who Have Sex with Men (MSM): MSM
overall make up by far the most heavily HIV-impacted population in the San Francisco EMA,
‘accounting for 86.0% of all persons living with HIV and AIDS as of December 31, 2010,
including MSM who inject drugs (n=19,717). At least 6,500 of these individuals - or
approximately one-third of the HIV-infected MSM population of the EMA - are people of color,
most of them African Americans and Latinos. However, in calendar year 2010, nearly half of
all persons who tested positive for HIV (48.0%) were persons of color, an increase of 5.8%
from 2006. Within Latino communities in San Francisco, MSM make up 87.3% of all persons
~ living with HIV/AIDS, including 75.7% infected through MSM contact and 11.6% infected
through MSM contact and injection drug use. Among Asian and Pacific Islander groups, the
percentage is even higher, with MSM accounting for 87.7% of all persons living with
HIV/AIDS, including 78.6% MSM only cases and 9.2% MSM/IDU cases. The percentage of
MSM cases among African Americans in San Francisco is somewhat lower, largely due to the
fact that a much higher proportion of African Americans living with HIV and AIDS are women.
MSM of colorin the San Francisco EMA tend to be poorer; have less access to preventive health
care: have lower rates of private insurance; and have higher levels of co-morbidities. MSM of
color are also believed to have significantly higher levels of unmet need than white MSM. Prior
needs assessments have found that perceived structural barriers, such as restrictive or complex
rules for entering service, and perceived lack of service access were cited most frequently as
barriers to care for MSM of color, with more than half of assessment respondents saying they
were likely to have a problem related to these factors. Lack of insurance; the high cost of care;
not knowing services are available; and perceived lack of confidentiality were cited as particular
barriers to care among MSM who reported being out of care for a year or more. The annual
cost of providing HIV-related services to men of color who have sex with men within the SF
EMA is estimated at $72,000,000.%
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Emerging Population # 4: Homeless Individuals: Homelessness is an ongoing crisis for
the San Francisco EMA, contributing to high rates of HIV infection, and creating an intensive
need for integrated, tailored services which bring homeless individuals into care, stabilize their
life circumstances, and retain them in treatment. At least 1,605 HIV-infected homeless
individuals are estimated to be living with HIV or AIDS in the San Francisco EMA 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. Clearly, the most pressing service need for HIV-infected homeless people is
to obtain safe, stable housing that allows them to enter care and to remain adherent with
HIV medication regimens. However, the scarcity of housing resources in the EMA makes it
difficult for HIV-infected homeless people to obtain housing quickly, and many homeless
individuals are lost to care while waiting for housing slots to become available. All current
housing waiting lists in San Francisco are closed and the average waiting time for those already
on lists is 10 years. Rates of mental illness and substance addiction are disproportionately high
among the homeless, complicating both outreach and care provision, and necessitating integrated
service programs such as the CoE initiative. The annual cost of providing HIV-related services
to homeless persons in the SF EMA is estimated at $19,260,000.>’ , _

Emerging Population # 5: African Americans: The growing crisis of HIV among
African Americans in the San Francisco EMA is a cause for significant concern. As of December
31, 2010, a total of 3,119 African Americans were estimated to be living with HIV/AIDS in the
EMA, representing 13.6% of the region's HIV-infected population, despite the fact that only
4.3% of the EMA's population is African American. At the same time, fully 18.4% of all those
diagnosed with AIDS between January 1, 2008 and December 31, 2010 were African American
—a percentage 35.3% higher than their representation in the overall PLWHA population.
Women account for 18.1% of all African American PLWHA in the EMA, as compared to 6.2%
for the EMA as a whole, while heterosexually transmitted cases account for 9.7% of African
- American PLWHA as compared to 3.6% for the entire EMA. At least 35% of all African
Americans living with HIV in the San Francisco EMA are currently estimated to be out of care -
a proportion comparable to the percentage of homeless persons out of care. The reasons for this
under-representation include: a) continuing high rates of stigma within African American
communities related both to HIV and the behaviors that transmit it; b) higher prevailing rates of
poverty and unemployment, leading to lower rates of private insurance and health care
utilization; and c) high rates of injection drug use and homelessness, leading to difficulty in
accessing or prioritizing care. Of the 183 African Americans surveyed for the EMA's 2008

Needs Assessment, 49.3% reported having no insurance of any kind, and 53.3% reported a high— — -~ -

or complete disconnection from care, with frequently cited barriers including: fear of
governmental health services; lack of culturally competent services; racial discrimination;
frustration with long waiting lists; and a lower prioritization of health care due to competing
needs driven by poverty and racism. To successfully reach more HIV-infected African
Americans, the local care system has had to engage in a more aggressive and comprehensive
approach by locating culturally appropriate services within historically black neighborhoods to
inform African Americans of the importance of HIV testing and proactively engaging them in
treatment. The Black Center of Excellence at the University of California San Francisco,
supported with Ryan White Part A funds, are making a significant contribution toward
addressing this discrepancy. In addition, in 2010, the San Francisco Planning Council
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completed an African American Women’s Needs Assessment which significantly expanded
our understanding of the needs and life circumstances of this population and aided in the
prioritization and allocation of service funding. The annual cost of providing HIV-related
services to African Americans within the SF EMA is estimated at $38,17 8,000.58
Emerging Population # 6: Latinos: In the San Francisco EMA, the Latino population
makes up a growing percentage of the region's total HIV-infected population. While 16.8% of
all PLWHA in the EMA as of December 31, 2010 were Latino/a, 10.7% of new AIDS cases
diagnosed between January 1, 2008 and December 3 1, 2010 were among Latino/as, with a total
of 3,854 Latino/a PLWHA estimated to be living in the EMA as of the end of 2010. According to
the most recent San Francisco HIV Epidemiology Report, Latinos represent 31% of young adult
AIDS cases age 20-24 in the city and an alarming 44% of adolescent AIDS cases age 13-19—-a
clear overrepresentation when compared to the 26% of the general adolescent population of San
Francisco which is Latino/a. As with African American populations, a lack of access to health
‘care, higher rates of poverty and unemployment, and a disconnection from health and social
services contribute to relatively high rates of unmet need in the Latino population. According to
the US Census, in the City of San Francisco, 11.1% of the city's population speaks Spanish as
their primary language, with 26.5% of those who speak Spanish as their primary language
reporting they speak English either not well or not at all. This requires that HIV services be
provided in Spanish by culturally competent professionals who understand the health beliefs and
practices of Latino communities. Fear of j eopardizing naturalization opportunities also leads to a
reluctance to seek HIV testing or treatment. The Mission Center of Excellence operated by '
Mission Neighborhood Health Center and funded through MAT funding provides culturally
competent, integrated, bilingual/bi-cultural HIV services to over 400 Mission neighborhood
residents, with an emphasis on Spanish-speaking clients, in order to enhance their quality of life
and promote individual and community empowerment. The annual cost of 5providing HIV-related
services to Latino populations in the SF EMA is estimated at $48,564,000. o
1. e) Unique Service Delivery Challenges
The San Francisco EMA HIV system of care - a system that has served for decades as
a national model of effective HIV service delivery - is facing an economic crisis which
threatens both the quality and availability of care for persons with HIV/AIDS in the region.
This crisis stems from a convergence of factors creating an environment in which the system is
unable to meet the needs of the HIV-infected populations it was designed to serve, including
being unable to bring the most needy and underserved populations into medical care and retain
them on combination therapies. The factors underlying this threat 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- T
swamp the system and create overwhelming demands on care providers; and 3) The
concentration of HIV 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. California’s massive 2009
health and human service funding cuts — including reductions of $59.1 million in support for
HIV/AIDS programs throughout the state — only complicate the ongoing challenge of delivered
effective, life-prolonging care to a growing and increasingly impoverished population.
'Growing Population of Persons with HIV including Individuals with Multiple Needs:
Tt is important to remember that despite diminishing financial resources, there are today more
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persons living with HIV in the San Francisco EMA than at any point in the history of the
epidemic - an increase of more than 50% over the last 12 years alone. This crisis requires
increased resources, not reduced ones. The estimated 23,928 persons living with HIV and
AIDS as of 12/31/10 represents 73.1% of the total 32,742 AIDS cases ever diagnosed in the San
Francisco EMA, and is 9.2% more than the 21,910 people who had ever died from AIDS in the
region through the end of 2010. 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 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;*® One in
- four persons with HIV have no form of health insurance;’! Nearly one in ten persons newly
diagnosed with AIDS in the EMA is homeless;** As many as half of MSM living with HIV in
the EMA suffer from depression;63 Thirty percent of local PLWHA are active substance
users;>* One in seven persons with HIV in the EMA speaks a primary language other than
English;*> As many as one-third of gay-identified men in the San Francisco EMA may be HIV-
infected;® 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.®’

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. A 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 PEWHA 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 40% reported that they had initially tested gositive for HIV outside the
San Francisco EMA, and had moved to the region to receive care.® ‘

Escalating Co-Morbidities: Section 1.b above describes several co-morbidities critical to
the complexity of providing care in the San Francisco EMA. However, these are by no means the
only key issues contributing to the growing complexity of the HIV epidemic in San Francisco.

“The problem of substance use, for example, 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
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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 from 2006 to 2008, well above the average statewide rate of
6.6 per. 10,000.%° Over 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.™ 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.71 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 meth'amphetalmine,72 and recreational crystal use has been linked to 30% of
San Francisco's new HIV infections in recent years.73 :

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 of Drug Control
Policy, the nationwide societal costs of drug abuse in the year 1998 alone totaled $143.4
billion.”* 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.” 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 currently operating in San

" Francisco cost between $2,068 and 4,458 for a single course of treatment.”® '

Injection drug use in the San Francisco EMA is closely related to the growing local
epidemic of hepatitis C. Because it is a blood-borne infection, 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.”” 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.”® 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.”

- 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 HIV care system. ‘

Tuberculosis (TB) is another critical health factor linked to HIV, particularly in terms of
jts effects on recent immigrants and the homeless. The magnitude of the local TB crisis is ‘
comparable to syphilis and gonorrhea, with a total of 168 new cases of TB diagnosed in the SF~
Metropolitan Area in 2010, representing an EMA-wide incidence of 9.5 cases per 100,000.% In
San Francisco, the incidence is even higher, at 12.0 cases per 100,000. The city’s TB incidence
rate is double than the statewide rate of 6.0 cases per 100,000 and nearly 350% higher than
the national rate of 3.6 cases per 100,000 (see Figure 8).81 Treatment for multidrug-resistant
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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.*?

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 illnes‘s.83 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 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.®®

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 two people will have HIV. As noted above, 1 in every 41 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.
1.f) Impact of Decline in Ryan White Formula Funding

‘While the San Francisco EMA did not experience a loss in Part A formula funding between
the 2010 and 2011 Ryan White fiscal years, the region has been hard-hit by a series of reductions
in Part A formula and supplemental funds that have stripped nearly 50% of the EMA’s

Figure 8. 2010 Tuberculosis Cases
Per 100,000 Population - Selected
Metropolitan Areas
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combined Ryan White funding over the past decade. Additionally, the hold harmless provision of
the Ryan White HIV/AIDS Treatment Extension Act of 2009 between 2010 and 2014 also does
not include a supplemental funding restoration to the San Francisco EMA, which translates to a
potential 5% cut to formula portion of the RWPA award. The lack of security for level formula
funding for the EMA has created a sense of instability in the system and obstacles to planning
responses to emerging needs. 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 the Tenderloin
Health Services Center of Excellence - and to a lack of immediate access to care for newly
infected individuals. In July 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. Prior Part A funding reductions 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 51gn1ﬁcant 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 will now consist of food gift cards made
available to only the most severe need clients who must now shop for and prepare their own
“meals. At the same time, on-going efforts to identify and bring into care new persons with HIV
who are unaware of their status will also place additional burdens on a system already stretched
to the breaking point. 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 formula and
supplemental funding restoration through the FY 2012 allocation process in order to avoid
significant reductions in the quality and length of life of persons with HIV in the region.
1.g) UNMET NEED

1.g.i) Unmet Need Framework - See Table in Attachment 6

1.g.ii) Process for Updating the Unmet Needs Estimate

This year’s unmet need analysis included persons living with AIDS (PLWA) and persons
living with HIV/non-AIDS (PLWH) in the San Francisco EMA during the 12-month period from
July 1, 2009 through June 30, 2010. The analysis incorporated an estimate of overall unmet
need as well as subpopulation analyses for both PLWA and PLWH. These estimates were
produced by the SFDPH HIV/AIDS Statistics and Epidemiology Section, and utilize the unmet

_need framework methodology developed by the University of California, San Francisco Institute
of Health Policy Studies — the framework that is specifically recommended by HRSA. The
timeframe chosen for the unmet need analysis was based on the most recent 12-month interval
for which care data were complete from all available data sources.

Data Sources: The Enhanced HIV/AIDS Reporting Systems (¢eHARS) maintained by
each of the three counties in the San Francisco EMA (in collaboration with the State of
California Part B program) were the main data sources for PLWA and PLWH population
estimates. Care information was obtained from data sources such as provider chart reviews in all
counties and reporting of viral load and CD4 results from public and private laboratories,
including the laboratory at the SF VA Medical Center. Through collaboration with the California
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Part B program, SF DPH also obtained a file containing patient-level care information for the
EMA from the California State eHARS system, Medicaid (Medi-Cal), AIDS Drug Assistance
Program (ADAP), AIDS Regional Information and Evaluation System (ARIES), and Kaiser
Permanente Northern California (the largest private health care provider in the state). Records
from the various data sources were merged into a single dataset by soundex, date of birth, and
gender, and then ,unduplicated.

Population Estimation Methods: Reporting of AIDS cases in the SF EMA is very
complete. For all counties in the SF EMA, the number of PLWA was derived directly from
AIDS cases reported in eHARS. SF DPH calculates the number of PLWH in San Francisco
(which contains close to 90% of the EMA’s total PLWA population) and San Mateo based on
the actual number of PLWH already contained in eHARS, supplemented by additional PLWH
from the California patient care file (described above in Data Sources) and a laboratory data file
containing patients with confirmed HIV test results who had not yet been reported in eHARS.
The total number of PLWH documented in these files after unduplicating across data sources
was used. The number of PLWH in Marin County was estimated based on two assumptions: (1)
a 1-to-1 ratio of PLWA to PLWH based on consensus estimates obtained in 2010 from
HIV/AIDS expertsg7; and (2) an estimation that 66% of PLWH in the EMA were aware of their
HIV infection (based on a recent analysis comparing consensus estimates and case report data).
HIV/AIDS populations at San Quentin State Prison in Marin County were excluded from
estimates because HIV-infected prisoners at this facility are often transferred out of the county
after receiving an HIV diagnosis and do not access the County’s private or public health care
system while incarcerated. However, their numbers are included in our overall epidemiological
table (see Attachment 4) because they receive a diagnosis of HIV within our EMA..%

Methods for Estimating Met and Unmet Need for Primary Medical Care: In
accordance with HRSA guidelines, PLWA and PLWH were considered to have a met need for
HIV primary medical care if any data source indicated that they received antiretroviral therapy or
had at least one CD4 or viral load test during the 12-month period from July 1, 2009 through
June 30, 2010. Separate unmet need estimates for PLWA and PLWH were able to be generated
as all population and care data sources contained information on AIDS/HIV status. The number
of PLWA in care for Marin County and San Mateo was calculated as the number of unduplicated
persons who received care based on all data sources. To determine the number of PLWA ‘
receiving care in San Francisco, the proportion of PLWA in care using a representative subset of
PLWA living in San Francisco County (n=7,900) was calculated. The proportion of PLWA in
care was determined primarily based on the date of the last time the patient was seen and
recorded by the Health Department. The sample proportion of PLWA in care to the total number
of PLWA was then applied to derive the number of PLWA who received care within each of
these two counties. For all counties in the EMA, the number of PLWH in care was calculated as
the number of unduplicated persons who received care based on all data sources. Estimates for
PLWA and PLWH were first derived separately for each of the three EMA counties and then
combined to produce the EMA estimates shown in the unmet need table in Attachment 6.

Findings: Estimates of Populations, Persons in Care and Unmet Need from July 1,
2009 through June 30, 2010: An estimated 11,981 PLWA and 9147 PLWH who were aware of
their HIV status resided in the S.F. EMA from July 1, 2009 through June 30, 2010 (see Table in
Attachment 7). A total of 1,203 PLWA and 1,695 PLWH did not receive primary medical care
during that time period. Unmet need was thus 14% overall, and - as would be expected - was
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higher among PLWH (19%) than among PLWA (10%). The 14% overall unmet need estimate
is lower than last year’s estimate of 18%.
1.g.iii) Unmet Need Trends

The table below lists percentage of unmet need in San Francisco for the years 2008-2010,
based on calculations made for a July 1 —June 30™ cycle for each year and reported in each
year’s Ryan White Part A application. The table demonstrates a significant decrease in the
percentage of persons out of care in the EMA, from 23% in FY 2008 to 18% in FY 2009 to
14% in FY 2010. The decrease in unmet need is believed to be based on the EMA’s continuing
success in aggressively identifying and linking to care persons who had either dropped out of
care or who had previously been unaware of their HIV status. -

Reported Percentages.of Unmet Need in San Francisco EMA -~FY 2008 - FY 2010

FY 2008-2009 : FY 2009-2010 FY 2010-2011

23% S o 18% 14%

1.g.iv) Incorporation of Unmet Need Trends in Local Planning

The San Francisco HIV Health Services Planning Council annually reviews a summary
estimate of unmet need among PLWA and PLWHA in the San Francisco EMA utilizing HRSA'’s
unmet needs framework, including a detailed breakdown of unmet need by population and an
analysis of EMA neighborhoods in which unmet need is most prevalent. Both the 2008
Comprehensive Needs Assessment and the 2010 Qualitative Update also included an emphasis
on specifically assessing unmet HIV service needs, and yielded critical information that was used
by the Council in its prioritization and allocation process. This included information ranking Part
A service categories in terms of those most utilized and most needed by PLWHA, along with

. recommendations for addressing gaps in service delivery to ensure a more comprehensive system

of care. The Planning Council utilizes unmet needs data both to target the EMA’s outreach and
care linkage activities to persons who have fallen out of care, and to anticipate future trends
regarding HIV care populations who may enter the system in the coming years.
1.g.v) Unmet Need Data and Utilization

Methods to Assess Needs, Gaps, and Barriers for Persons Not in Care: Continually
improving and refining the process of determining unmet need - and doing so in a manner that
allows the local Planning Council to allocate funds that bring the greatest number of out-of-care
individuals into care - remains a high priority for the San Francisco EMA. One of the most
important approaches the EMA uses to accurately quantify the full number of persons living with
HIV in the region - particularly since HIV reporting did not begin in California until July of 2002
- involves the use of consensus meetings in which local and regional researchers,
epidemiologists, and community providers participate in a process to estimate the number of
persons with HIV living in each of the EMA’s counties as a proportion of the total number of
persons living with AIDS. The most recent consensus process, conducted in 2011, resulted in a
sound estimate of the PLWH populations of both San Mateo and Marin Counties. Meanwhile, |
continual improvements in the utilization of the eHARS reporting system by the City and County
of San Francisco enabled the utilization of eHARS data only as a basis for quantifying the total
number of non-AIDS PLWH living in the city. This allows for the production of much more
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accurate and detailed representations of PLWH. The ability to accurately quantify the local
PLWH population is expected to continue to improve over time.

One of the outcomes of our improved data collection and reporting systems is the ability to
compare specific unmet need among PLWHA across four critical categories: HIV/AIDS status, |
gender, race/ethnicity, and age group. Among all PLWHA populations, analysis reveals that
unmet need was similar for males and females and across race/ethnicity and age categories,
attesting to the expanding success of our programs in reaching diverse ethnic populations. Also,
as is to be expected, the proportion of persons reporting an unmet need was significantly higher
among those with non-AIDS HIV (19%) than among those diagnosed with AIDS (9%),
reflecting the fact that the vast majority of persons diagnosed with AIDS is currently in care.
However, in terms of age, PLWHA adults aged 30-39 were most likely to have unmet need for
medical care than other age groups (19%), while significant unmet need also exists among
persons 29 years and below. Persons aged 60 years or older were least likely to have unmet
need (7%). These findings point to the urgency of expanding outreach and service linkage
programs related to young adult and recently diagnosed populations. In terms of youth, the
San Francisco EMA service system has for many years been actively engaged in efforts to
expand mobile and alternative approaches to HIV testing, and in systems such as the new
PHAST Program that immediately link to care individuals who test positive in both public and
private settings. The EMA has developed cooperative education and outreach programs in
collaboration with regional prevention providers - programs that have consistently expanded the
proportion of young people who enter the care system annually. At the same time, innovative
approaches such as the Centers of Excellence model are specifically designed to expand
awareness of and access to HIV services among young people within ethnic minority
communities in San Francisco County, and to overcome barriers to care resulting from distrust of
the medical system, fear of disclosure of HIV status, and fear of not receiving culturally
* appropriate services.

Efforts to Identify People Not in Care and Assist Them in Accessing Primary Care:
Results of the Unmet Needs Framework analysis were presented to the San Francisco HIV
Health Services Planning Council during the prioritization and allocation process, and
played a critical role in helping influence and shape service category and funding decisions
for FY 2012. For example, findings related to unmet need among ethnic minority populations
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 influenced the decision to
continue to prioritize substance abuse services in this year’s Part A Plan, in order to address
substance addiction barriers that can limit young people’s willingness to access HIV testing and
care. The Unmet Needs Framework remains a seminal document through which the Planning
Council determines how best to allocate resources to bring more persons with HIV into care and
to create service responses that meet the needs of expanding populations.

2. EARLY IDENTIFICATION OF INDIVIDUALS WITH HIV/AIDS (EIIHA)

2.a) ElIHA Strategy

2.a.1) Strategy to identify Individuals Who Are Unaware of HIV Status
a) Specific Goals of the Strategy: The San Francisco EMA oversees a well- -developed

system of HIV prevention and early intervention services that incorporates extensive public /

private partnerships and employs innovative, cutting-edge approaches to reach, identify, and link

persons with HIV who are unaware of their status to care. These systems are in part the result of
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the direct HIV prevention funding San Francisco receives from the US Centers for Disease
Control and Prevention (CDC). As one of several jurisdictions nationwide to receive direct CDC
funding, San Francisco has developed a complex local response to HIV prevention that
incorporates HIV testing activities ranging from education and outreach to pre and post-testing
counseling in public and private settings to service referral and linkage to care. Under the
leadership of the San Francisco HIV Prevention Section (HPS) and the San Francisco HIV
Prevention Planning Council, San Francisco has also developed complex data reporting and v
tracking systems to measure the qualitative impact of its programs on specific populations which
are cross referenced by neighborhood. San Francisco has been a leader in pioneering the use of
community viral load to track the epidemic and reduce HIV incidence by targeting high-risk
neighborhoods and areas for enhanced HIV testing and linkage to care.?’ These approaches
extend to the adjoining counties of the San Francisco EMA, and embody a regional prevention
approach that involves all relevant providers in an effort to ensure that every door is the right
door to HIV counseling, testing, and treatment, and that HIV testing consistently results in
linkages to primary care and other direct service and support. _

As of September 1, 2011, the San Francisco HIV Prevention Section has put into place a
comprehensive set of integrated prevention and care linkage strategies based on priorities
outlined in its 2010 Comprehensive HIV Prevention Plan and on activities enumerated through
its most recent prevention request for proposals (RFP). These programs center on the goal of
reducing new HIV infections in San Francisco by 50% by the year 2017 2% To attain this
goal, the County RFP focuses on five key objectives that addressed high prevalence
subpopulations which statistically comprise the bulk of the local epidemic: 1) Reduce new HIV
infections among men who have sex with men by 50%; 2) Reduce new HIV infections among
transpersons by 50%; 3) Eliminate new HIV infections among IDUs; 4) Eliminate perinatal
HIV infections; and 5) Reduce disparities in new HIV infections.

The first priority area of the 2010 HIV Prevention Plan entitled “HIV Status
Awareness” is specifically directed toward HIV-unaware populations. The goal of this
priority area — which also serves as the EITHA goal for the EMA - is “to promote
knowledge of HIV status and link all people who have HIV to medical care and support
services.” The goal is consistent with the need to make individuals who are unaware of their
HIV status aware of their infection. The San Francisco HIV Prevention Section has also
established a new set of recommendations for HIV testing frequency depicted in the chart on the
following page. These will be fully reviewed within the Department of Public Health and then
disseminated to providers and the community via social marketing and other methods. The new
approach mirrors a key vision of the HIV Prevention Plan that HIV testing should be frequently
utilized, widely accessible, client-centered, and responsive to the community. The Prevention
Plan also articulates a complex set of rationales for prioritizing HIV status awareness activities,
and prioritizes partner services and linkage to medical care as indispensable components in the
HIV status awareness process. :

The goals and objectives of the TGA’s EITHA plan are fully consistent with 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 optimizing health outcomes for people living with HIV, and 3)

‘reducing HIV-related health disparities.91 The local EITHA strategy is also fully consistent with
HRSA'’s goal of making unaware individuals aware of their HIV status, particularly in terms of
reaching and testing highly impacted HIV populations in the San Francisco EMA.
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b) Coordination with Other Programs, Facilities, and Community Efforts: San
Francisco’s EMA-wide EIIHA approach incorporates close working partnerships with virtually
all public and private providers of HIV outreach, testing, care, treatment, and linkage in the
‘region. The long duration of the local HIV epidemic has necessitated that service system
organizations be familiar with one another and develop collaborative relationships to facilitate
mutual planning and data sharing. The relatively small size of the city and county of San
Francisco also makes it easier to maintain a comprehensive knowledge of the area’s social and
health services, and facilitates promulgation of policies and approaches that better integrate
prevention and care. The San Francisco Jail system, for example, is one of only four jail systems
in the United States that includes a condom distribution program as well as recently added .
condom vending machines in each of the Central Jail’s prisoner units. Pre-release programs
providing transitional plans for HIV-positive inmates are offered in both the county jails and at
the San Quentin State Prison in Marin County as well as throughout the State. As in most
regions, significant gaps continue to exist in the ability to track the number and outcome of HIV
tests conducted in private hospitals, HMOs, and physician’s offices.

The local process for developing a plan to respond to the Enhanced Comprehensive HIV
Planning and Implementation for EMAs Most Affected by HIV/AIDS (ECHPP) initiative
has further enhanced coordination and integration of local HIV prevention and care linkage
services. The County Health Department now employs three new dedicated staff positions
whose specific role is to coordinate, align, and maximize the effectiveness of the local continuum
of HIV prevention, care, and treatment. One of these positions — the Director of Strategic
Integration — is employed through the HIV Prevention Section and works throughout the Health
Department and the local community to ensure that HIV outreach, testing, referral, and linkage is
seamless and fully coordinated. Meanwhile, two new ECHPP Liaisons — one within HIV Health
Services funded through ECHPP and one within Community Behavioral Health Services funded
through MAT Targeted Capacity Expansion (TCE) funding — are specifically dedicated to
ensuring that the services overseen by these two units are fully coordinated.

At the community planning level, the San Francisco HIV Health Services Planning Council
ensures coordination between HRSA and CDC-funded programs through the Council’s Points of
Integration Between Prevention and Health Services Committee. This group is a joint
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committee of the HIV Health Services Planning Council and the HIV Prevention Planning
Council and its work is guided by two key questions: 1) How can prevention and care work
together to improve both HIV prevention and HIV health services? 2) How can the committee
support prevention with positives (PWP) services in San Francisco? The committee serves as the
key conduit of information between the two councils, continually sharing information and data
which is in turn passed on to the two planning bodies. The committee also explores issues
common to prevention and care, including the need to identify unaware populations and link
them to care. It also designs collaborative strategies for more fully integrating regional
prevention and service efforts.

¢) Incorporation into Request for Proposals: Information on HIV outreach, testing, and
service linkage for unaware persons has consistently been a component of Part A RFPs in the
San Francisco EMA. Last year’s RFP for Centers for Excellence services in San Francisco, for
example, incorporates a distinct funding category for prevention with positives services that
includes an emphasis on encouraging HIV testing among the social, sexual, and drug using
network members of HIV-positive individuals. These PwP efforts will be supported with CDC
HIV prevention funding, resulting in expanded and integrated PWP efforts at its Centers of

‘Excellence. Over the coming years, EIIHA-based information and requirements will also play an
increasingly pivotal role in County RFAs as the region emphasizes a more aggressively '
integrated relationship between prevention and care, and a broader integration of HIV outreach,
testing, and linkage services into HIV primary care.. _ ,

d) Consideration of ADAP and Other Medication Resources: In the long run, the
enrollment of expanded numbers of low-income persons with HIV into local Ryan White
services has the potential to significantly reduce the cost of the AIDS epidemic by reducing the
incidence of new HIV cases in the future and by reducing costs related to advanced HIV
infection. In the short run, however, expanded HIV populations will place additional burdens on
a care system already struggling to provide quality care. The recent expansion of Medi-Cal and
health care coverage to low-income persons living at or below 200% of FPL through the
California 1115 Medicaid Demonstration Waiver will play a critical role in helping support the
cost of medications for persons newly linked to the HIV care system through enhanced testing
and linkage programs. At the same time, however, the preservation and expansion of ADAP
programs and other medication support services will continue to play a critical role in ensuring
the system’s ability to preserve the health status of low-income and uninsured clients and reduce
community viral load which can in turn impact the future of the epidemic. Thus far, in spite ofa
severe economic crisis, California has continued to support the ADAP program in a manner that
has obviated the use of local Part A funds to cover HIV medications costs. Nevertheless,
expanding HIV populations coupled with declining public resources have the potential to change
the Planning Council’s need to allocate Part A funding for HIV medications in the future.

¢) Addressing Disparities in Access and Services: 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, to Reduce HIV-Related
Health Disparities. By incorporating routine HIV testing in medical settings where under-served
populations are seen, the EITHA 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
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high rates of late HIV testing. The San Francisco EMA will utilize its EITHA 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.

f) Programmatic, Systemic, and Logistical Challenges: A wide range of issues and
challenges complicate the task of making individuals aware of their HIV status on a widespread
basis. Many of these are the same challenges that have faced HIV prevention providers since the
earliest years of the epidemic, including challenges such as the following:

* Challenges in making individuals aware of their personal HIV risk, the risks related to HIV
infection, and the importance of early intervention in HIV treatment, including the need for
education that is cultural, age, gender, sexuality, and language specific;

= Difficulties in bringing persons who do not normally access health services into HIV testing;

= The problem of overcoming HIV-related stigma, including the stigmas assocmted with HIV
transmission behaviors;

= The need to overcome fears and misinformation regarding HIV treatment tox101ty, 1nclud1ng
a historical mistrust of the medical profession; and

» The need to overcome fears of a loss of confidentiality or protection from status disclosure.

With the emergence of a new prevention paradigm in which broadly based community 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 routinized
HIV testing are most appropriate for which health care settings, and what are the cost and
capacity factors associated with these approaches? How can the San Francisco EMA best
encourage regular, ongoing HIV testing among members of high prevalence populations,
particularly when a negative test can sometimes be percewed as an indication that the individual
is managing risk effectively? 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.

g) Role of Rvan White Programs in Facilitating Routme HIV Testing: Ryan White
programs play a critical role in facilitating access to routine HIV testing in the San Francisco
EMA. Some Ryan White-funded primary care sites are based at hospital facilities and other large
medical programs that provide opt-out or routinized HIV testing. Providers at these sites offer
critical TA and support functions while ensuring an on-site conduit to immediate care for persons
who test positive. Other Ryan White agencies offer their own forms of routinized in-house
testing or advocate for the adoption of expanded HIV testing programs within their agencies.
Virtually all Ryan White-funded primary medical care and case management sites are available
. to meet the needs of newly identified persons with HIV and maintain referral relationships with
testing providers to facilitate transfer and linkage to care, including transporting newly diagnosed
persons directly to care and treatment facilities. Ryan White programs also serve as strong local
advocates for the policies that promulgate expanded HIV testing within the EMA.

h) Coordination with Rvan White Part C Funding: The San Francisco HIV Health
‘Services Planning Council closely monitors the distribution and utilization of Part C funding
resources in the San Francisco EMA, including reviewing and considering data on Part C service
units and allocations as part of its annual prioritization and allocations process. Many of the
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organizations receiving Ryan White Part A funding in the EMA are co-recipients of Part C
support, and these providers are required to report on Part C allocations and service provision as
a condition of contract award. Being co-recipients of Part A and Part C funding also means that .
many local Part C-funded agencies participate in the Ryan White community planning process
and are made aware of new developments, standards, and programs to integrate HIV prevention
~ and care through the Planning Council and its Points of Integration working group. Both HIV
Health Services and the HIV Prevention Section also extensively publicize new developments in
HIV outreach, testing, and care linkage through approaches such as community forums, training
and TA, documents, community plans, and best practice and guidelines documents.

2.a.2) EIIHA Matrix — Please see Attachment 9
2.b) EIIHA Plan ' '

2.b.1) Barriers that Obstruct Awareness of HIV Status

a) Priority Needs that Obstruct Awareness of HIV Status: The high-risk subpopulations
identified by the San Francisco EMA and listed in the EITHA matrix in Attachment 9 consist of
the following: 1) males who have sex with males (MSM); 2) injection drug users aou); 3)
transgender females who have sex with males (TGE/M); and 4) high-risk non-IDU
heterosexual males and females. Individuals in the first three populations who are affected by
one or more of the HIV drivers identified in the 2010 San Francisco HIV Prevention Plan are
considered at highest risk. The Prevention Plan utilizes the concept of drivers of HIV infection
to emphasize the fact that HIV risk is linked to specific factors that cross these populations.
Prioritized drivers specific to the four identified high-risk subpopulations include: a)
cocaine/crack; b) gonorrhea; ¢) heavy alcohol use; d) methamphetamine; ) multiple partners;
and f) poppers. For non-IDU heterosexuals, factors associated with increased HIV risk include
STD infection, having an HIV-infected or drug using partner, and a recent history of or current
incarcerated status. Specific priority needs that obstruct awareness of HIV status among the
EITHA Plan’s high-risk subpopulations include: a) growing complacency regarding the critical
nature of HIV infection, including a belief that HIV infection has become a fully treatable
condition with little or no morality risk; b) a lack of information regarding HIV risk among
young people, including a lack of awareness of the importance of early intervention in the case
of HIV; ¢) inadequate access to convenient and culturally appropriate testing or care services for
youth, transgender persons, and women in abusive relationships; d) continuing widespread
stigma related to both HIV infection and the behaviors that can transmit the virus; e) fear of
having HIV status or behaviors exposed by service providers, including sexual and drug use
behaviors; f) shortage of harm reduction-based approaches to HIV testing, care linkage, and
treatment; g) fear among transgender persons of negative interactions between hormone
therapies and HIV medications; and h) fear of deportation among undocumented immigrants.

b) Cultural Challenges that Obstruct Awareness of HIV Status: The San Francisco
EMA prioritizes culturally specific HIV testing outreach, referral, and linkage services that are
tailored to each cultural group or population in the region. This includes services that are
responsive to linguistic needs; that speak to specific cultural concerns, behaviors, beliefs, and
conditions; that take into account the impacts of discrimination and disenfranchisement; and that
meet clients directly within the communities in which they live. While these issues are
necessarily bound up with general population barriers to awareness of HIV status, some of the
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
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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; €)
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.

2.b.2) Activities to Address Barriers to Awareness of HIV Status

a) Activities to Address Priority Needs that Obstruct Awareness-of HIV Status:
Among the specific activities to overcome obstruction to awareness of HIV status among the
ETIHA Plan’s high-risk subpopulations are the following: a) expand the availability of
widespread, frequent, routinized HIV testing in healthcare and other settings; b) promote
programs that address homophobia and HIV stigma, and provide support for positive self-
awareness among MSM; ¢) increase and reinforce public awareness of the seriousness of HIV
infection and the importance of testing and early intervention, particularly among youth and
transgender persons; d) expand the availability of harm reduction approaches to HIV treatment -
that do not require sobriety as a pre-condition of treatment; and e) expand the availability of
community-based testing for homeless persons.

b) Activities to Address Cultural Challenges that Obstruct Awareness of HIV Status:
Specific activities to address cultural challenges obstructing awareness of HIV status among the
EIIHA Plan’s high-risk subpopulations include the following: a) expand the availability of
culturally competent HIV testing venues that respond to issues specific to MSM and transgender
persons of color; b) expand public education and social marketing efforts to overcome HIV
stigma and the fear of HIV treatment; c) enhance the ability of HIV service agencies and
programs to provide culturally and linguistically competent services to communities of color;
and d) expand provider education and training to increase sensitivity and awareness of issues
related to HIV-infected MSM, transgender, and substance-using persons of color.

2.b.3) Activities Taken to Facilitate HIV Testing in the EMA

a) Coordination with Other Organizations: As sister units in the San Francisco
Department of Public Health AIDS Office, HIV -Health Services works in close partnership with
the HIV Prevention Section to plan services, design interventions, and share data and emerging
findings. Through its strong working relationship, the two 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 partnership is
augmented with strong working relationships involving virtually all providers of HIV- spec1ﬁc
prevention and care services in the EMA, as well as agencies serving high-prevalence
populations at risk for HIV infection. With the new addition of San Mateo and-Marin Counties to
San Francisco’s HIV prevention jurisdiction beginning January 1, 2012, the ability to coordinate
and scale up HIV testing across all counties is greatly enhanced.

The two SF County agencies and a broad range of related programs and services in the
EMA operate through the region’s recently developed Continuum of HIV Prevention, Care,
and Treatment - a model developed through the current Enhanced Comprehensive HIV
Prevention Plan (ECHPP) process. 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,
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housing support, and medical case management (see chart below). The model also incorporates
the Department’s new Positive Health Access to Services and Treatment (PHAST) Program,
an innovative approach to care linkage and retention described in greater detail below.

b) Role of Early Intervention Services in Facilitating HIV Testing: Early intervention
_providers - including providers funded through Ryan White Part C - play a critical role in the
testing system by providing expedited care linkage for persons newly identified as having HIV.
Many HIV care programs also operate their own in-house HIV testing programs which identify
many new HIV-infected individuals each year. Early intervention providers also promote HIV
testing within their agencies by encouraging HIV-infected clients to refer members of their
social, sexual, and drug-using networks to HIV testing services, including services available
directly on-site at these agencies. Early intervention programs also play an important role in HIV
prevention and care planning in the EMA by identifying emerging trends within their service
populations that help better target prevention resources and services.

San Francisco’s Approach to Maximizing the
Cascade of Prevention, Care and Treatment
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2.b.4) !dentifying, Informing, Referring, and Linking

2.b.4.a) ldentifying Individuals Unaware of their HIV Status

i) Activities to Identify New HIV-Positive Individuals: The San Francisco EMA operates
a diverse and integrated range of programs to increase the number of HIV-unaware individuals
who are tested for HIV infection each year, with'services prioritized based on key identified high
prevalence populations. Key overarching activities to identify new HIV-positive persons with the
EMA include: a) continually expanding community-based HIV testing for MSM, TFSM, IDU,
African American MSM, and Latino MSM (funded with CDC funds through HPS); b)
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continually scaling up routine HIV testing in medical settings (structural intervention funded
with CDC funds through HPS); ¢) expanding outreach and social marketing activities targeting
both community/patients and medical and social service providers to increase awareness of new
recommendations for HIV testing frequency for specific populations (funded with CDC funds
through HPS); d) ensuring the broadest possible range of public and private doors into testing
across the EMA; e) expanding utilization of partner services by directly offering partner services
to all newly diagnosed individuals; f) expanding social network-based testing approaches; g)
utilizing mobile testing and venue-based testing to expand testing utilization; and h) enrolling
community members/patients in high prevalence populations in text messaging/email testing
reminder programs. The table beginning on the following page describes activities essential
to making individuals aware of their HIV status by subpopulation, including information
on which essential activities are to be implemented immediately and which activities are
proposed but are NOT able to be implemented immediately.

' San Francisco brought about a major enhancement of its HIV testing services matrix this
year by implementing the new SFDPH Citywide Positive Health Access to Services and
Treatment (PHAST) program, modeled on a highly effective linkage/retention program still in
operation at San Francisco General Hospital. The Citywide PHAST Team will provide a

. comprehensive range of services based on individual client needs and circumstances,
incorporating linkage to HIV medical care, social services, partner services, and retention
services under a single umbrella. The new PHAST program will employ an integrated team of
four to six full-time staff. Four staff will provide individualized, tailored care linkage and
retention services and centralized access to services for the majority of persons testing newly
positive in San Francisco. Two of these four PHAST Team members will be based at high-
volume citywide testing sites - one at San Francisco’s nationally recognized Magnet Clinic and
another at AIDS Health Project - while two “rovers” will serve lower-volume community-based
testing and medical sites. These PHAST Team members also will remain paired with newly
identified individuals in a supportive relationship for up to three months following initial HIV
diagnosis. These four staff will strive to achieve the following two goals: 1) that linkage to care
is made within 30 days for everyone testing positive in San Francisco; and 2) that all newly-
diagnosed individuals are offered comprehensive and immediate linkage and partner services. An
additional two staff will focus on long-term HIV-positive clients who are at risk for falling out of
care or are out of care, with a goal of ensuring that no one falls out of care, and if they do, that
they are re-engaged with care as quickly as possible.

The PHAST Team will play a critical role in facilitating identification of new persons with
HIV by taking a leading role in partner services (PS) in the region. Formerly, when individuals
in the EMA tested positive, they were given the option of speaking to a Health Department staff
person regarding the PS program, an option that was often not chosen. Under the new PHAST
system, however, each PHAST team member will directly offer partner services to a newly
identified person with HIV during the initial client encounter, with clients strongly encouraged
to participate in the program. Additionally, because each PHAST Team member serves as both
DPH linkage specialist and partner services representative, the PS message can be reinforced
over time through contact with an individual the clients comes to know and trust. In order to
expand the broadened partner services program to private care providers, the SF Department of
Public Health maintains memoranda of understanding (MOUs) with at least 10 private
physicians in the City who serve a high proportion of HIV patients to refer clients for partner
services through the PHAST Team members. The incorporation of partner services into the
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PHAST Team model is expected to significantly increase the number of new HIV positive
individuals identified in the San Francisco region.

ii) Coordination with Ryan White Part B: Although not required by HRSA, in San
Francisco, the HIV Health Services Planning Council is charged with coordinating Part A and B
and services to maximize the impact of both funding streams. This service planning process is in
turn coordinated with all units of the San Francisco AIDS Office, including the HIV Prevention
Section, in order to enhance regional efforts to identify and link to care persons with HIV who
. are unaware of their positive status.

iif) Coordination with Prevention and Disease Control Programs: All relevant health

department partners — HIV Health Services, STD Prevention and Control, HIV Prevention, HIV
Epidemiology, and others — meet on a regular basis to identify opportunities for coordination and
to maximize and leverage (and not supplant) funding. As mentioned earlier, the Director of
Strategic Integration is a dedicated position for ensuring that this coordination happens. The goal
is to realize seamless, effective HIV testing programs on the ground. San Francisco’s Magnet
Clinic, for example, has become a nationally recognized model HIV testing outreach program
that relies on an extensive public / private collaboration for its success (see magnetsf.org).
Overseen by the San Francisco AIDS Foundation, Magnet provides storefront-based rapid HIV
testing, STD testing and treatment, and Hepatitis A and B vaccinations in a comfortable,
neighborhood-friendly, and sex positive environment in the heart of the Castro neighborhood,
incorporating community events, forums, and a drop-in center to normalize and de-stigmatize
testing and to encourage individuals to seek services there. The Magnet Clinic’s partner roster

“includes the San Francisco Department of Public Health as well as entities as diverse as the
UCSF Center for AIDS Prevention Studies, the Queer Cultural Center, the Merchants of Upper
Market & Castro, The Options Project, and Blow Buddies, a major local sex club. Magnet also
obtains ongoing input for its development and growth through an active Community Adv1sory
Board that incorporates consumers and community members.

2.b.4.b) Informing Individuals of their HIV Status

i) Activities to Inform Individuals of their HIV Status: Because all community testing in
San Francisco now takes the form of rapid testing, there is a virtually 100% disclosure rate for
HIV test results in the region. However, the San Francisco EMA maintains strict standards for
informing persons of their HIV status in the context of the post-test or confirmatory test
appointment. Face-to-face disclosure is mandatory for all individuals who test positive for HIV,
with the following also required for both rapid and conventional testing approaches: a) follow-up
if a client tests reactive on a rapid HIV test or positive on a conventional HIV test and does not
return for his or her result; b) disclosure of results to the client, including counseling as to what
the result means and what options and support are available to the client; ¢) linkage to medical
care, including assistance in making a medical appointment and verifying whether the
appointment was kept and medical workup completed, now facilitated through the new Citywide
PHAST Team; and d) partner services and support for clients with HIV to disclose to sexual
and/or syringe sharing partners to alert them to possible exposure. As noted in the new San
Francisco Prevention Plan, “the objective of disclosing positive HIV antibody test results is to
ensure that individuals testing positive for HIV learn the results of their test and are immediately
linked to medical and partner services to reduce morbidity and mortality and prevent HIV
transmission to others.””> This approach emphasizes the EMA’s commitment to removing
unnecessary distinctions between the process of notification and the linkage of HIV-positive
individuals to care. Please refer to table above for a description of activities essential to
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informing individuals of their HIV status by subpopulation, including information on
which essential activities are to be implemented immediately and which activities are
proposed but are NOT able to be implemented immediately.

ii) Coordination with Ryan White Part B: Although not required by HRSA, in San
Francisco, the HIV Health Services Planning Council is charged with coordinating Part A and B
and services to maximize the impact of both funding streams. This service planning process is in
turn coordinated with all units of the San Francisco AIDS Office, including the HIV Prevention
Section, in order to enhance regional efforts to identify and link to care persons with HIV who
are unaware of their positive status.

iii) Coordination with Prevention and Disease Control Programs: As noted above, the
San Francisco EMA’s integrated HIV testing, referral, and linkage program involves intensive
collaborations with all sectors of the region’ s health, prevention, and social service communities.
In relation to informing persons of their HIV status, for example, the San Francisco Department
of Health provides ongoing training and technical assistance services to encourage agencies to
adopt standardized opt-out testing protocols, in part by overcoming fears regarding how staff are
to inform patients of a positive HIV test result. By sharing protocols and best practices regarding
the informing process, and by providing prompt and immediate linkage to PHAST Team
members, DPH can encourage greater promulgation of routinized HIV testing across the EMA.
2.b.3.c) Referring to Medical Care and Services

i) Essential Activities to Refer Individuals to Medical Care and Serv1ces Because of
the importance of ensuring that newly identified HIV-positive persons enter care, San Francisco
has consistently prioritized active linkage, which includes ongoing support and verification of
care entry, over passive referral. This commitment has grown stronger over the past decade, as
the EMA has begun to see the positive public health implications of communitywide viral load
suppression. The EMA has also developed effective systems for making immediate linkages to
care at the time of HIV test disclosure, including through co-location of testing and care services
and through the use of peer and bridge personnel to schedule appointments and accompany
clients to care and treatment venues. In its 2010 HIV Prevention Plan, the San Francisco HIV
Prevention Section does away with the step of “referring individuals to HIV care” entirely,
-and places linkage to service immediately following disclosure of test results in its requlred
steps for both rapid and conventional testing approaches.

Although the EMA emphasizes effective service linkages, limited resources prevent using
the linkage approach to address all client needs. Primary care access is always facilitated through
linkage. Access to ancillary services is facilitated through linkage and co-location of services but
is sometimes done through referral. The EMA consistently ensures that all HIV testing providers

“and venués have acéess to comprehensive resotirce directories regarding all available HIV care ’
and service programs in the EMA, cross-referenced for specific subpopulations such as MSM,
active substance users, transgender persons, and persons who speak a primary language other
than English. These directories are used to make targeted client referrals that are tailored to the
needs of those testing positive. At the same time, through extensive collaborative networks
throughout the EMA, many providers maintain referral relationships that facilitate client access
to care, including, for example, relationships between non-HIV-specific testing sites and HIV
specialist care and treatment agencies. Please refer to table above for a description of
activities essential to informing individuals of their HIV status by subpopulation, including
information on which essential activities are to be implemented immediately and which
activities are proposed but are NOT able to be implemented immediately.
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OFFICE OF THE MAYOR

| EDWIN M. LEE
SAN FRANCISCO

MAYOR

TO: Angela Calvillo, Clerk of the Board of Supervisors
"FROM: ?Q-Mayor Edwin M. Lee> .
RE: Approval of the Rya"n/White Act HIV/AIDS Emergency Relief Grant
Program application - $36,118,233

DATE: September 25, 2012

Attached for introduction to the Board of Supervisors is the resolution authorizing the
San Francisco Department of Public Health to submit an application to continue to

receive funding for the Ryan White Act HIV/AIDS Emergency Relief Grant Program
(Ryan White Programs, Part A) grant from the Health Resources Services

Administration, requesting $36,118,233 in HIV emergency relief program funding for the .
San Francisco Eligible Metropolitan Area for the pe

riod of March 1, 2013, through
February 28, 2014, :

Please note this item is cosponsored by Supervisor Wiener.
| request that this item be referred for 'adoption without committee reference.

Should you have any questions, please contact Jason Elliott‘ (415) 554-5105.

cc. Supervisor Scott Wiener

. e '
__NANW‘M - W
—

1 DR. CARLTON B. GOODLETT PLACE, Room 200
SAN FRANCISCO, CALIFORNIA 94102-4681
. TELEPHONE: (415) 554-6141
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