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FILE NO. 161025 . RESOLUTION NO. 

1 [Grant Application - Health Resources Services Administration - Ryan White Act HIV/AIDS 
Emergency Relief Grant Program - $16,654,711] 

2 

3 Resolution authorizing the Department of Public Health to submit an application to 

4 continue to receive funding for the Ryan White Act HIV/AIDS Emergency Reiief Gra01t 

5 Program grant from the Health Resources Services Administration and to request 

6 $16,654,711 in HIV emergency relief program funding for the San Francisco Eligible 

7 Metropolitan Area for the period of March 1, 2017, through February 28, 2018. 

8 

9 WHEREAS, San Francisco Administrative Code requires Board review of proposed 

10 annual or otherwise recurring grant applications of $5,000,000 or more prior to their 

11 submission; and 

12 WHEREAS, San Francisco Department of Public Health (SFDPH) is currently a 

13 recipient of the "Ryan White Act HIV/AIDS Emergency Relief Grant Program" grant in the 

14 amount of approximately$ 15,836,822 from the Health Resources Services Administration 

15 (HRSA) for fiscal year 2016; and 

16 WHEREAS, For this round of funding, SFDPH was instructed by HRSA to submit an 

17 application request in the amount of $16,654,711; and 

18 WHEREAS, SFDPH uses these funds to cover a multitude of health services to HIV 

19 positive persons residing in the three. counties within the San Francisco Eligible Metropolitan 

20 Areas; and 

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

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

23 WHEREAS, HRSA released the application guidance on August 16, 2016, with a due 

24 date of October 18, 2016, allowing 45 business days for the entire process; and 

25 
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WHEREAS, In the interest of timeliness,.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 ofthe Board of Supervisors in File 

1No. 161025, which is hereby declared to be part of the Resolution as if set forth fully herein; 

now, therefore, be it 

I 
RESOLVED, That the Board of Supervisors hereby approves SFDPH's application 

jsubmission to HRSA for the "Ryan White Act HIV/AIDS Emergency Relief Grant Program 

I (Ryan White Programs, Part A}" grant for the tu nding period of March 1, 2017, through 

'February 28, 2018, to be submitted no later than October 18, 2016. 

I 
I 
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City and County of San Francisco Department of Public Health 

Funding Criteria 

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

Barbara Garcia 
Director of Health 

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 $15,836,822 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 Metropolitan 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 November 2, 2015 for the funding period of March 1, 2016 to February 28, 
2017. We have received the application guidance from HRSAforthe March 1, 2017 to February 28, 2018 funding 
period on August 16, 2016 with an application due date of October 18, 2016 

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. 

Please see Attachment B for an example of the FY 2016-2017 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 Advisory Board 
The San Francisco HIV Community Planning Council, a citizen advisory board, is responsible for determining the 
priorities and the allocation of CARE Part A funds. A list of the members of the HIV Community Planning Council 
is included in Attachment C. 

(415) 554-9054 25 Van Ness Ave San Francisco, CA 94102 



FY 2016 Part A Planning Council Membership Roster 
Attachment C 

Date the form was completed? 7/18/2016 
vv nat 1s tne total autnorizea/prescribe<l number or Planning Council members accoramg to PL By-laws 1mm1mum #J? u 

How many mdiv1<1uals are currently serving Planning Council memoers? 44 
What is the# of vacancies, if any? u 
vvnat percentage ot Plannmg Council members are non-aligned consumers? 27% 
Do at least two members of the Plannine: Council oubliclv disclose their HIV status? ves 
Per the most current PL l:ly- aws are there term limits? no 

Name 
PC Position Agency Affilation Gender Race/Ethnicity Membership Category Member since? Non-aligned Term(s) 

ruse an* to self-identifv) (1 For yes; O for No) 

Affected Communities, 

Chuck Adams PLWHA Representative Male White 
including PLWH and 2015 1 2 
historically underserved 
suboooulations 

Margot Antonetty Member SFDPH Housing & Urban Health Female White Local Public Health Agencies 2000 0 10 

Hospital planning agencies or 
Richard Bargetto Member UCSF Male White other healthcare planning 2016 0 1 

al!'encies 

Bill Blum Member SFDPH HHS. Male White Local Public Health Agencies 2016 0 1 

CB Os serving affected 
Jack Bowman Member Shanti Project Transgender White populations/ AIDS Sennce 2016 0 1 

Or=nizations (ASOs) 

Ben Cabangun Chair 
Asian & Pacific Islander American Health 

Male Asian 
Non-elected community 

2016 0 1 
Forum leaders 

Affected Communities, 

Cesar Cadabes Member UCSF Male Hispanic or Latino 
including PLWH and 2016 0 1 
historically underserved 
subnonulations 
Affected Communities, 

Ed Chitty Member Kaiser Male White 
including PLWH and 2016 0 1 
historically underserved 
suboooulations 
Affected Communities, 

Billie Cooper PLWHA Representative Transgender Black or African American 
including PLWH and 

2006 1 6 
historically underserved 
suboooulations 
CBOs serving affected 

Michael Discepola Member San Francisco AIDS Foundation Male White populations/ AIDS Service 2016 0 1 
Ore:anizations fASOs) 

Cicily Emerson Member MarinDPH Female White Local Public Health Agencies 2009 0 5 

Charles Fann Member SFDPH Male Black or African American Local Public Health Agencies 2016 0 1 

Elaine Flores Member Female Hispanic or Latino 
Non-elected community 

2015 0 2 
leaders 
Affected Communities, 

Wade Flores PLWHA Representative Male Hispanic or Latino 
including PLWH and 

2005 1 5 
historically underserved 
subnooulations 

Last Revised: 1/29/15 



CBOs serving affected 
Timothy Foster Member San Francisco AIDS Foundation Black or African American populations/ AIDS Service 2015 0 2 

Onranizations f ASOs) 

Matt Geltmaker Member San Mateo DPH Male White Local Public Health Agencies 2009 1 5 

David Gonzalez Member Male Hispanic or Latino 
Non-elected community 

2016 0 1 
leaders 

Dean Goodwin Chair SFDPH HHS Male White Local Public Health Agencies 2016 0 1 

Liz Hall Member CA State .Office of AIDS Female Race/ethnicity unknown State Part B Agency 2013 0 2 

Social Service Providers, 
Paul Harkin Member GLIDE Male White including housing and 2016 0 1 

homeless services providers 

Affected Communities, 

Ron Hernandez PLWHA Representative Male Asian 
including PLWH and 

2012 1 3 
historically underserved 
subnonulations 
Affected Communities, 

Kenneth Hornby Member Male White 
including PLWH and 

2016 1 1 
historically underserved 
subnonulations 

Mayor's Office of Housing & Community 
Social Service Providers, 

Bruce Ito Member Male Asian including housing and 2012 0 3 
Development (MOHCD) 

homeless services providers 

Lee Jewell PLWHA Representative Male White 
Non-elected community 

2008 1 6 
leaders 

Darryl Lampkin Member San Mateo DPH Male Black or African American Local Public Health Agencies 2016 0 1 

Kevin Lee Member MarinDPH Male Asian Local Public Health Agencies 2016 0 1 

CBOs serving affected 
T.J.Lee Member San Francisco AIDS Foundation Male White populations/ AIDS Service 2014 0 3 

Ornanizations fASOsl 
CBOs serving affected 

Andrew Lopez Member Native American Health Center Male Hispanic or Latino populations/ AIDS Service 2016 0 1 
Orv;anizations (ASOs) 

Eileen Loughran Chair SFDPH CHEP Female White Local Public Health Agencies 2016 0 1 

Affected Communities, 

Matthew Miller PLWHA Representative Male White 
including PLWH and 

2015 1 2 
historically underserved 
suboooulations 

Aja Monet Member• Male Black or African American 
Non-elected community 

2016 0 1 
leaders 

essie Murnhv Member Alliance Health Proiect Female White Mental Health 2016 0 1 

Catherine Newell PLWHA Representative Female White 
Non-elected community 

2006 1 6 
leaders 

Nan O'Connor Member SFDPH White Mental Health 2016 0 1 

Ken Pearce PLWHA Representative Male White 
Non-elected community 

1999 1 10 
leaders 
Affected Communities, 

Mick Robinson PLWHA Representative Male Black or African American 
including PLWH and 

2015 1 2 
historically underserved 
subnonulations 

Last Revised: 1/29/15 



Affected Communities, 

Stacia Scherich PLWHA Representative Female White 
including PLWH and 

2007 1 '6 
historically underserved 
suboooulations 
Affected Communities, 

Charles Siron Chair Male Asian 
including PLWH and 

2002 1 8 
historically underserved 
subnonulations 
Hospital planning agencies or 

Gwen Smith Member SFDPH - Southeast Medical Center Female Black or African American other healthcare planning 2016 0 1 

' agencies 

Social Service Providers, 
Don Soto Member Lutheran Social Services Male Hispanic or Latino including housing and 2003 0 8 

homeless services providers 

CBOs serving affected 
Chip Supanich PLWHA Representative Shanti Project Male White populations/ AIDS Service 2011 0 4 

Orirnnizations fASOs) 
CBOs serving affected 

Eric Sutter Member Shanti Project Male White populations/ AIDS Service 2010 0 5 
Or~anizations fASOs) 

Laura Thomas Member Drug Policy Alliance Female White 
Non-elected community 

2016 0 1 
leaders 

Part D, or if none present, 
representatives of 

Linda Walubengo Chair Larkin Street Youth Services Female Black or African American organizations addressing the 2015 0 2 
needs of children, youth, and 
families with HIV 

Total 12 
-

Comments (If you are not in compliance with ReflectivenessjVacanciesjRepresentation, please provide a detailed and succint narrative on how you plan to comply): In late 2014, the Membership Committee chose to 
suspend the new member application process in preparation for an upcoming merge with the HIV Prevention Council. However, in order to better reflect the demographics of the local HIV epidemic, the Membership 
Committee recently decided to re-open the application process. In September 2015, the Membership Committee will be interviewing four applicants, two of whom are African-American and one who is Latina. 

Last Revised: 1/29/15 



FY16 RWHAP Part A & MAI Allocations Report 

Dean Goodwin 

415-437-6278 
Dean.Goodwin@sfdph.org 

a. Outpatient /Ambulatory Health Services 

b. AIDS Drug Assistance Program (ADAP) Treatments 

c. AIDS Pharmaceutical Assistance (local) 

d. Oral Health Care 

e. Early Intervention Services 

f. Health Insurance Premium & Cost Sharing Assistance 

g. Home Health Care 

h. Home and Community-based Health Services 

i. Hospice Services 

j. Mental Health Services 

k. Medical Nutrition Therapy 

1. Medical Case Management (incl. Treatment Adherence) 

m. Substance Abuse Services - outpatient 
2/.SUpport $e..Vices Subtotal·•·· 

a. Case Management (non-Medical) 

b. Child Care Services 

c. Emergency Financial Assistance 

d. Food Bank/Home-Delivered Meals 

e. Health Education/Risk Reduction 

f. Housing Services 

g. Legal Services 

h. Linguistics Services 

i. Medical Transportation Services 

j. Outreach Services 

k. Psychosocial Support Services 

1. Referral for Health Care/Supportive Services 

m. Rehabilitation Services 

n. Respite Care 

o. Substance Abuse Services - residential 

p. Treatment Adherence Counseling 

3;·J;ota1 .sel'viee'Allo~ations·~· •. 1 · • 
4?.NQil'-Seivice~SiJbtot~l~Y ;: .; ,:-.ffe.; •• 

<·-·.-

FOR OFFICE USE ONLY: 

D Grantee received waiver for 75% core medical services requirement. 

$2,700,639 

$821,269 
$20,956 

$35,308 
$464,862 

$82, 171 

$784,687 
$1,722,526 

$2,153,475 

.· $4,608,7;'54. 

$1,220,541 

$1,120,597 

$115,000 

$1, 126,347 
$284,620 

$15,000 

$267,677 
$458,972 

; $13;394,§47 • : 

Detailed instructions for completing and submitting your report 
can be downloaded from the HRSA Electronic Handbook: 

https://grants.hrsa.gov/webexternal/Login.asp 

20.16% $488,596 71.61% $3,189,235 22.66% 
0.00% 0.00% $0 0.00% 
0.00% 0.00% $0 0.00% 
6.13% 0.00% $821,269 5.83% 
0.16% $20,956 0.15% 
0.26% $35,308 0.25% 
3.47% $464,862 3.30% 
0.61% $82,171 0.58% 
5.86% $784,687 5.57% 

12.86% 0.00% $1,722,526 12.24% 
0.00% 0.00% $0 0.00% 

16.08% $193,747 28.39% $2,347,222 16.67% 
0.00% 0.00% $0 0.00% 

.$0 o:oo.% • . $4,608,75/J . 32:14% 
9.11% 0.00% $1,220,541 8.67% 
0.00% 0.00% $0 0.00% 
8.37% 0.00% $1,120,597 7.96% 
0.86% 0.00% $115,000 0.82% 
0.00% 0.00% $0 0.00% 
8.41% 0.00% $1,126,347 8.00% 
2.12% 0.00% $284,620 2.02% 
0.00% 0.00% $0 0.00% 
0.11% 0.00% $15,000 0.11% 
2.00% 0.00% $267,677 1.90% 
3.43% 0.00% $458,972 3.26% 
0.00% 0.00% $0 0.00% 
0.00% 0.00% $0 0.00% 
0.00% 0.00% $0 0.00% 
0.00% 0.00% $0 0.00% 
0.00% 0.00% $0 0.00% 

·;100:00% "-" :100;00% r.~.;; 100::00% 
• ; $1,684,016 ·r:>) Lt1;11% 

$350,000 2.21% 
$1,334,016 8.90% 

i $15;078;663. 

PUBLIC BURDEN STATEMENT: An agency may not conduct or sponsor, and a person is not required to respond to, a collection of information unless it displays a currently valid OMB 
number. The OMB control number for this project is 0915-0318. Public reporting burden for this collection of information is estimated to be 1.5 hours per response. These estimates 
include the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send 
comments to HRSA Reports Clearance Officer, Health Resources and Services Administration, Room 10-33, 5600 Fishers Lane, Rockville, MD. 20857. 

Filename: FY16 Part A Allocations Report.xlsx 



LEGISLATIVE REQUIREMENTS CHECKLIST 

INSTRUCTIONS: Grantees and Project Officers should use the following table to determine whether or not the following legislative requirements have been met. Unlike the Allocations Report which 

shows individual allocations as a percentage of total allocations, this table shows allocations as a percentage of award for specific cateogories as outlined in the Ryan White HIV/AIDS Treatment Extension 

Act of 2009. 

! REQUIREMENT: 1~% ofyoyr !o~cil '<JW<1r(lll IJst,b_~C1l_l~~;;Jte~ t.o c.oreefiedia1Wr;lfke5-; afi~r. reseNlngfU_nd{for administratiqn'cind cli.nica(gy'!llitv:l'llCll'!~gemenf .· .. · .. • . : •. ~ ..•.. ,. I 

When reporting Core Medical Services allocations, the Current FY totals in Section C, Row 1 ofthe Allocation Report for PART A AWARD and MAI AWARD columns do not necessarily need to 

be 75% of each individual award as long as the combined total meets the 75% minimum requirement. The exception to this requirment is only for those grantees that requested, and were 
approved by HRSA, for a Part A Core Medical Services Waiver. 

To the right in red, is the percentage of your Current Fiscal Year Core Medical Services allocations divided by your Total Part A Award less CQM and Grantee Administration allocations (F17 I 
F48). Please check to make sure this percentage is 75% or greater. 

67.3% 

iRl:tWIB,EM~~J::~q !f1,<ire~thC1.ri' 5~ ()f/v@[Jc;>t~l'.ciY{ar~ §f$fr,ni1JlqrfJWlih:~~,v~r i!!:s~ciller) c"Cln .be. alloc~ted.t:o cUnital 9ualitvl'ricln~g~ll'l~nt:; ·.. · '..•··•.'· •··•·· . ·, ·'•· ' 
When reporting Clinical Quality Management allocations, the Current FY totals in Section C, Row 4a of the Allocations Report for PART A AWARD and MAI 
AWARD columns do not necessarily need to be meet this requirement as long as the combined total meets the 5% or $3 million (whichever is smaller) 
requirement. 

To the right in red, is the maximum (Capped Amount) you can allocate on Clinical Quality Management (the lessor of B12 *.OS or $3 million) as well as the 
amount of Current Fiscal Year dollars allocated (CQM Allocations) on Clinical Quality Management (F50). Please check to make sure your Allocations do not 
exceed your Capped Amount. 

$791,841 

$350,000 

(Capped Amount) 

(CQM Allocations) 

iREc).l}Jg¢fliii:.t)IJ;.~;~e>i±i9r~:~1;t~rif,t9~,gfoi§i,ri.:g,!a1;ci"'~·r9ca~:~_1f~U8~~~~d1e>;~r,~i)~~~admir;ii5-tra~iori,· ·; ;, .; ',·. · ·• · . .•. :~ ·:~!};·:·::;,'~. i,, };,,~: ., _ ~; •· ,,._. '1 
When reporting Grantee Administration allocations, the Current FY totals in Section C, Row 4b of the Allocations Report for PART A AWARD and MAI AWARD columns do not necessarily need 
to be meet this requirement as long as the combined total meets the 10% or less requirement. 

To the right in red, is the percentage of your Current Fiscal Year Grantee Adm.inistration allocations divided by your Total Part A Award (FSl / B12.) Please check to make sure this percentage 
is not greaterthan 10%. 

8.9% 



San Francisco, California HIV Health Servk:es - Grant# H89HAOD006 

FY 2016 PROJECT ABSTRACT 
Project Title: Enhancing Outcomes the Continuum of Care: San Francisco EMA FY 2016 
Ryan White Part A Competing Continuation Application 
Applicant Name: San Francisco HIV Health Services 
Address: 25 Van Ness Avenue, Suite 5001 San Francisco, CA, 94102 
Project Director: Bill Blum, Director, HIV Health Services 
Contact Numbers: Office: (415) 554-9105 /Fax: (415) 431-7547 
E·Mail Address: bill.blum@sfdph.org /Web Address: www.s hivcare.com 
Total Funds Requested in Application: $17,495,002 

General TGA Demowaphics: The 2010 US Census population of the San Francisco EMA is 
1,776,095, including 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 
among the three regions. Over half of the EMA's residents are people of color, including 
large Asian/Pacific Islander (26. 7%), Latino (19.3%), and African American ( 4.3%) 
populations. Over 42% of EMA residents speak a language other than English at home. 
HIV /AIDS Overview: As ofDecember_31, 2014, a total of 15,955 persons were living with 
HIV/ AIDS in the San Francisco EMA, including 6,526 persons with HIV and 9,425 persons 
with diagnosed AIDS. This represents an EMA-wide HIV infection incidence of 898.3 cases 
per 100,000 persons. A total of 1,408 new HIV cases were diagnosed in the EMA over the 
three-year period between January 11 2012 and December 31, 2014 alone 
Geowaphy in Relation to Care: The San Francisco EMA is a diverse region encompassing 
Marin County in the north, San Francisco County in the center, and San Mateo County in the 
south. San Francisco County covers an area of only 47 square miles, making it 
geographically the smallest county in California and the sixth smallest in the US. The 
density of San Francisco is 17,170 persons per square mile· one of the highest population 
densities of any city in the U.S. In both Marin and San Mateo Counties, cases and services 
are focused around the major cities bordering the north-south-running Highway 101. 
Continuum of Care: Throughout the EMA, the emphasis on high-quality, client-centered 
primary medkal care services is at the heart of the continuum of care, with medical case 
management providing individualized coordination and entry points to a range of medical 
and social services. In addition to major hospitals in the EMA, there are seven public clinics 
and six community clinics in San Francisco County, two public clinics in San Mateo County, 
and one public clinic in Marin County providing HIV/ AIDS primary care. San Francisco1s 
seven Centers of Excellence form an innovative network of HIV providers designed to 
involve and retain complex, hard-to-reach, and multiply diagnosed populations in care. 
Ryan White History; San Francisco was one of the 16 original Title I EMAs funded by the 
Ryan White CARE Act in 1991 and first began receiving MAI funding in 1999. 
C.han~s Resultins From ACA Implementation; The most dramatic change in relation to 
ACA implementation has been a 31.8% reduction in Part A expenditures for Outpatient 
Ambulatory Health Services from FY 2014 to FY 2015, from $4,252,006 expended for 
primary medical care in FY 2014 to a projected 2,901,207 to be expended in FY 2015. 
Continuum-Related Successes and Challenges: The San Francisco EMA has achieved an 
unprecedented level of success in reducing the number of persons with HIV in the EMA 
who are unaware of their serostatus, currently estimated at 6.4%. At the same time, the 
EMA's viral load suppression rates of 68% far surpass the national average of 25%. 



ENHANCING OUTCOMES ALONG THE HIV CONTINUUM OF CARE: 
SAN FRANCISCO EMA FY 2016 RYAN WHITE PART A 

COMPETING CONTINUATION APPLICATION NARRATIVE 

"The United States will become a place where new HIV infections are rare and when 
they do occur, every person, regardless of age, gender, race/ ethnicity, sexual 

orientation, gender identity or socioeconomic circumstance, will have unfettered 
access to high-quality, life-extending care, free from stigma and discrimination."1 

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

INTRODUCTION 

The San Francisco Eligible Metropolitan Area (EMA) requests $17,495,002 in Ryan 
White Part A Formula and Supplemental funding for our region to continue to meet the 
ongoing local crisis of HIV infection in an effective and strategic manner, which is fully 
coordinated within the o'verarching HIV Continuum of Care. Requested funds will ensure a 
seamless, comprehensive, and culturally competent system of care focused on the 
complementary goals of reducing inequities and disparities in HIV care access and 
outcomes and ensuring parity and equal access to primary medical care and support 
services for all residents in the region. The FY 2016 Part A Service Plan described in our 
application strikes a balance between providing an integrated range of intensive health and 
supportive services for complex, severe need, and multiply diagnosed populations, and · 
expanding and nurturing the self-management and personal empowerment of persons 
living with HIV. The Plan also highlights expanded integration with HIV outreach, testing, 
linkage, and care retention services and incorporates the perspectives and input Of a broad 
range of consumers, providers, and planners from across the region, as well as findings of 
key data $ources described below. The FY 2016 Part A application presents an effective 
strategy to both preserve and advance a 
tradition of HIV service excellence in the San 
Francisco EMA. 

Located along the western edge of the San 
Francisco Bay in Northern California, the San 
Francisco Eligible Metropolitan Area (EMA) is a 
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 miies 
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 these in 
Marin and San Mateo Counties. In San Mateo 

r ..... --..-... - ....... f:T~·--~~-·'lf-~ .... ~...._....---.... -.....u., 
· Figure 1. Ethnic Dis bu on of San l 
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San Francisco, California HIV Health Services ·Grant# H89BA00006 

County, a mountain range marking the western boundary of the San Andreas Fault bisects 
the region from north to south, creates 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 ofits member counties. While Marin and San 
Mateo Counties have a land area of 520 and 449 square miles, respectively, San Francisco 
Coiinty 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 ofland 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 delive~y process. 

According to 2010 US Census data, the total population of the San Francisco EMA is 
1, 776,095,2 This includes a population of 252,409 in Marin County, 805,235 in San 
Francisco County, and 718,451 in San Mateo County, with widely varying population 
densities within the three regions. While the density of Marin County is 485 persons per 
square mile, the density of San Francisco County is 17,170 persons per square mile - the 
highest population density of any county in the nation outside of New York City. While San 
Mateo County lies between these two extremes, its density of 1,602 persons per square 
mile is still more than ten times lower than its neighbor county to the north. These 
differences necessitate varying approaches to HIV care in the EMA. 

The geographic diversity of the San Francisco EMA mirrors the diversity of the people 
who call the area home. Over half of the EMA's residents (53.3%) are persons of color, 
including Asian/Pacific Islanders (26. 7%), Latinos (19.3%), and African Americans 
(4.3%). In San Francisco, persons of color make up 58.1 % of the total population, with 
Asian residents alone making up over one-third (33%) of the City's total population (see 
Figure 1). The nation's largest population of Chinese Americans lives in the City of San 
Francisco and is joined by a diverse· group of Asian immigrants, including large numbers of 
Japanese, Vietnamese, Laotian, and Cambodian residents. A large number of Latino 
immigrants a]so reside in the EMA, including natives of Mexico, Guatemala, El Salvador, and 
Nicaragua. EMA-wide, 31.6% ofresidents 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 stuQ.ents in the City of San 
Francisco were born in the United States, and almost one-quarter have been in the 
country six years or less. A total of over 20,000 new immigrants join the EMA's population 
each year, in addition to at least 7 5,000 permanent and semi-permanent undocumented 
residents. 

NEEDS ASSESSMENT 

1) Jurisdictional Pro ile 

1.A) HIV/ AIDS Incidence and Prevalence Table - 2012 - 2014 - See Figure 2 below 
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Figure 2. HIV Incidence & Prevalence in San Francisco EMA 
2012 ·2014 

HIV Incidence: 
Number of new HIV cases 
diagnosed during calendar year, 
includin ersons with AIDS 
.HIV Prevalence: 
Number of persons living with HIV 
at the end of calendar year, 
includin ersons with AIDS 

•. cvio12 . CYZ013 .. 

541 450 

16,511 16,686 

417 

15,955* 

*The decrease in 2014 HIV prevalence is largely due to current address updates conducted in 2014 
for San Francisco cases that had been lost to follow-up prior to 2012. 

1.B) HIV/ AIDS Demographic Table • Please see Attachment 3 

2) HIV Care Continuum for FY 2016 

2.A) Care Continuum Graph - See Figure 2 on following page 

2.B) Care Continuum Narrative 

2.B.1) How the Care Continuum is Utilized in Planning and Prjoritization: The San 
Francisco HIV Care Continuum graph for 2014.was prepared using an analytic dataset 
provided by the California State Offke of AIDS. PLWH were considered to be in the San 
Francisco EMA if they had been diagnosed with HIV prior to 2014 and were alive and 
residing within the EMA as of the end of 2014. Linkage to care within 3 months of diagnosis 
was not included in the analytic dataset provided - instead, an "in care" metric which 
indicated whether a person had at least one CD4 count or viral load test during 20H was 
used (se~ graph for definitions of each stage of care). 

During calendar year 2014, 79% of PLWH were in care, 60% were retained in care, 
74% received ART, and 68% achieved viral suppression. Persons aged 25·29 years were 
least likely of all age groups to be in care (74%), retained in care ( 47%) or virally 
suppressed (56%). Latino PLWH were the racial/ethnic group least likely to be in care 
(74%) or retained in care (56%). However, African American PLWH were least likely to 
achieve viral suppression (60%). Among HIV transmission risk groups, MSM and MSM-IDU 
had the highest proportion in care (80-81%) or retained in care (60·61%). MSM were 
more likely than MSM"IDU to achieve viral suppression (72% versus 63%). Transgender 
PLWH were mote likely than males or females to be in care (82%) or retained in care 
( 6 7%) but males were most likely to achieve viral suppression ( 69% ). 
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Figure 3. HIV Con nuum of Care Among Prevalent Cases, 2014 
(n=lS,538) 

100% 
100% 

90% 

79% 
80% 

70% 

60% 
60% 

50% 

40% 

30% 

20% 

10% 

0% 
Diagnosed'prior to In care (b) Retained In care (c) 
measurement year 

(a) 

(a} Includes persons who were alive and residing in EMA at end of 2014. 
(b) >=l CD4 or VL test during 2014. 
(c} >=2 CD4 or VL tests at least 3 months apart during 2014. 
(d) Based on chart reviews of a representa ve subset of SF pa ents In care. 
(e) l..ast VL during 2014 <=200 copies/ml. 

74% 

68% 

Received ART {d) Viral suppression (e) 

The San Frapcisco EMA's HIV prevention and care continuum strategy reflects a 
forward-thinking understanding of how to best meet the needs of people liVing with and at 
risk for HIV (PLWARH). The framework outlined in Figure 4 below builds from the concept 
of treatment as prevention to addressing HIV as a holistic health issue. The model 
illustrates how prevention, care, and treatment are inextricably intertwined, and 
prioritizes the needs of people regardless of HIV status. Given that with advances in 
treatment and prognosis the needs of PLWH and those at risk are no longer as different as 
they once were, there are increased opportunities for affected communities to come 
together around a com!llon vision and set of priorities, including ensuring access to health 
care and other servicesi providing a continuum of HIV prevention, care and treatment 
services using a holistic approachi and ultimately, as a result, "getting to zero" • meaning 
zero new infections, zero AIDS-related deaths, and zero stigma - may be within our 
reach for the irst time in the history of the epidemic .. 
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Figure 4: San Francisco Jurisdiction Holistic Health Framework for HIV Prevention and Care 

·--------------------------------------------~---------------
Health Outcomes . I Any Door ls the Right Door 

Anywntactwlth the service system~oukf kad to 
opproprtatehnkagetomorelnten.sJvehllolth·reloted 
services, when appropriate, strJJctunibarrief3 I<> 
access must be O'ddtemnf with r:relltive.so/uflons, 

Access to Care&Services 

Continuum ot HIV Prevention, care, & Treatment 
CompnlhensJvehealthm~nfllg,assess~ andnifet1C2~ret~nt1on/nt6Veltlo11S;ondmk 
tetiuctionferpeopfe/Jvlng with and at risk for HIV sho111d bl!Integroted Md ava11'11ble wlthli! 
the service system, whetherln primary core, community-based &etvlea, substal!Ci! use 
treatment, arothurnrvkes. 

Screening, Assessment, & Referral 

• i:leallhlHrJ l~era~y a1\d Cduca11on 

~t Anl11eliov11al therapy 
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As of 2015, the EMA continues to implement and enhance the efforts outlined in the 
2012 Care ahd Prevention Plans, incorporating new HIV-prevention science along the way. 
The upcoming merger of the EMA's Prevention and Care Planning Councils is resulting in 
greater integration across the full spectrum of engagement and retentfon in care, including 
new initiatives to better integrate outreach, testing, linkage, 'engagement, retention, and re
engagement services. In addition, as the impact of the Affordable Care Act (ACA) on HIV 
prevention begins to impact the service delivery system the EMA, has responded by 
adapting the Strategy as needed, including through leveraging third party payment for HIV 
and other disease screening. 
2.B.2) Systematic Approaches to Address Gaps in the Continuum of Care: Advances in 
the knowledge regarding effective HIV prevention, care, and retention, along with the 
aggressive adoption of new HIV prevention technologies, have made a broad vision for 
healthy people and communities possible. The EMA is already seeing the results of its 
efforts on the prevention side of the continuum, with new the rate of new HIV infections 
steadily decreasing and with higher and higher percentages of PLWH achieving viral 
suppression. Amazingly, "Getting to Zero" - zero new infections, zero AIDS-related 
deaths, and zero stigma - may be within our reach for the irst time in the history of 
the epidemic. The San Francisco EMA is faring better on indicators compared with the 
state of California and the U.S., and has already achieved some of the National HIV/ AIDS 
Strategy (NHAS) targets. While the SF jurisdiction is making marked progress in reduction 
in new HIV infections and improved health outc~mes for PLWH, efforts in the coming 
years to further reduce disparities is vital. 

Some of the factors that have likely contributed to these successes include the 
following: 
111 The EMA's realignment of HIV prevention funding in 2011/2012 to implement high

impact prevention; 
• Increase HIV testing in San Francisco; 
11 Increased emphasis on early linkage to care and partner services, such as through the 

Linkage Integration Navigation Comprehensive Services (LINCS) program; 
• Increased availability of pooled RNA testing to detect acute HIV infection beginning in 

2011. Eighty·two acute diagnoses were made between November 2011 and October 
2013 (Dr. Stephanie Cohen, personal communication, August 2014); 

• SF's early adoption ofa "universal offer of treatment" policy in 2010, which encouraged 
all primary care providers to offer HAART to all PLWHA independent of disease stage; 

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

11 The EMA's ongoing commitment to community engagement in citywide planning as 
well as at the level of service provision; and 

;i The HIV Prevention Planning Council's (HPPC's) consistent recommendation that 
funding bi;i allocated based on the locai epidemiology 

2.B.3) Signi icant Health Disparities Revealed TlirouKh the Continuum and 
Responses: While the initial Consortium of Care chart did not reveal new disparities, it 
confirmed the persistence of some known disparities and identified is~ues in the 
countywide reporting systems and capacity that will require collaborative responses to 
address. The San Francisco HIV Health Services Planning Council will utilize FY 2016 Part A 
resources in part to continue a collaborative effort with other public and private entities to 
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attempt to generate a truly integrated continuum of HIV care in the SF EMA. "Integration" 
in terms of HCV means that that individuals get what they need, when they need it, with 
respect to their health. In many cases, achieving this goal requires significant 
transformations in systems, structures, and operations. A few examples of prioritized 
integration effor.ts for SFDPH which will be supported by the FY 2016 award are as follows: 
• Efforts toward integrated HIV prevention and care community planning. 
• Scale-up and integration of hepatitis C testing, linkage, and treatment into HIV and · 

other services, including addressing the challenges of access to treatment due to its high 
cost; efforts also include a viral hepatitis social marketing campaign and the hiring of a 
Viral Hepatitis Coordinator. 

• Training on integrated models for substance use, HIV, and hepatitis C to be provided by 
AETC .. 

• Integration of HIV prevention with broader, population-specific, culturally competent 
health and social services, an approach that is particularly important for the 
transgender community. The SF Transgender Advisory Group recommends "one-stop 
shopping" for services ranging from trans-specific substance use/mental health 
services to education and employment assistance to primary care services, with a focus 
on health and wellness, and not specifically on HIV. 

• Increased coordination and collaboration with non-HIV health promotion efforts, 
including structural interventions to address alcohol use and cardiovascular disease 
prevention to improve overall health outcomes. 

11 Identification, expansion, and replication of effective best practices, such as the HIV & 
Integrated Services program (formerly Forensic AIDS Project) operating in the SF jail 
system. In collaboration with SFDPH STD Prevention & Control Program, the Linkages 
to Health Education and Prevention (LHEAP) team offers HIV, STI and hepatitis C 
testing to SF residents upon entry into the SF county jails. Last year alone, over 3,000 
people were tested for HIV and 24 positives were identified of 12 which were new 
diagnoses. Ten of the newly diagnosed (83%) and 7 of the !mown HIV-positive 
individuals (58%) were linked to care. In addition, overd.ose prevention is integrated 
with these other sennces. In 2012, the LHEAP team in collaboration with the DOPE 
Project implemented a pilot project to make the naloxone nasal spray availaple upon 
release to individuals who participate in a brief training. 

Figure 5 below provides a schematic view of the EMA's vision of developing goals and 
achieving objectives of an integrated continuum of care. It is important to note that service 
integration may offer some solutions to challenges that HIV prevention has long faced. 
Historically, HIV prevention has been asked to fund services for populations at high risk for 
a variety of health issues, everi though risk for HIV may be low. For example, it is not 
uncommon to hear that services for non-MSM populations, such as HIV-J:!egative women 
and non-MSM youth, are insufficient. Integration offers opportunities to fund services 
appropriately, while also meeting the need (e.g., integrating HIV prevention messages into 
homeless services at low or no cost). The HIV prevention and sexual heaith needs in . 
Bayview /Hunters Point, which is home to many HIV care and treatment services but few 
HIV prevention services, can potentially be addressed by leveraging non-HIV-related 
efforts and broader health initiatives (e.g., SFDPH's Black/ African American Health 
Initiative). Finally, in the process of "getting to zero/' the target population will be harder 
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and harder to reach. Integrated services where HIV is not the focus might attract clients 
that we haven't been. able to reach in any other way. 

Figure S. Sample San Francisco EMA Integrated HIV Prevention & Care Goals 

Goals 
Reduce new 
:mv 
infections 

Indicators 
New diagnoses 

Data 
2011: 510 
2012:495 
2013: 418 

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

Estimated% ofMSMin 2005: 23% 
SF who are unaware of 2008: 17% 
their HIV-positive status 2011: 6% 

SF rml • Source: NHBS. 

Increase Linkage to care 2011: 84% 
2012: 86% 
2013: 89% 

access to care 
and improve 
health 
outcomes for 
PLWH 

ReduceIDV
related 
disparities and 
health 
ine uities 

Late diagnosis 

V'iralsuppression 

SF ond Marin only. SF data is linkage to 
care within 3 months. Marin data Is 
linkage to care within 6 months. Source: 
County HIV mrveillance data. 

2010: 26% 
2011: 24% 
2012: 21% 

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

2010: 56% 
2011: 58% 
2012: 68% 

SF only. Data represents the proporlion 
virally suppressed within 12 months of 
diagnosis. Source: Count)I HIV 
surveillance data. 

See Exhibit 3 
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Z.B.4) Unique Challenges and Responses: In keeping With the fourth NHAS goal related 
to improving coordination across federal agencies and streamlining data collection, the SF 
EMA Will take the lead on establishing a new set of core indicators that will be used to 
mark our progress toward "Getting to Zero." These indicators wi,11 be estaqlished by 
harmonizing data elements and definitions across the multiple requirements. (For 
example, instead of measuring linkage to care in several different ways, we will strive to 
measure it one way.) The EMA will also coordinate with local experts and federal funders 
to ensure that stakeholders' core needs are met and that the EMA is able to measure 
population-level outcomes as well as performance targets. Given limited public health 
resources, it is no longer feasible to continue to measure and report on the dozens if not 
hundreds of indicators that are requested from or required of jurisdictions by various 
funders and stakeholders. Instead, a core set oflocally meaningful indicators is needed. 
Harmonization will take into account the following: 
• Institute of Medicine (IOM) indicators 

(http://www.iom.edu/Reports/2012/Monitoring-HIV-Care-in"the-United-States.aspx) 
• Common indicators for Department of Health and Human Services (DHHS)-funded 

. programs and services (http:/ /aids.gov/pdf/hhs-common-hiv-indicators.pdf) 
• HIV headline indicators for the SFDPH Population Health Division 
• HPPC Measurements of Success 
• HIV Prevention Section 2010 Request for Proposals (RFP) goals and outcomes and 

agency performance targets 
11 PS12-1201 funding opportunity announcement (FOA) objectives 
• PS12-1201 Comprehensive Plan goals and targets 
• Enhanced Comprehensive HIV Prevention Planning (ECHPP) goals and objectives 
• Health Services and Resources Administration (HRSA) HIV/ AIDS Bureau (HAB) and 

other Ryan White CARE Act indicators 
• SFDPH Primary Care Continuous Quality Improvement measures 
11 Spectrum of engagement in care indicators 

3) DEMONSTRATED NEED 

3.A) Early ldenti ication oflndividuals with HIV/ AIDS (EIIHA) 

"I love the San Francisco model. If it keeps doing what it is doing, I have a strong 
feeling that they Will be successful at ending the epidemic as we know it. Not every 

last case - we'll never get there - but the overall epidemic. And then there's no excuse 
for everyone not doing it." 

- Dr. Anthony S. Fauci 
Director, National Institute of Allergy and Infectious Diseases 

New York Times, October S, 20153 
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3.A.1) Required HIV Testing Data· See Figures 6 & 7 below 

,· .... ,. 

Data Elements 
. I 

• Number of test events 

• Number of newly diagnosed positive test 
events 

• Number of newly diagnosed positive test 
events with client linked to medical care 

• Number of newly diagnosed confirmed 
positive test events 

• Number of newly diagnosed confirmed 
positive test events with client interviewed 
for Partner Services 

• Number of newly diagnosed confirmed 
· positive test events with clients referred to 
prevention services 

11 Total number of newly diagnosed 
confirmed positive test events who 
received CD4 cell count and viral load 
testi~g 

MSMl 

9,801 

77 

51* 

75 

58* 

68* 

, 51* 

IOU 

524 

0 

NA 

0 

NA 

NA 

NA 

.• •. · · '. Figure:i~ t;haJ'tB. • < • ·. 

•San Frandsco.EMA·fr~YiQ!IJIJ!J)iagl)Q·seclHI\T 'fe·st .Jfyen,ts.. . 
· · · Januaryf-June3.0,?,015 •· · · · · · · 

Data Elements MSM1 IDU 
• f. 

• Number oftest events 9,801 524 

• Number of previously diagnosed 
positive test events 5 0 

l!I Number of previously diagnosed 
positive test events with client re- "'* NA ... 
engaged _in HIV medical care 

• Number of previou.sly diagnosed 
confirmed positive test events 3 0 

10 

MTF/M. 

380 

4 

O* 

4 

3* 

Z* 

O* 

MTF/M 

380 

1 

0* 

0 
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. . . .. Figure 1. Chart a. 
<nsa11 FrC!ncisco EM.A eretlciusJx Diagnosed HIV Test Events 

· · · · · January 1· Jumf30, 2015 · · · · 

'MSM1 

• Number of previously diagnosed 
confirmed positive test events with 
client interviewed for Partner Services 

• Number of previously diagnosed 
confirmed positive test events with 
clients referred to prevention services 

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

1 MSM also includes those idendfied as MSM/IDU. 
*Follow-up data for positives is incomplete 

3.A.2) FY 2016 EIIHA Plan 

3* 

3* 

1* 

mu 

NA 

NA 

NA 

MTF/M. 

O* 

O* 

O* 

3.A.2.a) Planned Activities of the San Francisco EMA EIIHA Plan for FY 2016 

Estimate of HIV-Positive Individuals Who Are Unaware of Their Serostatus: The 
San Francisco EMA has solid indications that it has achieved an unprecedented level 
of success in reducing the number of persons with HIV in the EMA who are unaware 
of their serostatus. Two years ago, the EMA estimated that a total of 3,339 .individuals 
were infected with HIV but unaware of their serostatus as of the end of 2012, representing 
14.4% of all persons estimated to be infected with HIV in our region. This estimate - still 
lower than the CDC's 2013 estimate of 18% HIV-infected unaware nationally-was derived 
by calculating a proportion of persons with AIDS to persons with HIV of 1:1 based on 
consensus epidemiological meetings conducted in San Francisco in 2012. However, the 
EMA's aggressive engagement approach, combined with rapid implementation of 
new scienti ic advances, has now led to the lowest rate of und~agnosed HIV infection 
in the nation, currently estimated at only 6.4%, with viral load suppression rates 
that far surpass the national average (68% in SF vs. 25% nationally).4 This means that 
only 1,021 HIV-infected and unaware persons are now estimated to be living in the Sari 
Francisco EMA as of December 31, 2014 out of a total of 15,955 confirmed HIV cases. 

Target Populations for FY 2016 EHHA Plan: To define and focus EIIHA activities, 
the following three populations will continue to serve as the key target groups for the FY 
2016 San Francisco EMA EIIHA Plan: 
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1. Males Who Have Sex with Males (MSM) 
2. Injection Drug Users (IDU) 
3 .. TransgenderFemales Who HaveSex~ith Males (TGF/M) 

Primary Activities to be Undertaken; The FY 2016 EIIHA Plan will encompass 
three broad activity areas whichmirror those of the three succeeding EIIHA plans. The 
first area involves continuing to identify individuals who are unaware of their HIV status 
and providing high-quality rapid testing and acute RNA pooled screening for most MSM. 
San Francisco has implemented rapid 4th generation combination antibody/ antjgen 
(Ab/ Ag) tests at sites that do not currently have access to pooled RNA testing. The 4th 
generation rapid testing identifies not only HIV antibodies but also HIV-1 p24 antigens, 
which in turn allows for the immediate identification and rapid treatment of acute HIV-1 
infection. All other existing HIV screening technologies have window periods exceeding the 
acute infection period, which may result in false negative tests in acutely-infected patients, 
and in turn lead not only to missed HIV diagnoses but to lost opportunities to intervene 
with treatment and counseling at the time when an individual is at greatest risk to pass his 
or her HIV infection on to others. Additionally, the new 4th generation HIV Ab/ Ag 
combination ·assays are extremely fast, and can be processed in as few as 20 minutes. 

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

A third key activity aims to ensure that pre-exposure prophylaxis (PrEP) is 
continually woven into the HIV testing process. The EMA has developed a PrEP training 
program specifically for our HIV prevention staff which details how to provide health 
education information regarding PrEP to clients and how to work with clients in accessing 
PrEP treatment The primary goal of this training is to promote and facilitate ever
widening utilization of PrEP throughout the EMA. 

Major Collaborations; As sister units in the San Francisco Department of Public 
Health AIDS Office, HIV Health Services works in close partnership with the Community 
Health Equity and Promotion Branch to plan services1 design interventions, and share data 
and emerging findings. The Disease Control and Prevention Branch, which oversees the 
LINCS program, is also a key collaborator. Through a strong working relationship, the three 
units are able to closely coordinate prevention and care planning and interventions with 
the goal of maximizing available resources and ensuring a seamless testing system in the 
EMA. The collaboration also aims to ensure no11-duplication and non-supplantation of Ryan 
White Program funding. The collaboration is augmented by strong working relationships 
involving virtually all providers of HIV-specific prevention and care services in the EMA, as 
well as agencies serving high-prevalence populations· at risk for HIV infection. 

The two San Francisco County agencies.and a broad range ofrelated programs and 
services in the EMA operate .through the region's Continuum of HIV Preve11tion, Care, 
and Treatment - a model originally developed through the Enhanced Comprehensive HIV 
Prevention Plan (ECHPP) process and continued as part of core HIV prevention funding 
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from CDC. The Continuum specifically focuses on HIV testing, partner services, linkage, 
retention, re-engagement, and treatment adherence and supports entry into and 
retention in care through sectors such as mental health services, substance abuse 
treatment, housing support, and medical case management The model also incorporates 
the Department's Linkage Integration Navigation Comprehensive Services (LINCS) 
Program, an innovative approach to care linkage and retention involving teams that work. 
one-on-one with newly identified or out-of -care clients that ensure effective linkage to 
engagement in care (see below). 

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

The San Francisco EMA EIIHA system is designed to ensure that any door is the right 
door to HIV testing and treatment and ~hat potential clients are able to access HIV services 
from any point in the EMA's health and social service network. To accomplish this outcome, 

· the EMA has created extensive service partnerships and collaborations with providers 
across the region that are designed to link and integrate HIV prevention and care, and to 
create effective data and referral interfaces among public and private providers which 
enhance information-sharing and communication. The EMA has also strongly emphasized 
the need to work toward linking and merging the concepts of prevention and care and to 
eliminate arbitrary distinctions that can serve as barriers to planning and resource sharing 
and can unintentionally act as barriers to client entry into ca.re. To ensure a fully linked and . 
coordinated system, planning meetings are held throughout the EMA involviilg the 
broadest possible range of provider groups to plan and develop systems for strengthening 
mutual information-sharing, support, and client linkage programs. A number of community 
planning bodies that incorporate extensive consumer participation - including the soon to 
be merged San Francisco HIV Health Services Planning Council and HIV Prevention 
Planning Council - help develop and enhance HIV access across systems and ensure that 
consumer voices and perspectives are incorporated into systemic and policy decisions. 
Meanwhile, County agencies are engaged in extensive provider outreach and education 
efforts designed to bring a greater level of participation, cooperation, and quality 
monitoring to the HIV programs of non-publicly funded organizations and entities. 

Planned Outcomes of FY 2016 EUHA Plan; The FY 2016 San Francisco EMA EIIHA 
Plan has three primary goals: 1) to increase the number of individuals in Marin, San 
Francisco, and San Mateo counties who are aware of their HIV status; 2) to increase the 
number of HIV-positive individuals in our region who are effectively engaged in HIV care; 
and 3) to reduce disparities in regard to both HIV infection and HIV testing access, Specific 
objectives and activities through which progress toward these goals will be measured are 
described in greater detail in the popuiation-specific section beiow. 

It is important to stress the fact that one of the most important aspects of HRSA's 
EIIHA initiative lies in its potential to significantly reduce disparities in HIV access and 
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services for underserved HIV-infected populations. This is an outcome which mirrors one 
of tJ:ie three central goals in the National HIV/ AIDS Strategy for the US, which involves 
reducing HIV-related health disparities. By incorporating routine HIV testing in medical 
settings w~ere under-served populations are seen, the EIIHA plan will reach many 
individuals who would not otherwise seek or be offered HIV testing, including MSM of 
color, substance users, women, uninsureq and ·economically impoverished populations, 
homeless persons, and young MSM - all populations that have experienced historical HIV 
access and treatment disparities along with high rates of late HIV testing. These groups 
have been engaged in service planning for PrEP as well. The San Francisco EMA will utilize 
its EIIHA plan and matrix to focus on increasing awareness of HIV status and promoting 
treatment utilization among underserved populations as a way to continue to address HIV
related health disparities. 
3.A.2.b) How the FY 2016 Plan Contributes to the Goals of the National HIV /AIDS 

I 

Strate&r: The goals and objectives of the proposed FY 2016 EIIHA Plan continue to be fully 
consistent with and contribute to the goals of the White House Office of AIDS Policy's 
National HIV/ AIDS Strategy, including the Strategy's three primary goals of: 1) reducing the 
number of people who become infect~d with HIV, 2) increasing access to care and opti
mizing health outcomes for people liv.ing with HIV, and 3) reducing HIV-related health 
disparities.s The local EIIHA strategy is also fully consistent with HRSA's goal of making 
unaware individuals aware of their HIV status, particularly in terms of the strategy's 
aggressive approach to reaching and testing highly impacted HIV populations in the San 
Francisco EMA 
3.A.2.c) How the FY 2016 Plan Contributes to the Goals of the White Hquse 
Continuum of Care Initiatjye; The San Francisco EMA fully supports both the goals and 
the approach of the White House's HIV Care Continuum Initiative, as outlined in the Office 
of National AIDS Policy's report entitled Improving Outcomes: Accelerating Progress Along 
the HIV Care Continuum. 6Tbe EMA's Part A and EIIHA priorities and activities are fully 
aligned with the goals outlined in the initiative, including: a) lowering the number of new 
HIV infections by 25%; b) increasing the. percentage of people living with HIV who know 
their serostatus to 90%; c) reducing the HIV transmission rate by 30%; d) increasing the 
percentage of persons diagnosed with HIV who are linked to HIV medical care within 3 
months after diagnosis to 85%; e) increasing the percentage of Ryan White program clients 
in continuous care to 80%; fJ increasing the percentage of Ryan White clients with 
permanent housing to 86%; and g) and increasing the percentage of HIV ·diagnosed MSM, 
African-Americans, and Latinos with a suppressed viral load by at least 20%. The EMA 
strives to foster and expand integrated systems that link HIV identification, care 
engagement, and care and.treatment retention while continually expanding the system's 
capacity to accurately monitor these activities in order to identify and address gaps and 
disparities. 

Innovative Anproaches: San Francisco brought about a major enhancement ofits HIV 
testing services matrix this year by implementing the new Linkage Integration 
Navigation Comprehensive Services (LINCS) program, a highly effective intervention 
designed to increase the number of HIV-infected individuals who are effectively linked to 
and anchored in care. The LIN CS Team provides 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. LINCS 
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employs an integrated team of ive full·time staff. Three of these staff 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 staff 
members are based at high-volume citywide testing sites such as San Francisco's nationally 
recognized Magnet Clinic and the UCSF Alliance Health Project while a third "rover" serves 
lower-volume community-based testing and medical sites. Th~se LINCS Team members are 
directly paired with newly identified HIV-positive individuals and remain paired in a 
supportive relationship for up to three months following initial HIV diagnosis. The 
program strives to ensure: 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 LINCS staff 
focus on providing navigation services to 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. In 2012-13, LIN CS 
navigators searched for 315 missing HIV patients and succeeded in enrolling 116 of them -
the rest were not found or were jailed, dead, or refused help. More significantly, 73% of 
LINCS patients remained in care and were twice as likely to be virally suppressed as 
comparable patients who were not in LINCS. 

The LIN CS Team also plays 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 often was not chosen. 
Under the new system, however, each LINCS team member directly offers partner services 
during the initial client encounter, with clients strongly encouraged to participate in the 
program. Additionally, because each LINCS 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 come to know and 'trust. In order to expand 
the broadened partner services program to private care proyiders, the SF Department of 
Public Health maintains memoranda ofunderstanding (MOUs) with at least 10 private 
physicians in the City who serve a high proportion of HIV patients to refer clients for 
partner services. The incorporation of partner services into the LIN CS Team model is 
expected to significantly increase the number or new HIV positive individuals identified in 
the San Francisco region. 

San Francisco has also introduced the highly influential and impactful Rapid 
Antiretroviral Program Initiative for New Diagnosis (RAPID), a program that has been 
in place at San Francisco General Hospital for just over a year. RAPID is a comprehensive 
initiative designed to help clients overcome the financial and social barriers to undergoing 
testing for H;IV and being linked to care,7 RAPID provides same~day linkage to care for all 
newly diagnosed HIV patients who are initiating care at Ward 86 - the city's massive public 
HIV clinic based at San Francisco General Hospital - with a focus on initiating immediate 
ART treatment for these individuals. Five day "treatment packs" are dispensed to new 
clients entering the clinic on the same day they have received an HIV diagnosis and a full 
set of labs are drawn and the patient meets with a social worker to ensure coverage for the 
continuance of the ART medications. RAPID not only px:omotes patient health through early 
engagement in treatment, but plays a significant role in preventing new infections by 
reducing infectivity when patients are experiencing acute HIV syndrome, during which 
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they are at greatest risk to pass the virus on to others. The RAPID.program is able to 
provide immediate medication linkage for clients linked at HIV testing sites throughout San 
Francisco, and has been extremely effective in helping the city meet its long term test and 
treat goals. 

San Francisco has also vigorously embraced pre-exposure prophylaxis (PrEP) as an 
effective approach to reducing new infections among high-risk individuals in the EMA, with 
a particular emphasis on MSM in the City of San Francisco. San Francisco has become 
known as the premier hub of PrEP use worldwide, with San Francisco chosen as one of 2 
US sites for the global iPrEx study of once-daily Truvada use for gay men, and with the city 
establishing the nation's first PrEP demonstration project.a The San Francisco Health 
Network has trained its primary care providers to prescribe and administer PrEP and it is 
now at the Network's 14 neighborhood clinics and will soon be available through the Ward 
86 HIV Clinic at San Francisco General Hospital (SFGH). The San Francisco Department of 
Health (SFDPH) has allocated $1.1M in general funds in the current fiscal year to provide 
PrEP services and patient navigation and to support the rapid HIV treatment program at 
SFHG. The San Francisco Health Network has also re~ently hired a full-time PrEP 
Navigator assist patients and service providers to inform, prescribe, and bill for PrEP 
treatment. San Francisco Board of Supervisors member David Campos has earmarked 
$310,000 for two additional navigators to expand access to PrEP through existing channels 
including Medicaid, Medicare, private insurance and Gilead's Patient assistance Program. 
SFDPH also recently received a grant from CDC to provide PrEP counseling, outreach and 
linkage to MSM and transgender women of color and has submitted a grant application to 
the California HIV/ AIDS Research Program to provide PrEP to transgender women with a 
special focus on transgender women of color. While SFDPH does not at this time have 
systems in place to examine PrEP utilization system-wide, the San Francisco Magnet 
Clinic, a major gay·men's health and wellness center storefront in the city's Castro District 
already has more than 6,000 clients on PrEP and is starting at least 25 new clients a week 
on PrEP treatment, with a two week wait list for PrEP interviews. Additionally, the 
University of California San Francisco recently received a CDC grant to operate PrEPline, a 
telephone consultation service to provide expert guidance to healthcare providers across 
the nation who wish to provide PrEP. 

Key Collaborations; Key collaborations related to the HIV continuum of care in San 
Francisco include the active partnership that exists between the three regions that make up 
the San Francisco EMA as well as between the region's HIV care and planning councils'
two structures that will soon be merged in order to facilitate greater integration and 
collaboration. San Francisco has also fully embraced the UNAIDS Getting to Zero model 
made as an effectively structure for building on the city's already strong test and treat 
efforts. San Francisco's Getting to Zero initiative operates as a multi-sector independent 
consortium operating under the principles of collective impact Mod~led after the 
UNAIDS goals, the initiative's vision is to reduce HIV transmission and HIV~related deaths 
in Scµi Francisco by 90% before 2020. The San Francisco Getting to Zero initiative is a 
volunteer-led effort that involves the broadest possible range of public and private sector 
agencies, service providers, consumers, and planners. The initiative is committed to 
maintaining current funding levels for HIV prevention and treatmenti avoiding competition 
for new funding through Getting to Zero efforts; and prioritizing underserved populations. 
Goals of the Getting to Zero initiative are established and prioritized in working 
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committees with efforts based on measurable objectives and plans, including budgets, for 
implementation. · 

Use of EIIHA Data to Analyze and Address Continuum Gaps; The San Francisco 
EMA has pioneered the use of detailed HIV surveillance data to. better identify populations 
who are not linked to HIV care or are falling out of care, with the objective of permanently 
linking or re-linking these individuals to comprehensive HIV services. Several years ago, 
San Francisco developed a highly influential set ofnew approaches to mapping HIV
infected PL WHA in the city using zip codes and census tracts as a way to help target HIV 
testing outreach and prevention efforts. These efforts were instrumental in helping the city 
develop new strategies for better targeting outreach and prevention efforts on those 
neighborhoods whose residents were least likely to know their HIV status or to be in care. 
The EMA has consistently expanded and built upon these approaches and is now able to 
harness client-level data information to the work of the city's LIN CS team in order to 
continually identify and link or re-link to care persons with HIV who a.re not currently 
served by the system, with the eventual goal of eliminating health outcome disparities in 
regard to HIV. 
3.A.2.d) Relationship to Unmet Need Estimate and Activities: The FY 2016 EIIHA Plan 
responds to the EMA's·annual unmet need process both prospectively and retrospectively. 
In a prospective sense, the EIIHA Plan seeks to continue to decrea.Se the number of · 
persons living with HIV/ AIDS in the region who are unaware of their HIV sta:tus. 
Through our hJghly successful, multi-partner based Getting to Zero initiative, the EMA has 
already achieved unprecedented success in reaching a region-wide HIV unaware 
percentage of only 6.5% - a percentage that already far exceeds the national HIV 
Continuum Initiative goal of at least 10% unaware. However, as the EMA achieves greater 
success, it also becomes increasingly difficult to identify undiagnosed infected individuals, 
requiring new and innovative approaches to seek out the small remaining pockets of 
undiagnosed infection. Retrospectively, the EIIHA Plan utilizes unmet needs data to 
prioritize specific target populations on which to focus region.al outreach, testing, and care 
linkage and retention activities and resources. 
3.A.2.e) How the FY 2015 EIIHA Plan In luenced the FY 2016 Plan: A key facet of the 
EMAEIIHA plan is that it is highly lexible in order to incorporate new prevention 
advances and community input and engagement in real time. In addition, HIV testing and 
linkage models identified in the 2015 Plan have proved successful in reducing undiagnosed 
infection and improving linkage to care, so these models will continue. The EMA will 
continue to develop and implement out partnership-based interventions that enhance early 
intervention, including the expanded use of pre-exposure prophylaxis [PrEP), rapid linkage 
to care, and widespread use ofrapid 4th generation rapid antigen /antibody testing. 
3.A.2.f) Planned Efforts to Remove Le~al Barri~rs; Opt-out testing is now routine in the 
EMA with no barriers. This year, the EMA was informed that client-level information 
related to linkage and partner services could be shared with other local health 
jurisdictions with no violation of State privacy laws, removing the final remaining barrier 
to being able to effectively track and identify persons with HIV who move among different 
jurisdictions. With this·final issue resolved, our ability to track, monitor, and enhance 
testing and care across our three counties will increase dramatically, in turn producing 
even more enhanced outcomes in terms of identification, linkage to, and retention in care. 
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3.A.2.g) FY 2016 Target Populations: As noted above the three EIIHA target populations 
for FY 2016 are: 1) Males Who Have Sex with Males (MSM); 2) People Who Inject 
Drugs (PWID); and 3) Transgender Females Who Have Sex with Males (TGF /M). 

Why Taraet Populations Were Chosen: The San Francisco EMA's FY 2016 EIIHA 
target populations have been selected on the basis of three key factors. First, from an 
epidemiological standpoint, these three populations together encompass nearly 95% of all 
persons currently living with HIV/ AIDS in the San Francisco EMA. MSM alone - including 
MSM who inject drugs - make up 85.8% of all persons living with HIV/ AIDS cases in the 
region as of December 31, 2014, while non-MSM IDU make up another 6.6% of all local 
PLWHA. Second, the populations represent the three groups most highly prioritized in the 
EMA's recent Jurisdictional HIV Prevention Plans, which represent the product of intense 
study and collaborative planning. And third, the selected populations contain the highest 
rates of new HIV diagnoses as reported through HIV testing data for the period January 1 -
June 30, 2015 (see testing table above). 

Speci ic Challenges within the Target Populations; While the prevention paradigm 
of broadly based viral load suppression holds out the probability of dramatically reduced 
rates of new HIV infections, additional challenges emerge that are equally saUent. For 
example, what standardized models of routine HIV testing are most appropriate for which· 
health care settings, and what are the cost and capacit,Y factors associated with these 
approaches? The current recommendation is for low~risk individuals to receive one HIV 
test in a lifetime. Challenges to operationalizing this include the question of whether to test 
that one time at, say, 18 years of age or 64 years of age. While the recommendation was a 
helpful start; it needs more structural guidance for full implementation to be effective. 

A further challenge involves the question of how the San Francisco EMA can best 
encourage regµlar, ongoing HIV testing among members of high prevalence populations, 
particularly when a negative test can sometimes be perceived as an indication that the 
individual is managing risk effectively. Put another way, how is it possible to create a 
cultural norm to test for HIV every 3 to 6 months with members of highest behavioral risk 
populations? Additional questions include: How will our ability to aetect acute HIV more 
systematically as new technologies emerge, combined with the local universal offers of ARV 
treatment independent of HIV disease stage, impact system capacity? And as more persons 
with HIV are identifi~d, how to ensure that these individuals are linked to care and do not 
fall through the cracks, particularly in light of critical co-factors such as poverty, 
discrimination, and mental health and substance use issues? 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 tr~atment support most of these 
individuals are likely to need? While the potential benefits of expanded HIV testing and 
care linkage are great, the challenges faced by systems and providers may prove to be 
commensurately daunting. 

The San Francisco EMA had remarkable success in removing barriers to status 
awareness. Yet challenges such as the following remain: a) continuing widespread stigma 
related to both HIV infection and the behaviors that can transmit the virus; b) fear of 
having HIV status or behaviors exposed by service providers, including sexual and drug use 
behaviors; c) fear among transgender persons ofnegative interactions between hormone · 
therapies and HIV medications; d) fear of depo$tion among undocumented immigrants; 
and e) substance use behaviors that hinder self efficacy to access and system limitations 
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that may inadvertently impede HIV testing. One challenge particular to San Mateo and 
Marin Counties involves the difficulty in accessing HIV-risk MSM due to the lack of gay
specific venues or hangouts in those areas. 

Key cultural issues impacting HIV awareness in San Francisco include: a] the dual 
discrimination faced by many MSM of color in regard to sexual orientation and 
racial/ ethnic background; b) the threefold discrimination faced by many transgender 
persons of color in regard to gender identity, sexual orientation, and ethnic background; c) 
fear and mistrust regarding HIV drug treatment and the medical care system within 
communities of color; d) fear that HIV risk behaviors or sexual or gender orientation will 
be judged or stigmatized' in culturally specific care and service systems; e) fear of 
discrimination based on race/ ethnicity within HIV service agencies; t) the shortage of 
culturally specific and multilingual drug treatment programs for persons of color; and g) 
the still insufficient number of programs that effectively address key issues underlying HIV 
risk behaviors and unwillingness to seek testing; such as persistent poverty, 
institutionalized discrimination, and childhood ·abuse and exposure to trauma. 

Speci ic Activities tQ be Utilized With the Tariiet Populations; The San Francisco 
EMA will employ a broad range of strategies to expand awareness of, access to, and 
utilization of HIV testing and care services in the service region for persons who are 
currently unaware of their HIV status and for persons with HIV who have dropped out of or 
become lost to care. The table beginning on the following page outlines these activities in 
relation to the three FY 2016 target populations. All activities listed in the EIIHA Plan will 
be coordinated with activities conducted by the HIV prevention units in the three EMA 
counties as outlined in the integrated jurisdictional HIV Prevention Plans. All activities will 
also be coordinated to promote HIV prevention and care integration in the region. 

In addition to the activities listed on the chart below, San Francisco will also continue 
implementation of care access enhancement activities being made possible through the 
Center for Medicaid and CHIP Services Delivery System Reform Incentive Pool (DSRIP) 
and its Category V program. This program was specifically designed to enhance the 
capacity of participating hospitals to develop programs to provide access to high-quality, 
coordinated, integrated care to patients diagnosed with HIV, particularly Low Income 
Health program (LIHP) enrollees who previously received services through Ryan White 
funding. The San Francisco DSRIP Category V program is being implemented at San 
Francisco General Hospital and is creating a range of specific HIV care enhancements, many 
of which are expected to expand the quality of care linkage and retention services in the 
region. This includes creation of a model retention program within patient-centered 
medical homes for persons with HIV, which began in April 2013 with a pilot program at San 
Francisco General Hospital for patients with high rates of missed primary care 
appointments as part of the ongoing PHAST program. 

SMART Objectives for Each Tar~et Popuiatiom 
• .MSM.;. 
1. Between March 1, 2016 and February 28, 2017, to provide a total of at least 19,000 

documented HIV antibody tests for MSM in the San Francisco EMA 
2. Between March 1, 2016 and February 28, 2017, to identify a total of at least 290 new or 

previously diagnosed HIV-positive individuals within this population. 
3. Between March 1, 2016 and February 28, 2017, to ensure that at least 90% of newly 

ideritified HIV-positive individuals receive a confirmed HIV positive test result 
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4. Between March 1, 2016 and February 28, 2017, ensure that at least 82% of newly 
identified HN-positive individuals have a confirmed linkage to care services. 

5. Between March l, 2016 and February 28, 2017, ensure that at least 92% of newly 
identified HIV-positive individuals are referred to HIV prevention services; and 

6. Between March 1, 2016 and February 28, 2017, ensure that at least 75% accept partner 
services. 

• I.lllli. 
7. Between March 1, 2016 and February 28, 2017, to provide a total of at least 1,750 

documented HN antibody tests for IOU in the San Francisco EMA. 
8. Betweeri March 1, 2016 and February 28, 2017, to identify a total of at least 35 new or 

previously diagnosed RN-positive individuals within this population. 
9. Between March 1, 2016 and February 28, 2017, to ensure that at least 90% of newly· 

identified HIV-positive individuals receive a confirmed HIV positive test result. 
10.Between March 1, 2016 and February 28, 2017, ensure that at least 82% of newly 

id~ntified HIV-positive individuals have a confirmed linkage to care services. 
11.Between March 1, ?016 and February 28, 2017, ensure that at least 92% of newly 

i4entified HIV-positive individuals are referred to HIV prevention services; and 
12.Between March 1, 2016 and February 28, 2017, ensure that at least 75% accept partner 

services. 
• Transgender Women Who Have Sex with Men; 
13.Between March 1, 2016 and February 28, 2017, to provide a total of at least 480 

documented HIV antibody tests for transgender women who have sex with meri in the 
San Francisco EMA. 

14. Between March 1, 2016 and February 28, 2017, to identify a total of at least 11 new or 
previously diagnosed HIV-positive individuals within this population .. 

15.Between March 1, 2016 and February 28, 2017, to ensure that atleast90% of newly 
identified HIV-positive individuals receive a confirmed HIV positive test result. 

16.Between March 1, 2016 and February 28, 2017, ensure that at least 82% of newly 
identified HIV-positive individuals have a confirmed linkage to care services. 

17.Between March 1, 2016 and February 28, 2017, ensure that at least 92% of newly 
identified HIV-positive individuals are referred to HIV prevention services; and 

18.Between March 1, 2016 and February 28, 2017, ensure that at least 75% a_ccept partner 
services. 

Responsible Parties and Collaborations; Implementation and evaluation of the FY 
2016 EIIHA Plan will be the joint responsibility of San Francisco HIV Health Services, th!:! 
San Francisco Community Health Equity and Promotion Brach, and the San Francisco 
Disease Prevention an4 Control Branch, with the close collaboration of the San Francisco 
care and prevention planning bodies and prevention and care staff in Marin and San Mateo 
Counties. County staff will continually collect data related to HIV testing, service linkage, 
and other follow-up activities for each of the target populations, will regularly report this 
information to the State of California, and will summarize the data in regular reports to 
HRSA as required · 

Planned Outcomes: The proposed FY 2016 EIIHA strategy will continue the work of 
th~ San Francisco EMA to expand and enhance awareness and utilization of HIV testing 
throughout the region for the project's three key populations, while increasing utilization 
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of care and prevention services and promoting greater adherence to HIV treatment 
services.· 
3.A.2.h) Plan to Disseminate EIIHA Plan and Outcomes: As a. document that is jointly 
developed by HIV Health Services and the Community Health Equity and Promotion 
Branch, the FY 2016 EIIHA Plan will be shared with both the San Francisco Health Services 
Planning Council - the Ryan White Part A oversight body- and the San Francisco HIV 
Prevention Planning Council, two bodies that are expected to merge within the next 12 
months in order to facilitate integrated planning. The EIIHA Plan will also be shared with 
prevention staff of both Marin and San Mateo counties. Ongoing progress related to EIIHA 
action steps will be extensively reported to the Planning Council and the Prevention 
Council with the goal ofrefining and helping shape future EIIHA action plans and 
strategies. Model interventions and programs developed through the EIIHA program will 
be broadly disseminated and shared among public and private providers throughout the 
San Francisco EMA, including through trainings developed and presented to community
based HIV providers and public and private medical providers. The San Francisco EMA may 
also publish best practice documents or guidelines related to specific aspects of the 
outreach, testing, and linkage enhancement initiative, and/or develop and conduct 
trainings for local agencies and staff on demonstrated methods for enhanced EIIHA-related 
planning and program implementation. 

3.B) UNMET NEED 

3.B.1) Unmet Need Frameworks· See Tables in Attachment 4 

3.B.2) Changes in Unmet Need Percentage - See Tables and Narrative in Attachment 4 

3.C) SERVICE GAPS 

3.C.1) Gaps Within the Jurisdiction: The chart below compares the population of PLWHA 
enrolled in the San Francisco EMA Ryan White system of care for FY 2015 with the EMA's 
combined PLWHA population as of 12/31/14 (see Figure 8) 

Figure 8. Comparison of San Francisco EMA Ryan White Clients 
with Overall PLWHA Population 

- -,_ ,-_·' .• . :. :- • -_', I ' 

' . - I -

De1Tiowaphic Group/ 
EXposure Category ·. 

Race/Ethnicity 

Total Undu.pijcat:t:l{f 
. cuent:S Enrolled In · 
· . Ryanwliite · 
Services~ 3/i/14 · 
· · · · 2 is is 

African American 1---1_,_,_34_8----''--2_0._7..,..%;__-i---2-'-,o_7_0_+--_13_ .. _o0-'Vo__.1-_+_7_. 7..,..%-'-o ~ 
Latino/HIBpanic1--1_,_,3_7_5--;1---2_1._1_%_-i--_3~,1_6_9_+--_19_._o0_Vo__.,___+_2_.1_~_0--1 

Asian /Pacific Islander 382 5.9% 986 6.2% - 0.3% 
1-------+--~--;--~--+---~-t-~-----1 

White (not Hispanic) 2,835 43.6% 9,257 58.0% -14.4% 
1--~--+------1--~--i-----+-------t 

Other Multiethnic Unknown 563 8.7% 473 3.0% + 5.7% 
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D~mographkGroµp I 
- Exposure Catego'ry 

Gender 
F~male 

Male 
Transgender 

Age 
0 - 24 Years 

25 - 44 Years 
45 - 54 Years 
55 -64 Years 

65 Years and Above 

Transmission Categories 
MSM 

Injection Drug Users 
MSM Who Inject Drugs 

Heterosexuals 
Other 

Unknown 

TOTAL 

782 
5,505 
211 

·. 6;503 

105 
1,865 
Z,370 
1,683 
480 

6,503 

3,578 
708 
628 
464 
168 
957 

·6,S03 
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12.0% 
84.7% 
3.2% 

100%. - .15,955 

1.6% 176 1.1% +0.5% 
28.7% 5,009 31.4% -2.7% 
36.4% 5,967 37.4% -1.0% 
25.9% 3,590 22.5% +3.4% 
7.4% 1,213 7.6% ·02% 

100% 15 955 100% 

55.0% 11,436 71.7% -16.7% 
10.9% 1,052 6.6% +3.3% 
9.7% 2,251 14.1% -4,4% 
7.1% 712 4.5% + 1.6% 
2.6% 59 0.4% +2.2% 
14.7% 445 2.8% + 11,9% 

.100% 15;955 --100% 

Compared to their proportion of HIV/ AIDS cases, women, persons of color, 
heterosexuals,.and transgender people are over-represented in the local Ryan White
funded system, Meanwhile, whites, men, and MSM are underrepresented due largely to 
higher average incomes and higher rates· of private insurance which reduce their need to 
rely on Ryan White-funded care. For example, while women make up only 6.6% of all 
PLWHA in the EMA1 they comprise 12.0% of all Ryan White clients as of February- 28, 2015 
(n=1,0S4). Meanwhile, while whites make up .58.0% of all PLWHA in the EMA, they 
comprise only 43.~% of Ryan White clients as of the same date (n=2,B35). Ryan White· 
clinics provide primary medical care to a population that is disproportionately made up of 
persons of color, women, persons with low incom~s. the homeless, heterosexuals, and 
injection drug users. Additionally, local Part D programs primarily serve young people and 
women, while Part C programs such as those operated by the San Francisco Clinic 
Consortium serve the full spectrum of clients, including the homeless, persons of color, 
women, and gay /bisexual men. Fully 20. 7% of Ryan White clients in the San Francisco 
EMA are African American (n=1,348) despite the fact that they comprise 13.0% of all 
persons with HIV/ AIDS in the EMA. At the same time, San Francisco's seven Centers of 
Excellence which focus on underserved and hard-to-reach populations serve a population 
that is 30.6% African American.9 Women, representing 6.6% of the total PLVvrIA 
population, make up 21. 7% of all Centers of Excellence clients. Trans gendered people 
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make up 3.2% of persons senred through the Ryan White system and 5.4% of persons 
served through Centers of Excellence, while making up 2.4% 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-infecte~ residents of the region. 

Additionally, in 2008, the San Francisco EMA commissioned and completed a 
Comprehensive HIV Health Services Needs Assessment (the last comprehensive needs 
assessment conducted by the Planning Council in our region), which included in-depth 
client surveys completed by 248 PLWHA in all three counties and a series of 4 population
specific focus groups involving monolingual Spanish-speaking persons; persons age 55 and 
older; Marin County residents; and formerly incarcerated individuals. 10 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 respond en~ reporting that their last health care visit for HIV/ AIDS had 
been within the past six months. While the majority of needs assessment respondents 
stated that they were able to access needed care services, challenges and barriers to health 
and supportive services that respondents "always" or "sometimes" experience included: a) 
transportation (12.7% always/ 30.5% sometimes); b) service hours (6.8% always/ 
35.0% sometimes); c) cultural sensitivity (3.8% always/ 15.3% sometimes); and d) 
language (3.0% always/ 9.7% sometimes). In regard to housing, 21% of survey 
respondents met the criteria for being homeless ·including 4% living on the streets or in a 
car-while 12% of respondents did not have health coverage of any kind. 
3.C.2) Methods to Prioritize Service Gaps: The San Francisco HIV Health Services 
Planning Council uses a broad range of methods to identify and prioritize service needs and 
gaps in the San Francisco pMA. As noted in the Description of the Community Input Process 
below, this includes a detailed analysis of each priority service category funded and not 
funded by the Council in FY 2015 by county, including service definitions; budgeted and 
actually funded service category amounts; populations served; key points of entry; 
utilization reviews; other funding sources available in each category; and possible impacts 
of cuts in each service category; a comprehensive, updated HIV/ AIDS Epidemiology Report 
by the SF AIDS Office detailing current PLWHA populations and discussing current trends 
in the epidemic; a detailed analysis of client-level data reported through the ARIES. data 
system for the period March 1, 2014 through February 28, 2015, including information on 
the demographic characteristics and changing health status of Ryan White-supported · 
clients and service utilization data related to all Part A services; a summary of unmet need 
among PLWHA in the San Francisco EMA utilizing HRSA's unmet needs framework; a 
detailed presentation on other funding streams in the EMA, with a special focus on 
federally funded programs and on programs funded through MAI support, as well as Part B, 
Part C, Part D, and Part F funding through the San Francisco Department of Health, and 
other sources; and consensus input to the Planning Council from the San Francisco 
HIV/ AIDS Provider Network, a group of 43 community-based, non-profit HIV service 
agencies in the San Francisco EMA meeting the needs of PLWHA. 
3.C.3) Addressjng- Service Gaps ThroufUi Part A Fundin~; The San Francisco HIV Health 
Services Planning CouncH and the SF Department of Public Health work together to ensure 
that Ryan White Part A funds are coordinated across all applicable funding streams in the 
region and that they addre~s identified service gaps at all levels of client care and support. 
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The Planning Council reviews annual service category summaries that include a detailed 
listing of all Ryan White and non-Ryan White funding sources for each category, including 
sources such as ADAP, Medicaid and Medicare support, public entitlement programs, 
private insurance and HMO support, Veterans Administration programs, Gity and County 
funds, HOPWA and SAMHSA grants, and State mental health funds. The Grantee also 
ensures that services are coordinated to maximize accessibility of services, while seeking 
every possible alternate source of funding apart from Part A to support HIV care. 

The San Francisco EMA is also dedicated to ensuring the integration and coordination 
of all sources of Ryan White funding in the region. The Health Services Planning Council 
prioritizes the use of Ryan White funds for services that are not adequately funded through 
other reimbursement streams to ensure that Part A funds are the funding source oflast 
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 
§treams 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. 

3.D).Minority AIDS Initiative 

3.D.1) Targeted MAI Populationsi The San Francisco EMA utilizes Part A MAI funds 
specifically to support services for low-income HIV-infected Latino and Latino 
populations. While some service dollars incidentally support other populations of color 
with HIV, local MAI funds ·are almost exclusively focused on ensuring culturally and 
linguistically appropriate services to this large and rapidly growing PLWHA population .. · 
3.D.2) Description of MAI-Funded Activities: The primary manner in which MAI funds 
ensure quality care access for communities of color is through funding of the Mission 
Center of Excellence that has been established ii:t the heavily Latino Mission district by 
Mission Neighborhood Health Center. The Mission CoE addresses what is both the 
fastest growing and one of the most highly impoverished communities in San Francisco in 
terms of HIV infection. Between 2011 and 2014 alone, Latino/a PLWHA in the EMA grew 
from 15.5% to 19.9% of total PLWHA. According to the Pew Research Center, 29% of 
Hispanics in California lack any form of health insurance and 2 5% of Hispanics 17 and 
under live below the Federal Poverty Line.11 The Mission Center of Excellence provides 
culturally competent, integrated, bilingual/bi-cultural medical and health services to 
community members living with HN, with an emphasis on Spanish-speaking Latino clients. 
In addition to supporting the cost of direct medical / ambulatory health services through a 
staff of five bilingual /bi cultural professionals, MAI funding also helps support the cost of 
medical case management, psychiatric, treatment adherence, and mental health counseling 
services. MAI-funded peer and treatment advocates also help clients make informed 
decisions about medications, and work with them to· identify and remove barriers to 
adherence. 
3.D.3) Impact of MAI Programs: Minority AIDS Initiative funds have had a major impact 
on the San Francisco EMA, allowing us to identify, reach, and bring into care a significant 
number o_f highly disadvantaged persons of color, in turn reducing service disparities and 
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improving health outcomes across the region. FY 2013-2014 Part A MAI funding has 
enabled the EMA to providing critical medical, case management, and primary services to 
over 320 impoverished clients of color, many of whom are transgender persons. 

3.E) Special Populations and Complexity of Providing Care 

3.E.1) Emerging Communities: No new or emerging populations experienced significant 
changes in service delivery in the EMA during the past year. 
3.E.2) Under-Represented Populations; As noted in the Service Gaps section 
immediately above, whites, men, and MSM are underrepresented in the San Francisco Part 
A system due largely to the fact that their higher average incomes and higher rates of 
private insurance reduce their need to rely on Ryan White-funded care. Ryan White clinics 
provide primary medical care to disadvantaged, undetserved, and underprivileged 
populations such as persons of color, women, persons with low incomes, the homeless, 
heterosexuals, and injection drug users. These individuals have been the specific target of 
Part A outreach and services not only because of growing HN caseloads, but because of the 
disproportionate toll that HN takes on these populations in terms of factors such as care 
linkage, medication adherence, and poorer Icing term health outcomes. For example, 
according to the San Francisco HIV Epidemiology Section, African American males 
experienced the highest HIV mortality rates in San Francisco from 2002 to 2012 as 
compared to all other racial and ethnic groups, with the 2012 mortality rate among HIV
infected African American men being 2.1 times higher than that of white men with HIV 
and 3.2 times higher than Latino men with HIV.12 African American women with HIV had 
even higher mortality disparities, dying at a rate 9.4 times higher than white women.13 In 
addition, in 2013, lower proportions of women, transgenderwomen (transwomen), 
African Americans, and p~rsons who inject 
drugs were linked to and retained in care 
and achieved viral suppression as 
compared to other populations.H 

3.E.3) Co-Morbidities Table· See 
Attachment 5 

3.E.4) Co-Morbidities and Co-Factors 
Narrative 

Sexually Transmitted Infection 
(STI) Rates: The growing crisis of sexually 
transmitted 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 a major epidemic that has 
been escalating for the past half-decade, 
rising more than 500% since 2000. in CY 
2014, a total of 518 new primary and 
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secondary syphilis cases were diagnosed in 
the EMA, representing a 126% increase 
over the 229 cases reported just six years 
earlier in 2007.15 The combined EMA-wide 
syphilis rate of 29.2 per 100,000 ln 2014 is 
nearly three times the statewide rate of 
9.9. Within the City of San Francisco alone, 
a total of 450 new syphilis cases were 
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Figure 10. New Gonorrhea Cases Per 
100,000 Popula on • Selected 

Metropolitan Areas, 2014 
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reported in 2014 for a very high i~cidence · 300 

rate of 55.9 cases per 100,000, a rate ive 250 

times higher than the statewide rate and 
nearly ten times higher than the national 
syphilis rate of 5.5 cases per 100,000 in 
2013 (see Figure 9). San Francisco 
County has by far the largest syphilis 
infection rate of any county in 
California, nearly three times the rate of 
the second highest county, Kings County 
(16.2 per 100,000) and nearly ive times 
that of Los Angeles County (11.8 per 
100,000).16 

200 

The EMA is also experiencing a significant gonorrhea epidemic. A total of 3, 736 new 
gonorrhea cases were identified in the San Francisco EMA in 2014, for an EMA-wide 
incidence of 210.4 cases p~r 100,000, a rate that is 80% higher the 2014 California rate of 
116.8 cases per 100,000. 111a The number of new gonorrhea cases in the city of San 
Francisco increased by 70% between 2010 and 2014 alone, growing from 1,927 reported 
cases in 2010 to 3,293 cases in 2014. The city of San Francisco's 2014 gonorrhea incidence 
of 409.0 per 100,000 is nearly three times the national rate of 106.1 cases per 100,000 
and more than three times higher than the State of California as a whole (116.8); this is 
again by far the highest rate of any county in California, with the next~highest county -
Shasta County~ having a case rate of211.2per100,000 (see Figure 10).19 

The San Francisco EMA's Chlamydia epidemic also continues to rise precipitously. A 

Figure 11. Annual Reported Chlamydia Cases • 
San Francisco EMA~ 2001·2014 

total of 8,801 new cases of 
Chlamydia were diagnosed in the 
San Francisco EMA in 2014. This 
represents a Sl.3% increase over 
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. _ ---~-··----- _____ _ (see Figure 11).20 The 2014 EMA-

--·----- wide Chlamydia incidence stood at 
495.5 per 100,0001 while the rate 
for the City of San Francisco was 
742.9 cases per 1001000. By 
comparison, the 2014 incidence 
for California was 453.4 cases per 
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was 444.6.21 
The cost of treating STis adds signi icantly to the ~ost of HIV care in the San 

Francisco EMA. According to a study which estimated the direct medical cost of STis 
among American youth, the total annual cost of the 9 million new STI cases occurring 
among 15-24 year olds totaled $6.5 billion in the US, at a per capita cost of $7,220 per 
person.22 Lissovoy, et al. estimated US national medical expenditures for congenital 
syphilis for the first year following diagnosis at between $6.2 million and $4 7 million for 
4,400 cases, or as high as $10,682 per case.23 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, 730.24 Such studies suggest that the total 
cost of treating new STis in the SF EMA may be as high as $8.7 million per year, including 
an estimated $2.0 million to treat STis among persons with HIV and another $7.5 million 
in annual costs potentially resulting from the · - · -~-
need to treat persons infected with HIV as a Figure 12. 2.014 Tuberculosis Cases 
result of transmission facilitated through other Per 100,000 Popula on - Selected 
STis.2s Metropolitan Areas 

Tuberculosis (TB) is another critical 
health factor linked to HIV, particularly in 
terms ofits effects on recent immigrants and 
the homeless. The magnitude of the local TB· 
crisis is comparable to syphilis and gonorrhea, 
with a total of 197 new cases of TB diagnosed 
in the SF Metropolitan Area in 2014, 
representing an EMA-wide incidence of 11.1 
cases per 100,000.26 In San Francisco, the 
incidence is even higher, at 14.2 cases per 
100,000. San Francisco County's 2014 TB rate 
ranked second out of 58 counties in California, 
while San Mateo ranked third. San 
Francisco's TB incidence rate is more than 
double the statewide rate of 5.6 cases per 
100,000 and nearly four times higher than 

14 ..,., 
I ,----.-~----~-

, :: f-~ 
:t ~=1---
2 f;:_-r-__,.......--.,---

the national rate of 3.0 cases per 100,000 (see Figure 12).27 Treatment for multidrug
resistant tuberculosis is particularly expensive, with one study indicating that the cost 
averaged $89,594 per person for those who survived, and as much as $717,555 for 
patients who died.2B 

The growing local epidemic of hepatitis C also remains a significant concern. 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. In 2011 alone - the last date for which statistics are available - a total of 2,136 
cases of hepatitis C were identified in the San Francisco EMA, for a region-wide incidence of 
120.3 per 100,000. By contrast, the statewide incidence in California in 2011was88.3. Co
infection with hepatitis C can make persons living with HIV unable to tolerate new 
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treatments, and is the leading cause of death from chronic liver disease in America.29 While 
significant advancements have been made in hepatitis C treatment over the past two years, 
these treatments are extremely costly, and it is still unclear as to what extent insurers will 
be willing to shoulder the burden of treatment for low· income persons living with hepatitis 
C. At the present time, a 12-week course of Salvadi treatment costs $64,000 while a 12· 
week course of Harvoni treatment is $94,500. 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 oflife in those younger than 65, at a societal cost of 
$54.2 billion.so The HIV care system is rapidly becoming the default medical provider 
for many persons with hepatitis C - a trend which, as persons with HCV age, will 
place enormous cost burdens on the system. 

Additional Co-Factors: 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 even more critical for persons with co-morbidities 
such as substance addiction or mental illness, since maintaining sobriety and medication 
adherence is much more difficult without stable housing. Homelessness ts also a -critical 
risk factor for HIV, with one study reporting HIV risk factors among 69% of hQmeless 
persons.31 

Because of the prohibitively high cost of housing in the San Francisco EMA and the 
shortage of affordable rental units, the 
problem of homelessness has reached crisis 
proportions, creating formidable challenges 
for organizations seeking to serve HIV· 
infected populations. According to the 
National Low Income Housing Coalition's Out 
of Reach 2014report, Marin, San Francisco, 
and San Mateo Counties - the three counties 
that make up the San Francisco EMA - are 
tied with one another as the three least 
affordable counties in the nation in terms 
of the minimum hourly wage needed to rent 
an average two-bedroom apartment, which 
currently stands at $37.62 per hour (see 

• .• •· .· _·... > •.· Figure 1? •. · .·. .. . . .··· .•. . • . _ ... ·. 
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Figure 13).32 San Mateo County, CA $ 37.62 
Meanwhile, in 2015, the City of San Francisco 
has the by far the highest HUD-established ..,H_o_n_o_Iu_Iu_co_un_ty_,_H_l_-+--_$_3_5_.o_o_-i 
Fair Market Rental rate in the nation at 
$2,801 per month for a 2~bedroom 
apartment, which represents the amount 
needed to "pay the gross rent of privately 
owned, decent, and safe rental housing of a 
modest nature",33 San Francisco's 2015 fair 
market rental rate of $2,80i is neariy 50% 
higher than the rate of the next highest US 
county, Alexandria County, VA ($1,951).34-
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On January 24, 2015, the City of San Francisco conducted its bi-annual 24-hour 
homeless count, which identified a total of 6,686 homeless men and women living on the 
streets or in jails, shelters, rehabilitation centers, or other emergency facilities, a slight 
increase from the 2013 total of 6,436.35 The 2013 San Mateo County Homeless Census and 
Survey identified a total of 2,281 homeless people on the night of January 24, 2013, 
including 1,229 unsheltered homeless people living on streets and 982 sheltered homeless 
people.36 Recent estimates place the number of homeless people in Marin County from as 
low as 1, 770 to as high as 6,000,37 The City of San Francisco also serves an additional 
3,000 • 7,000 temporarily homeless individuals per year, which means that - with 
anywhere from 9,500 to 13,500 homeless per year· the city has the second highest per 
capita homelessness rate of any city in the u.s.ss 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 1990.39 Aging accelerates the 
progression of chronic diseases related to homelessness, including high rates of diabetes 
and hypertension, and complicates the problem of providing care to these groups. It is 
estimated that 23,540 individuals experience homelessness at some point during the year 
in the EMA, including an estimated 10,500 chronically homeless i~dividuals and 13,040 
temporarily homeless persons. 

The burden of costs that homelessness places on the local system of care is difficult to 
calculate, but adds significantly to the price of HIV/ AIDS care. At least 1,117 homeless 
individuals are estimated to be living with HIV or AIDS in the San Francisco EMA at some 
point each year (based on a 7% homelessness rate among PLWHA), and at least 42% of 
them are estimated to be out of care. Because of their disconnection from health and social 
service systems, homeless individuals are the population least likely to obtain regular 
health or preventive care. A study by the San Francisco Department of Public Health 
Housing and Urban Health Division found that the annual cost of medical care for homeless 
men and women averaged $21,000 for inpatient, emergency department, and skilled 
nursing facility care, a figure which decreased to an average $4,000 per year for · 
individuals placed in permanent subsidized housing.40 Meanwhile, a two-year University of 
Texas survey of homeless indiviquals found that the public cost of caring for the homeless 
averaged $14,480 per person per year, primarily for overnight jail stays.41 Overall, SF DPH 
estimates that the total costs of homelessness add at least an additional $16.2 million to 
the cost of care for HIV-positive individuals within the EMA - estimates that do not take 
into account the higher rates of HIV infection among homeless populations.42 

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's most recent report noted that 12,000 seriously emotionally distUrbed children 
and youth and 32,000 seriously mentally ill adults live in San Francisco, and that up to 
37% of San Francisco's homeless population suffers from some form of mental illness.43 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'~ homicide rate.44 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 
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research literature documents a broad range of HN seroprevalence rates, from 4% to as 
high as 2~%.45 Mental illness, depression, and dementia are also increasingly common 
among HIV-diagnosed populations, with 31% ofHlV 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.46 

The problem of substance use also plays a central role in the dynamics of the HIV 
epidemic, creating challenges for providers while presenting a critical barrier to care for 
HIV-infected individuals. The EMA is in the throes of a major substance abuse epidemic 
which is fueling the spread not only of HIV but of co-morbidities such as sexually 
transmitted infections, hepatitis C, mental illness, and homelessness - cpniiitions 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.S hospitalizations per 10,000 occurr!'ld in San Francisco, well above the· 
average statewide rate of 6.6per10,000. 47 At the same time, the rate for drug-induced 
deaths in San Francisco stood at 24.8 per 100,0.QO, more than double the statewide rate of 
10.8per100,00Q.48 Drugs and drug-related poisonings are also the leading cause of injury 
deaths among San F:r:anciscans, with nearly three San Franciscans dying each week of a 
drug-related overdose or poisoning. 49 ln terms of HIV, the most alarming current threat 
involves the local epidemic of methamphetamine (speed). Health experts currently 
estimate that up to 40% of gay men in San Francisco have tried methamphetamine,so and 
recreational crystal use has been linked to 30% of San Francisco's new HIV infections in 
recent years.Si 

The costs associated with the substance addiction epidemic in the San Francisco EMA 
add significantly to the local burden of HIV care. According to the National Office on Drug 
Abuse (NIDA), the total costs of drug abuse and addiction due to use of tobacco, alcohql, 
and illegal drugs are estimated at $524 billion a year and illicit drug use alone accounts for 
$181 billion in health care costs, lost productivity, crime, incarceration, and drug 
enforcement,sz 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,53 Such costs can be 
significantly offset by drug treatment services, which are estimated to save between $4 and 
$7 for every dollar spent on treatment. An average course of methadone maintenance 
therapy, for example, costs about $290 per month, while a range of methamphetamine 
treatment programs in San Francisco cost between $2,068 and 4,458 for a single course of 
treatment.54 

The problem of poverty presents another daunting challenge to the HIV care system. 
According to the 2010 Census, the average percentage of persons living at or below federal 
poverty level stands at 9.2% for the entire San Francisco EMA. Using these data, SF DPH 
projects that at least 490,201 individuals in the San Francisco EMA are living at or below 
300% of Federal Poverty Level, which translates to 27.6% of the overall EMA population 
lacldng resources to cover all bµt the most basic expenses. However, because of the high 
cost.ofliving in the San Francisco Bay Area, persons at 300% of poverty or below 
have a much more dif icult 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 
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system, it is estimated that at least 66~2% of all persons Imown to be living with HIV in the 
San Francisco EMA (n=10,557) are living at or below 300% of the 2013 Federal Poverty 
Level (FPL) including persons in impoverished households, while 93% of Ryan White· 
funded clients live at or below 300% ofpoverty.ss ARIES data reveal that as of the end of 
February 2015, 58.1 o/o of active Ryan White clients in the San Francisco are currently living 
at or below 100% of FPL while another 28.5% are living between 101 % and 200% of FPL. 
HIV-infected persons in poverty clearly have a higher need for subsidized medical and 
supportive services, accounting for at least $69 million in Part A and non~Part A HIV· 
related expenditures in the San Francisco EMA each year.s6 

It is also important to note that the City of San Francisco continues to have the 
largest per capita concentration of persons living with HIV of any metropolitan 
region in the United States. As of the end of 2014, an estimated total of 14,408 San 
Franciscans were living with either 
diagnosed or undiagnosed HIV, 
representing 84.8% of all persons 
living with HIV/ AIDS in the EMA, for a 
staggering citywide prevalence of 
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1, 789.3 cases of HIV per 100,000. 
This means that 1 in every 56 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 2014, the 
incidence of persons living with AIDS 
per 100,000 in San Francisco County 
was over nearly ten times that of Los 
Angeles County (2 70.S per 100,000) 
and nearly three times that of New 
York City (820.6 per 100,000) (see 0 +-/---,..----.-----r 
Figure 14).57 

LosAngeles NewYork San Francisco 
3.F) AIDS Pharmaceutical county City City & 
Assistance; While the San Francisco county 

EMA does not utilize Part A funds to ---~~~---.,...._, 
administer a formal Local Pharmaceutical Assistance Program (I.PAP), the County of Marin 
utilizes a small amount of Part A funding ($12,000 total in FY 2015) to support a 
Pharmaceutical Fund as part of the county's Emergency Financial Assistance program. 
The fund is designed to help people living with HIV/ AIDS pay for unexpected prescription 
medication emergencies. This may occur when public or private insurance will not cover a 
necessary prescription medication or when a person has no insurance and no alternative 
form of payment available for co-payments or for the full cost of prescriptions. The 
program is available to all who are Ryan White eligible and has a financial cap on the total 
amount spent for each client 

The fund cannot be used to pay for drugs that can be fully covered by ADAP, Medi-Cal, 
Medicare, any other or public or private health insurance program. The agency that 
administers the fund also provides benefits counseling and is an ADAP enrollment site. The 
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agency has 34 years of experience in providing HIV support services and works with local 
pharmacies to obtain the best possible pricing on medications. Prescriptions covered 
through the fund are received from the client's primary HIV care physician or from other 
clinicians working in close collaboration with the client's HIV provider who follow HHS HIV 
treatment guidelines. 

Marin's HIV Care Council advises on all of Marin's HIV/AIDS Care Service categories 
including the Pharmaceutical Fund. The Council is made up of HIV consumers, providers, 
and other effected parties and has been a functioning entity since 2004. This service 
category has been in place for the last decade. 

METHODOLOGY 

1) Impact of Funding 

1.A) Impact of the Affordable Care Act 

1.A.1) Uninsured and Poverty - Please see Figure 15. below 

Figure 15. FY 2016 San Francisco EMA Uninsured and Poverty Data Table 
Reporting Period: March 1, 2014 ·February 28, 2015 

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

• Total persons with HIV who are enrolled in 
Medicaid, Medicare, and marketplace exchanges1 

• Total persons with HIV without insurance coverage, 
including those without Medicaid or Medicarez 

• Total persons with HIV living at or below 138% of 
2014 Federal Poverty Level (FPL) · 

• Total persons with HIVIMng at or below 400% of 
2014 FPL 

5~481 

1,885 

4,700 

6,503 

O/o · <>i Rr~ii White 
·, .Papu1ati<l11. 

"' .-,:- ,-,-',, ,-., 

84.3% 

29.0% 

72.3% 

100.0% 

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

Source: ARIES Statistical Analysis Report (STAR), 7 /27 /15. 
1Does not include persons whose insurance status is listed as "unknown" at anytime within the reporting 
period. 
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2Includes persons covered under Ryan White (without insurance coverage) at any time within the reporting 
period. 

1.A:2) Impact of Insurance Expansion 

1.A.2.1) Servin2 PLWH Covered throu2h the Affordable Care Act: The advent of health 
care reform through the Affordable Care Act (AC.A) has resulted in significant, positive 
change in regard to the number and proportion of low-income persons with HIV in the 
region who benefit from affordable and more accessible health insura.nce coverage. 
California, whiCh has eagerly embraced the ACA since its inception, began the process of 
implementing the ACA over three years ago through its "Bridge to Reform" Section 1115 
MedicaicJ Demonstration Waiver program, which created the State's Low Income Health 
Insurance Program (LIHP). Eligibility and benefits available through LIHP, which was 
launched on July 1, 2011, mirrored to the fullest extent possible the expanded income 
eligibility levels and care packages of the expanded Medicaid coverage that became 
available on January 1, 2014. LIHP enrollees were split into two income-based categories: 
Medicaid Coverage Expansion (MCE) enrollees with family incomes up to 133% Oater 
138%) of Federal Poverty Level (FPL) and Health Care Coverage Initiative (HCCI) enro.llees 
with incomes above 133% (138%) and up to 200% of FPL. During the period.in which the 
program was operating, 19 different LIHPs operated to service Medicaid Coverage 
Expansion enrollees in a total of 53 of California's 58 counties. 

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

The LIHP Program proved to be a tremendous and unprecedented success. 
When LIHP coverage ended at midnight on December 31, 2013, more than 630,000 
Californians automatically became beneficiaries of expanded Medicaid service available 
through the Affordable Care Act SB An additional 24,000 individuals who did not qualify for 
expanded Medicaid began the process of obtaining coverage through the State's health 
insurance exchange, Covered California (see Marketplace Options section below). The 
outreach activities begun through the LIHP program continued in 2014 and 2015, resulting 
in highly significant decreases in uninsured populations in our state. According to the UCLA 
Center for Health Policy Research, the number of uninsured Californians had fallen by as 
much as 40% as of February 2015 as a result of ACA implementation,59 

Unfortunately, because of HIV case reporting restrictions that still exist in California, 
many of which stemmed from the early years of the epidemic when the fear of HIV status 
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By a Member of the Board of Supervisors or the Mayor · ·'.:~},)~ F?, fa .. h C::. C iJ 

I hereby submit the following item for introduction (select only one): [Q \ & SEP 20 PM f1t°e!fui~Pdate 
· a':~-L---IZI 1. For reference to Committee. (An Ordinance, Resolution, Motion, or Charter Amendment) 

D 2. Request for next printed agenda Without Reference to Committee. 

D 3. Request for hearing on a subject matter at Committee. 

D 

D 

D 

4. Request for letter beginning "Supervisor inquires" 

5. City Attorney request. 

6. Call File No. l.__ _______ ~l from Committee. 

D 7. Budget Analyst request (attach written motion). 

D 8. Substitute Legislation File No. I.__ ____ __. 

D 9. Reactivate File No. I,____ ____ ~ 

D 10. Question(s) submitted for Mayoral Appearance before the BOS on 
'---------~~---------' 

Please check the appropriate boxes. The proposed legislation should be forwarded to the following: 

D Small Business Commission D Youth Commission D Ethics Commission 

D Planning Commission D Building Inspection Commission 

Note: For the Imperative Agenda (a resolution not on the printed agenda), use a Imperative Form. 

Sponsor(s): 

I Supervisor Scott Wiener 

Subject: 

Grant Application - Health Resources Services Administration - Ryan White Act HIV/AIDS Emergency Relief Grant 
Program - $16,654,711 

The text is listed below or attached: 

Resolution authorizing the Department of Public Health to submit an application to continue to receive funding for 
the Ryan White Act HIV/AIDS Emergency Relief Grant Program grant from the Health Resources Services 
Administration, requesting $16,654, 711 in HIV emergency relief program funding for the San Francisco Eligible 
Metropolitan Area for the period of March 1, 2017, through February 28, 2018. 
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