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| FILE NO. 171144 RESOLUTION NO.

[Apply for Grant - Centers for Disease Control - Integrated HIV Surveillance and Prevention
Programs for Health Departments - $7,257,408]

Resolution authorizing the Department of Public Health to submit a one-year
application for calendar year 2018 to continue to receive funding for the Integrated HIV
Surveillance and Prevention Programs for Heaith Departments grant from the Centers
for Disease Control and Prevention, requesting $7,257,408 in HIV prevention funding

for San Francisco from January 1, 2018, through December 31, 2018.

WHEREAS, San Francisco Administrative Code, Section 10.170(b) requires Board

review of proposed annual or otherwise recurring grant applications of $5,000,000 or more

* prior to their submission; and

WHEREAS, San Francisco Department of Public Health (SFDPH) is currently a
recipient of the “HIV Prevention Project” grant in the amount of $5,692,956 and the "HIV
Surveillance" grant in the amount of $1,291,776 from the Centers for Disease Control and
Prevention, Department of Health and Human Services for calendar year 2017; and

WHEREAS, For this round of funding, SFDPH waé»instructed by the Centers for
Disease Control and Prevention to submit a one-year application request in the amount of
$7,257,408; and 4 .

WHEREAS, SFDPH uses these funds to provide epidemiological activities required to
support this system of HIV prevention as well as direct services provided by the Department,
or those subcontracted to qualified contractors selected through Request Fdr Proposals; and -

WHEREAS, The required strategies and activities for the Intégrated HIV Surveillance

and Prevention Programs for Health Departments grant are the follbwing: 1) systematically

~ collect, analyze, intevrpret and disseminate HIV data to characterize trends in HIV infection,

detect active HIV transmission, implemént public health intervention and evaluate public
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health reéponse; and 2) identify persons with HIV infection and uninfected person at risk for
HIV infection; and 3) develop, maintain and implement plan to respond to HIV transmission
clusters and outbreaks; and 4) provide comprehensive HIV-relate prevention services for
persons living with diagnosed HIV infection; and 5) provide comprehensive HIV-related
prevehtion services for HIV-negative persons at risk for HIV infection; and 6) éonduct perinatal
HIV prevention and surveillance activities; and 7) conduct community-level HIV prevention
activities; énd 8) develop partnerships to conduct integrated HIV prevention and care v
planning; énd 9) implement structural strategies to support and facilitate HIV surveillance and
prevention; and 10) conduct data=driven planning, monitoring, and evaluation to continuoﬁsly |
improve HIV surveillance, pre'vent‘ion and care activities; and 11) build capacity for conduction
effective HIV program activities, epidemiologic science and geocoding; and

WHEREAS, Ordinance‘No. 265-05 requires that City Departments submit applications
for approval at least 60 days prior to the grant deadline for review and approval; and

WHEREAS, The Centers for Disease Control and Prevention released the application

~ announcement on June 28, 2017 with a due date of September 13, 2017 allowing 53 business|

days for the entire process; and

WHEREAS, In the interest of timeliness, SFDPH is making this request for approval by

“submitting last year’s application for the Integrated HIV Surveillance and Prevention Programs

for Health Departments grant funding from the Centers for Disease Control and Prevention,
also including supporting documents as required, all of which are on file with the Clerk of the

Board of Supervisors in File No. ., which is hereby declared to be part of

the Resolution as if set forth fully herein; and, now, therefore, be it
RESOLVED, That the Board of Supervisors hereby approves SFDPH application

submission to the Centers for Disease Control and Prevention for the “Integrated HIV

Supervisor Sheehy ]
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Surveillance and Prevention Programs for Health Departments” grant for funding in 2018, to

be submitted no later than September 13, 2017.
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RECOMMENDED:

EAN~e

——

O
Barbara A. Garcia, MPA

@\ Director of Health
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Department of Health & Human Services
Centers for Disease Control and Prevention (CDC)
Integrated HIV Surveillance and Prevention Programs for Health Departments
(CDO)

‘ REQUIRED INFORMATION, PER SF ADMINISTRATIVE CODE SEC. 10.170(B) l

Funding Source’s Grant Criteria

The San Francisco Department of Public Health is currently a recipient of the HIV'
Prevention Project grant PS12-1201 in the amount of $5,652,956 and an HIV
Surveillance Grant PS13-1302 in the amount of $1,291,776 from the Centers for Disease
Control and Prevention (CDC), Department of Health & Human Services. The grant is
awarded to the City and County of San Francisco.

Applications for PS18-1802 may be submitted by State, local, and/or territorial health
departments currently funded under funding opportunity announcements . PS12-1201:
Comprehensive Human Immunodeficiency Virus (HIV) Prevention Programs for Heaith
Departments and PS13-1302; National HIV Surveillance System (NHSS), or their Bona Fide
Agents. Awards will be allocated using a funding algorithm that is based on 2014 prevalence
data (the relative share of the unadjusted number of people living with HIV through 2014
attributable to each eligible jurisdiction).

Department’s Most Recent Grant Application Materials

Year 2018 application announcement for the CDC Integrated HIV Surveillance and
Prevention Programs for Health Departments grant had been issued to the Department on
June 28, 2017 and due on September 13, 2017. Please see Attachment A for the latest
application materials dated September 12, 2017 for calendar year 2018.

Anticipated Funding Categories That The Department Will Establish In The
Subsequent Request For Proposals (RFPs) Process

The funds are awarded to the Department on an annual basis to cover an integrated HIV
Surveillance and Prevention Program for San Francisco residents. The funds are utilized
to support epidemiological activities required to support this system of HIV prevention as
well as direct services provided by the Department, or those subcontracted to qualified
contractors selected through RFP. ,

Required Strategies and Activities of PS18-1802 are 1) systematically collect, analyze,
interpret and disseminate HIV data to characterize trends in HIV infection, detect active
HIV transmission, implement public health intervention and evaluate public health
response; 2) identify persons with HIV infection and uninfected person at risk for HIV
infection; 3) develop, maintain and implement plan to respond to HIV transmission
clusters and outbreaks; 4) provide comprehensive HIV-relate prevention services for
persons living with diagnosed HIV infection; 5) provide comprehensive HIV-related
prevention services for HIV-negative persons at risk for HIV infection; 6) conduct
perinatal HIV prevention and surveillance activities; 7) conduct community-level HIV
prevention activities; 8) develop partnerships to conduct integrated HIV prevention and




care planning; 9) implement structural strategies to support and facilitate HIV
surveillance and prevention; 10) conduct data=driven planning, monitoring, and
evaluation to continuously improve HIV surveillance, prevention and care activities and
11) build capacity for conduction effective HIV program activities, epidemiologic
science and geocoding.

Comments From Any Relevant Citizen Advisory Body

The HIV Community Planning Council (HCPC) works with the health department
to write the Prevention Plan, upon which the application for funding is based and all
RFPs are based. A list of the HPPC members is included in Attachment B.




HIV Community Planning Council

Name Affiliation/Seat Phone Email Address
Number
Chuck Adams (650) 771-6247 cdapaca@yahoo.com 275 Graystone Terrace, Apt. 2
San Francisco, CA 94114
Orin Allen orin68496@gmail.com 1060 Howard Street
San Francisco, CA 94103
Margot Antonetty DPH/ Housing and Urban (415) 554-2642 margot.antonetty@sfdph.org 101 Grove Street, Suite 321

Health

San Francisco, CA 94102

Richard Bargetto

UCSF, Ward 86

(415) 206-6585

richard.bargetto@ucsf.edu

174 Lily Street
San Francisco, CA 94102

Bill Blum

HHS/Primary Care

(415) 437-6346

bill.blum@sfdph.org

337 Cap Street
San Francisco, CA 84410

Jackson Bowman

Huckleberry Youth Programs

(415) 745-3546

jbowman@huckleberryyouth.org

3310 Geary Boulevard
San Francisco, CA 94118

Ben Cabangun
Community Co-Chair

(951) 445-0373

ab.cabangun@gmail.com

1774 12 Street
Oakland, CA 94607

Cesar Cadabes UCSF (323) 376-8898 cesar.cadabes@gmail.com 178 Caselli Avenue
San Francisco, CA 94114
Ed Chitty Kaiser (415) 833-4258 edward.chitty@kp.org 340 Ritch Street, #3
' San Francisco, CA 94107
Billie Cooper (415) 424-1721 msbilliecooper@yahoo.com 709 Geary Street, Apt. 104

San Francisco, CA 94109

Zachary Davenport

DPH, South Van Ness
Behavioral Health Services

(415)642-4575

zachary.davenport@sfdph.org

755 South Van Ness
San Francisco, CA 94110

Michael Discepola

San Francisco AIDS
Foundation, Stonewall
Project

(415) 487-3102

mdiscepola@sfaf.org

82 Carr Street
San Francisco, CA 94124

Cicily Emerson

Marin DPH

(415) 413-3373

cemerson@marincounty.org

1600 Los Gamos Drive, Suite 350
San Rafael, CA 94903

Elaine Flores

Marin Care Council

(415) 299-7284

daffybugs03@yahoo.com

125'Willow Avenue, Apt. A
Corta Madera, CA 94925

Wade Flores

Marin Care Council

(415) 867-5644

floresdalyle@gmail.com

125 Willow Avenue, Apt. A
Corta Madera, CA 94925




HIV Community Planning Council

Timothy Foster

(415) 305-8608 .

timothyfoster1214@gmail.com

273 Baker Street,, Apt. 104
San Francisco, CA 94117

Matt Geltmaker

San Mateo County Health
System |

(650) 573-2077

mgeltmaker@smcgov.org

225 37 Avenue
San Mateo, CA 94403

David Gonzalez

Homeless Youth Alliance

(408) 823-2392

dgonzalez.cpg@gmail.com

431 Hickory Street
San Francisco, CA 94102

Dean Goodwin HHS (628) 206-7675 dean.goodwin@sfdph.org 681 Corbett Avenue, #5
Government Co-Chair San Francisco, CA 94114
Jose Luis Guzman CHEP (415) 437-6295 jose-luis.guzman@sfdph.org 25 van Ness Avenue, Suite 500

Government Co-Chair

San Francisco, CA 94102

Liz Hall

CA DPH, Office of AIDS/ Part
B .

(916) 449-5951

liz.hall@cdph.ca.gov

1616 Capitol Avenue, Suite 616, MS
770
Sacramento, CA 94814

Paul Harkin

Glide Foundation

(415) 674-5180

pharkin@glide.org

-242 Prospect Avenue

San Francisco, CA 94110

Ron Hernandez

(415) 867-7482

rhonhern@yahoo.com

2261 Market Street, #623
San Francisco, CA 94114

Bruce Ito Mayor’s Office of Housing (415) 701-5558 bruce.ito@sfgov.org 1 South Van Ness Avenue, 5" floor
“and Community San Francisco, CA 94103
Development
Lee Jewell (415) 552-5552 rljinsf@gmail.com 355 Fulton Street, Apt. 508
San Francisco, CA 94102-4429
Kevin Lee County of Marin (415) 473-3037 klee@marincounty.org 1600 Los Gamos Drive, Suite 350
San Rafael, CA 94903
T.J. Lee-Miyaki San Francisco AIDS (415) 724-1272 tjleeinsfca@gmail.com 80 Museum Way, Apt. A

Foundation, Positive Force

San Francisco, CA 94114

Jessie Murphy

UCSF, Alliance Health Project

(415) 502-7583

jessie.murphy@ucsf.edu

1930 Market Street
San Francisco, CA 94103

Irma Parada SFDPH HIV & Integrated (415) 581-3141 irma.parada@sfdph.org 798 Brannan Street, 2" floor
Services/ Jail Health Services San Francisco, CA 94103
Ken Pearce (415) 863-3304 kwpsf2 @gmail.com P.0. Box 14018

San Francisco, CA 94114

Mick Robinson

(415) 865-9884

mrmickster7 @gmail.com

260 McAllister Street, #304

San Francisco, CA 94102




HIV Community Planning Council

Darpun Sachdev

DPH, LINCS

(415) 487-5501

Darpun.sachdev@sfdph.org

356 7t Street
San Francisco, CA 94110

Stacia Scherich

(415) 665-7661

dropsicalhag@gmail.com

1536 Great Highway, #6
San Francisco, CA 94122

Michael Shriver

(415) 235-0464

dadanation@gmail.com

2450 Market Street, #102
San Francisco, CA 94114

Charles Siron
Community Co-Chair

(415) 655-3008

charlessiron@gmail.com

535 Geary Street, Apt. 910
San Francisco, CA 94012

Gwen Smith

DPH, Southeést Health
Center

(415) 671-7057

Gwen.smith@sfdph.org

2401 Keith Street
San Francisco, CA 94124

John Paul Soto

Lutheran Social Services of
Northern California

(415) 581-0891

jpsoto@lssnorcal.org

191 Golden Gate Avenue
San Francisco, CA 94102

Eric Sutter

Shanti Project

(415) 674-4754

esutter@shanti.org

730 Polk Street
San Francisco, CA 94109

(415) 283-6366

Community Co-Chair

Laura Thomas Drug Policy Alliance lthomas@drugpolicy.org 126(5 Vermont Street
San Francisco, CA 94110
Linda Walubengo Catholic Charities (571) 340-7876 Iwalubengo@catholiccharitiessf.org | 990 Eddy Street

San Francisco, CA 94109

Mark Molnar Program Director (415) 674-4726 mmolnar@shanti.org 730Polk Street
San Francisco, CA 94109
Ali Cone Program Manager (415) 674-4751 acone@shanti.org 730 Polk Street

San Francisco, CA 94109

Dave Jordan

Community Services
Manager

(415) 674-4720

djordan@shanti.rog

730 Polk Street
San Francisco, CA 94109

Liz Stumm

Program Coordinator

(415) 674-4739

Istumm@shanti.org

730 Polk Street
San Francisco, CA 94108
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A. BACKGROUND

Over the past 7 years, San Francisco’s rich | Fi5, 1. New HIV diagroses, deaths, and
network of community-based and clinical . Prevalence, 2006-2016, San Francisco
providers, in collaboration with the San LN Gk

w3003 Y BBg0Nn

Francisco Department of Public Health P i

)

(SFDPH), have embraced a data-driven
high impact prevention (HIP) strategy.
With scaled up testing, early.and . .
widespread treatment, a strong linkage to
care program, syringe and condom access,
and more recently PrEP, San Francisco

- (SF) cut new HIV diagnoses in half, from
459 in 2010 to 223 in 2016 (1. 1).! L

Inspired by such dramatic progress, in e
2013 SF launched the “Getting to Zero . Yeur

oy {andeg 196%
A

12000

- 10.000

shaeD misu'm-mmwm

BIGE

Humberor New HY Dlagrosusileaths

(GTZ) SF” initiative? with the goals of - ‘ -

zero new HIV infections, zero HIV-related deaths, and zero HIV-related stigma and
discrimination. SF has made substantial progress toward these goals and has improved each step
along the HIV care continuum (¥'1¢:. 2), However, there is still much work to be done.
Surveillance data shows significant disparities in linkage, retention, and viral suppression
among people llvmg with HIV (PLWH).!-* African-Americans and Latinos, trans and cis-

- gender women, people who inject

5 £ Continuum of HIV Care among PLWH, RO,J, | drugs (PWID), and people
~ PLWH reslding In SF at diagnosls (N=15,022) experiencing homelessness are
100%100% % PLWH residing in SF at dlagnosls & not known to less likely to be v1rally
100% - ‘ have moved out of SF (N=9,943) suppressed. In terms of new
' 81% - diagnoses, white men who have
80% - T4%pg 72% sex with men (MSM) have
¥ . benefited the most from the
| 3 60% - current HIP efforts. Even though
s most new infections continue to
£ 40% occur among white MSM, people
. of color make up an increasingly
& 20% 1 higher percentage of new
. , , diagnoses.
0% - i » - ) ' ‘ e : . . .
Tl g e 2 st Had bt Mishy | In summary, the epidemiologic
2014 landscape of HIV in SF in 2017 is

signiﬁcanﬂy different than 2010,
calling for a shift in how we implement HIP, This shift will require a seamless integration of
data and programmatic activities and multidisciplinary collaborations with local
stakeholders in order to move us further toward our goal of zero new HIV infections. Broad
stakeholder engagement with HIV prevention providers, the integrated HIV Community
Planning Council (HCPC), and SFDPH staff conducted in preparation for this application
revealed a unified vision about how to move forward, embodied in the following five guiding



principles: 1) Analyze and develop strategies to address disparities; 2) Address the underlying
social determinants of health contributing to these disparities; 3) Implement HIV prevention
with (not “to”) people of color that involves broad-based community education, empowerment,
and mobilization; 4) Mitigate the impact of HIV-related stigma on new HIV infections and
health outcomes for PLWH; and 5) Focus on the most vulnerable populations (both HIV-
negative and PLWH) who are not effectively served by the current approach, including people
experiencing homelessness, substance use, mental illness, trauma, incarceration, or some
combination of those factors (FIG. 3).

' ' ~ "SFDPH s Component A proposal expands on our
Fia. 3. Five Guiding Principles tar SF's commitment to fully integrate surveillance and

HIP Strategy, 2018-2022 prevention programs. It supports strategies that

have contributed to the dramatically decreasing
HIV incidence in recent years, and implements
shifts needed to align with the current
epidemiology, including a much stronger equity
focus. SFDPH’s Component B proposal

. describes Project OPT-IN (Opt in for Qutreach,
Prevention and Treatment) — an innovative,
broadly collaborative project serving those whose
lives are deeply affected by the social
determinants of health (i.e., the vulnerable
popula’uons identified in Guiding Principle 5). We must do a better job w1th these groups if we
hope to “get to zero,” for gll SF populations.

el

B. APPROACH

i. Purpnse

SF’s integrated prevention and surveillance program (F1G. 4) will maintain its strong emphasis
on HIP for high prevalence populations (MSM, PWID, trans women), while bringing an
increased focus to the prevention needs in communities of color and the HIV-related disparities
they experience in new infections, late diagnoses, linkage, retention, and viral suppression, If
funded for Component B, SF will be able to fully embrace the comprehensive strategy needed to
“get to zero” by strengthening services and systems for the most marginalized populations living
with and at rlsk for HIV.

Fm 4. ,urrPnt ang Pro'msed Focus

Current Focus (2010-present) -

- HIP for high prevalence populations, with some

. programming for communities of color and
marginalized populations

Proposed Focus, Component A

Maintain focus on high prevalence populations,
and expand HIP to better address disparities in
' communities of color

Proposed Focus, ComponentB
Add innovative programming to better address
disparities among marginalized populations \

populations

4 - A

Surveillance, Research, and Evaluation l>'
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il. Outcomes

SF proposes to reduce new HIV infections by 50% by 2022 — and likely more if funded for
Component B, Although this is perhaps an overly ambitious goal, we hope to inspire the HIV
community to come together to do everything possible to achieve it. ¥1G. 5 depicts all SFDPH
project period outcomes. ’

Fis. 5. Project Peried Outcomes

CBC Leng-tcrm Outromes SFDPH Outcomes .

»Reduce new HIV diagnoses by 50%, from 223 1n 2016 to 111
in 2022, as measured by HIV surveillance data

sIncrease the proportion of persons newly diagnosed with
HIV who are linked to care within 1 manth of diagnosis,
from 78% in 2015 to B5% by 2022, as measured by HIV
suryeillance data

-Increase the proportion of persons newly diagnosed with
HIV wiic achieve viral suppression within 12 months of
diagnosis, from 77% in 2015 to 85% by 2022, &s measured
by HIV surveillance data

eincrease retention in care among populations retained and
therefore virally suppressed (cis and trans gender women,
people of color, Latinos, PWID and homeless) by 5% by
2022, as measured by HIV surveillance data

+Reduce the HIV-related death rate among PLWH by 10%,
from 15 per 1,000 in 2015 to 13 per 1,000 by 2022, as
measured by HIV surveillance data

ifi. &irategies and Activities

Stiategy L: Svstemstically collect, snalyze, intarpret, and disseminate HIV data

SFDPH will conduct ongoing core HIV surveillance activities and HIV prevention program
evaluation to identify specific populations at risk for HIV and living with undiagnosed HIV.
Key HIV care and prevention indicators collected from core surveillance (for example, all steps
along the HIV Care Continuum as well as information on late testing) will be analyzed by
demographic characteristics to identify populations of concern. The data will be shared with
clinical and community-based providers and the HCPC, and HIV prevention strategies will be
rapidly adjusted to align with current trends. The SFDPH HIV surveillance and prevention
programs have an established history of collaboration, support and data integration/sharing and
dissemination. HIV surveillance data is shared with the LINCS (linkage, integration, navigation,
comprehensive services) program to: 1) Ensure all patients diagnosed with HIV in San Francisco
are offered partner services (PS) and linkage to care; 2) Improve the efficiency of PS activities
by providing HIV and viral load data on named partners identified through HIV and syphilis PS;
3) Provide and refine “not~in care” lists and STD patient lists for targeted outreach by LINCS
care and PrEP navigators, respectively; and 4) provide names of clinical providers diagnosing
HIV and STDs who may benefit from public health detailing activities.

SFDPH has been conducting Data to Care (DTC) Activities as a joint activity between HIV
surveillance and the LINCS program since 2012 when we conducted the study RSVP: “Re-
engaging Surveillance-identified Viremic Patients in Care” #°. Since then our DTC activities
have expanded (see Strategy 4 below for more detail), including efforts in the CDC-funded



PrIDE Project focusing on Affican-American and Latino MSM and trans women, Drawing on
this experience, we will be refining and improving our DTC efforts in the next five years and
applying lessons learned in DTC to local Data to PrEP efforts.

Another unique featurc of core surveillance activities at the SFDPH is our completion of a
medical chart review on all PLWH in San Francisco every 12 months to document and update
variables not collected at time of initial diagnosis. These variables include vital status, use of
additional therapeutic and prophylactic treatments, subsequent opportunistic illnesses, most
tecent address, and additional CD4 and viral load results. This allows us to track key indicators,
‘including evaiuvating SFDPH and GTZ initiatives such as the same-day ART initiation program, ™ =
and maintain a current address for all PLWH, which is key component to the success of the
DTC and LINCS programs. Address information is geocoded to the census tract level, This
enables HIV surveillance to produce maps shared in our annual epidemiology report and to our
prevention partners that show, for example, the geographic distribution of all PLWH, newly
diagnosed cases and their viral suppression and linkage to care rates, as well as testing rates by
age and zip code.

FDPH will also conduct HIV prevention program monitoring and evaluation. Community-
based organizations providing HIV testing will enter test-level data into EvaluationWeb by the
end of the week following the week in which to test was conducted; test data from medical
settings and select community-based test sites will be uploaded monthly.

SFDPH will meet all other CDC data reporting requirements by specified deadlines, including:
1) the final Evaluation and Performance Measurement Plan (by June 30, 2018), 2) the annual
performance report by September 30th each year, 3) data on performance measures (at least
twice per year); and 4) the final performance and financial report (by March 30, 2022). (For
additional information on program evaluation, see Applicant Evaluation and Performance
Measurement Plan).

Stratepy 2 ldentify nercens with HIY and uniafected prersons at risk for Riv?

Data from the National HIV
Behavioral Surveillance Survey FIG E SrDFH Testing )!\ppn:iacL ‘018-2022
(NHBS) indicates that the proportion
of undiagnosed HIV has plummeted
to an estimated 7% among all PLWH,
and among MSM it is 3% ©. Much of
this success can be attributed to
scaling up HIV testing. Starting in
2012 in SF, community-based HIV

nd co‘mmﬂmw
-pogagement in

- ommuniesof mlorm
' u} m;o:lc&n um:. r?

testing programs helped shift the community norm to embrace HIV testmg as part of regular
health maintenance, especially for gay men. In addition, primary care and other clinical settings
began to adopt routing HIV screening. SFDPH and its CBO providers also rapidly adopt new
technologies when and where they make sense, such as RNA testing at sites with high numbers
of new diagnoses.

The data clearly indicates that the testing strategy has been effective, and that we have been most
successful in addressing HIV among MSM, the population most affected by HIV for the last 30

® See Strategy 4 for Data to Care activities.



years. However, now with only a few hundred new diagnoses each year, getting to zero new
infections for all populations, even those with low incidence, will require new, culturally
specific, strategies to reach them. The proportion of undiagnosed HIV infection; for example,
varies by population and race. Among all MSM, undiagnosed HIV is estimated to be 3% but
among African-American MSM it is 14%, among Latino MSM it is 7%; among frans women it
is 5% and among PWID it is 44% °.

Our approach to testing over the next S years will be: 1) keep what has worked; 2) incorporate
strategies to achieve wider reach; and 3) implement some highly focused efforts to address
specific gaps (¥1G. 6). In 2018, HIV Preverition and Surveiilance will work closely with
community stakeholders such as the HCPC, CBOs, clinics, and the GTZ Consortium, bringing
together data and community wisdom, to determine how best to implement these shifts.

1) SFDPH will maintain;

¢ High-volume community-based targeted testing (including SFDPH City Clinic) for MSM,
PWID, and trans women, incorporating the latest testing technologies as appropriate;

» Integrated testing (where possible and where it makes sense, depending on resources and
data), including chlamydia, gonorrhea, syphilis, hepatitis B and C, and tuberculosis;

« Testing of partners of HIV-positive individuals through the LINCS PS program;

» Routine opt-out screening in SFDPH clinical settings;

¢ Routine perinatal screening; and

e Accessible, high quality laboratory-based HIV testing and case reporting, SFDPH will
continue to work with laboratories to ensure timely and accurate reporting, as required by
Title 17 of the California Health and Safety Code. In addition, SFDPH’s Public Heaith
Laboratory is supported with Component A funding and is a solid partner.

2) SFDPH will “cast a wider net” to a) address disparities in new infections among African
Americans and Latinos, and b) find cases in low incidence populations (such as women), This
does not mean testing anyone and everyone, which would not be high impact. In communities of
color, especially Black communities, culturally relevant communication and engagement
strategies that address the whole community are needed to reach the small percentage of people
at risk and link them to HIV testing. SFDPH will enhance its current efforts as follows:
¢ Implement culturally specific community engagement and mobilization with cornmunities
of color (see Strategy 7 for more detail) and link people to testing as appropriate;
¢ Further normalize and de-stigmatize HIV and STD testing to reach beyond those who
traditionally test, by continuing to expand medically based HIV opt out testing with 3™
party reimbursement (both within and outside of SFDPH); and
s Explore opportunities to expand integrated approaches to sexual health services in novel
settings (such as HIV/STD screening and PrEP delivery at pharmacies).

3) SFDPH will adopt highly focused strategies to address very specific gaps:

» SFDPH will conduct a deep exploration into the characteristics of newly infected individuals
and the circumstances surrounding their HIV acquisition, by conducting interviews (modeled
on a shortened Medical Monitoring Project interview) at diagnosis. The data will help us
understand and focus on the most current factors driving new HIV infections.

« SF continues to have a high proportion of late testers. Although the proportion of late
testers has declined in recent years, still 16% of people first testing positive for HIV in 2016
developed AIDS within 3 months of initial HIV diagnosis. They are often diagnosed in the
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emergency department or urgent care after already having been there at least once without
being tested. SFDPH will use public health detailing to increase routine testing in these
settings, as well as in pharmacies and parole/post-release programs.

o Undiagnosed HIV among PWID is estimated at 44% in NHBS 7 and we will pilot new and
innovative testing strategies for this population.

¢ We will explore network testing for “high-high” risk groups (e.g., MSM sex clubs).

e To address rising STD rates among MSM in the era of PtEP, SFDPH will ensure an
increased focus on sexual health and STDs in funded community-based testing programs,

- --and will use public health detailing with primary care providersto-increase their skills.

Partner Services (PS) is a critical intervention that allows SFDPH to efficiently identify, test
and treat sexually active, at-risk individuals in order to keep them healthy and prevent
transmission of HIV and syphilis to their partners. Our LINCS team consists of specialized
disease investigators based at City Clinic and public health clinics in SF, who offer PS and
linkage to care services to all newly diagnosed patients and re-linkage services to PLWH who
have fallen out of care. These activities are conducted in collaboration with HIV Surveillance.
Data from surveillance is used to identify all newly diagnosed persons (at private and public
medical or testing sites) for PS outreach. Named partners are routinely offered testing and PrEP
services (if HIV-negative) or HIV navigation (if HIV-positive and not-in-care). Surveillance data

is used to determine the HIV serostatus of named partners and who is eligible for HIV

navigation. We will expand PS to include provision of HIV preventive services to sexual and
needle-sharing partners of HIV-positive not in care (NIC) individuals identified through
LINCS navigation. LINCS PS will continue to use STD/HIV surveillance data (including
network transmission analysis) to maximize the number of persons identified for PS. In addition,
by working directly with sexually active patients, LINCS staff can often identify missed
opportunities for HIV prevention services (e.g. PrEP, PEP, STD or HIV testing) and connect
clinical providers to SFDPH’s existing public health detailing program, which provides
education on specific HIV prevention topics and strategies to clinicians. Information collected
through PS activities, including current contact information and HIV testing history, is routinely
fed back to HIV surveillance and updated in eHARS.

Strategy 3: Maintain iV transmission cluster/outbreak respounse plan

As a currently CDC-funded HIV Molecular Surveillance site, SFDPH has established program
capacity for cluster detection. We have exceeded CDC performance standards for HIV sequence
data collection and use this data for analysis of transmitted drug resistance in SF %, In addition to
continuing to cooperate in the investigation of multi-jurisdictional transmission clusters
identified at the national level by CDC, we will implement Secure HIV-TRACE to identify local
transmission clusters. Investigation of transmission clusters will identify risk networks of
concern, including those with recent ongoing transmission, persons with poor outcomes such as
unsuppressed viral loads, vulnerable populations such as PWID, persons with drug-resistance
strains of HIV, or persons with Stage 0 HIV infection. In the event of a cluster or outbreak, HIV
Surveillance and LINCS would partner to rapidly locate and link people in the cluster to care,
and provide testing and linkage to named partners.

Strategy 4: Provide comgprehensive HIV-related prevention sevvices far diagnosed PLWH

Implemented in 2011, SFDPH’s model LINCS program provides linkage to care for people
newly diagnosed with HIV, patient navigation for PLWH not-in-care (NIC), and partner




services, with the goal of linking to clinical care within 5 days of diagnosis. Surveillance and

LINCS share data to ensure that all persors newly diagnosed in SF receive PS and linkage to

‘care assistance at time of diagnosis, including ~50% who are diagnosed in private medical
settings, LINCS also works closely with the PHAST team (Positive Health Access to Services

" and Treatment) at the Zuckerberg SF General Hospital to coordinate rapid linkage to HIV care

and the initiation of antiretroviral therapy (ART) for patients diagnosed there.

Surveillance data has shown substantial improvement in initial linkage to care and ART
initiation among persons newly diagnosed with HIV (median time from diagnosis to first care

" visit isjust'7 days ahd‘iitme from first care to ART initiation has decreased from 30 days i 2012
to just 6 days in 2015). The RAPID Initiative, funded through the SF Getting to Zero initiative,
has facilitated these substantial improvements by 1) providing public health detailing to
providers about rapid linkage and ART initiation; 2) working with clinics to adapt workflows
and develop protocols so that newly diagnosed patients can be offered a first care appointment
within § days of diagnosis; and 3) developing and disseminating lists of “rapid® sites to CBOs,
HIV test counselors and the LINCS team, SFDPH will continue the LINCS, PHAST, and
RAPID efforts that have contributed to these improvements. Retention in care, however, remains
a substantial challenge. Retention in care has remained steady, ranging from 63% and 68% in
recent years, largely due to care barriers created by substance use, mental illness, homelessness,
and trauma. Therefore, our approach in next 5 years is to strengthen the existing continuum of
retention services (¥1G. 7), and establish systems to identify markers of risk for falling out of
care to allow earlier intervention and differentiated care services, before a person is lost to
care. Iin essence, we will move towards reframing the concept of retention to “preventing people
from falling out of care,” developmg corresponding indicators for assessing who is at rlek for
falling out of care and targeted services to prevent care attrition,

Our integrated HIV - e
prevention and FIG. 7: 5F Ifnkage ar.ngz retantion
surveillance program, seyvices continuum

using core surveillance
and other data as well
as comrmunity input,
will design and
implement specific
community-based,
clinical, and DTC
strategies to improve
retention. For
retention, as for linkage, our key team is LINCS. In 2015-2017, among patients enrolled in
LINCS navigation, 95% were re-linked to care as confirmed by surveillance data. Much of the
success of the LINCS program is attributed to established relationships and streamlined
communication with clinical providers in the public health clinics on which we will continue to
build. In 2017, funded through the SF Getting to Zero initiative, community-based intensive case
management services have been added to the retention service continuum, to take referrals from
LINCS for people who need significant ongoing support to remain engaged in care,

Additional community-based and clinical strategies will include developing and implementing a
protocol for retention planning with patients at initial diagnosis, increasing collaboration between
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the SFDPH’s Population Health Division and the San Francisco Health Network to increase HIV
retention panel management within SFHN, and aligning/leveraging Ryan White services with the
model in Fi¢ 7, Lastly, SFDPH will continue to support evidence-based prevention with
positives programs focused on reaching and supporting communities with the greatest retention
disparities. These programs will be peer-based and work closely with and get referrals from
partners across the retention continuum. In addition to these community-based and clinical
efforts, SFDPH has a robust and nuanced DTC program, which is a collaborative effort between
Surveillance and LINCS, LINCS was first developed in 2011 to re-link NIC patients and has
since expanded to receive NIC patient referrals from three sources: 1) clinical providers, 2) a
query of the SFDPH electronic medical record (EMR) cross-matched with surveillance to
remove patients who were already in care or who had migrated out of SF, and 3) a surveillance-
generated list,

In order to better understand the effectiveness of referral strategies and better target LINCS
resources, we compared navigation and linkage outcomes of NIC patients identified by these
sources ? (#1G. 8), Provider identified referrals were the most effective in terms of navigation

enrollment (42%), and included
only a small percentage of
people who were already in care

Fig 8. Provider-idariified referrals were most likely to be
located and enrolled in LINCS navigation

™
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(8%). In contrast, nearly a
quarter (24%) of the
surveillance-generated referrals
were already in care when
investigated.

Results from this evaluation will
be used to shift how we use
surveillance-only generated lists.
Although not as effective as -
other combination DTC strategies, survelllance-gcncrated lists may still be effective at
identifying populations that have the greatest disparities in retention, such as MSM of color and
trans women, Additionally, surveillance-generated lists are the only way to identify persons
living with HIV that have never accessed HIV care. Given the disparities in linkage and
suppression rates in the first 12 months after diagnosis', we will intensify efforts to ensure that
all patients who are not linked to care within one month of diagnosis or who are not virally
suppressed by 12 months after diagnosis are offered LINCS navigation services.

Strategy 5: Provide comprehensive HIV prevention services for HIV-negative parsons

Over the past 2 years, SFDPH and Getting to Zero have collaborated to rapidly roll out a
comprehensive PrEP strategy that builds upon our existing HIV infrastructure, while also
piloting innovative models for PrEP access, such as Data to PrEP and pharmacy-delivered PrEP.
The current strategy, which is exclusively funded through sources other than this FOA, is
detailed in F1G. 9. Through these programs, people can receive eligibility screening, linkage to
and support for PrEP, and adherence support. Social marketing and community engagement are
aimed at increasing consumer knowledge, access, and use, while the public health detailing effort
is directed at enhancing provider knowledge and support for PrEP. To date, PrEP roll out has
been a huge success. Programs have evolved rapidly to meet community needs and PrEP uptake
is generally high among MSM "%, SFDPH's priority for 2018 isto evaluate these very new
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programs and initiatives, and make data-informed decisions about what to integrate into our
ongoing core HIV prevention strategy once CDC Project PrIDE funding ends.

In addition, SFDPH will increase the impact of our Fic. 9: SFDPH PrEP Strategy

current PrEP strategies and interventions by:

«-Reducing the time from when a person wants to

start PrEP to first dose (anecdotally, a number of

- people have seroconverted during this period),
by increasing access to same-day PrEP;

e Facilitating connections between PrEP programs

to ensure no one is on a waiting list;

e Utilizing California’s PrEP Drug Assistance
Program (PrEP DAP) when it becomes
available;

e Increasing collaboration with the school district,
its CDC Division of Adolescent and School
Health (DA SH)-funded program, and local
colleges and universitiés to open additional
access points for young MSM and trans female
students;

e Incorporating PEP into all PrEP discussions, so
that clients who choose not to start PrEP know
how to access PEP;

e Closely monitoring PrEP access for young
MSM, trans women, and PWID, who have
particular challenges related to insurance and
stability, and make adjustments in our strategies
as needed;

. Contmumg to learn from communities about
their unique barriers and support and work with
community members to develop and
disseminate culturally appropriate messaging to
address misinformation and remove roadblocks
to PrEP access;

*City Clinic PrEP program

#SFHN Primary Care/W8E PrEP program
«Mission Wellness Pharmacy-based PrEp
slinkage to PreP for Hlv-negative partners

— P Sras

Tentified throUgh Partner Services

PrP navigation servic

«PrEP communly engagement, linkage to Prep,
and PrEP maintenance/adherence support for
communities with disparities in PrEP uptake
(trans women, Latino MSM, young MSM, Black
MSM)

«Our Sexual Revolutlm
s#AskaboutPrEP
*PrEP/condom campaign

«PrEP ambassadors/peer leaders

*PrEP town halls

-Commumty outreach at falrs and fest:vals

“+Public healt detal ing
»Citywide PrEP navigators group

*Training for HIV test counselors on PrEP
referrals and linkage

+Citywlde PrEP training and technical assistance
»GTZ PrEP Providers Subcommittee

+Data to PrEP

»Text messaging campaign to increase
knowledge and improve access

+Emergency Truvada for youth

e Strengthening panel management systems for PrEP programs at City Clinic, the SFHN and
CBOs to identify patients on PrEP who are lost to follow-up or have discontinued PrEP due
to changes in insurance status, so there is no interruption in PrEP;

e Scaling up a pharmacist-delivered PrEP program at a community based pharmacy in the

Mission district serving Latino clients;

» Ensuring that PrEP services and materials are available in Spanish;
o Integrating PrEP education for PLWH into Ryan White services and other services for

PLWH, including PrEP referrals for their partners.

In addition to PrEP, SFDPH will support community-based health education/risk reduction
services that aim to reduce the impact of substance use and other drivers on HIV acquisition,
educate and link people to PrEP and testing, and link people to other needed resources and
services, such as housing, mental health, and substance use. In 2018, SFDPH will work with the



HCPC and community-based HIV prevention providers to solicit input on these services, and
their ideas will be incorporated into the community-based HIV prevention RFP.

Strategv 6: Cenduct perinatza] HIV prevention and surveiliance activities

SFDPH has not had a case of perinatal HIV since 2005 and therefore will continue its current
successful strategy of perinatal HIV prevention — supporting routine testing of pregnant women
and collaborating with the UCSF HIVE Program (see HIVE letter of support). In addition to
providing direct services, including pre-conception and prenatal services for women living with
. HIV and women with BIV-positive partoers as well as PrEP for women at risk, the HIVE =~
Program works to build and sustain capacity throughout San Francisco for perinatal preventlon
HIVE promotes routine perinatal HIV testing of all pregnant women per CDC
recommendations, operates a perinatal HIV hotline for clinicians, trains clinical providers and
frontline workers, integrates perinatal prevention activities into methadone clinics and homeless
- outreach, and targets capacity-building for PrEP and prevention interventions to clinics where
women are diagnosed with HIV.

SFDPH will continue its routine case surveiilance including women diagnosed with HIV and
their infants if meeting HIV case definition. Data on women with HIV and perinatal HIV are
included in the annual surveillance report. In addition, HIV surveillance matches the HIVE
patient registry of HIV-positive women to the surveillance registry to determine sustained viral
suppression among HIV-positive post-partum women to assist HIVE with outreach to women
who fall out of care after delivery. SFDPH requests to opt out of Perinatal HIV Exposure
Reporting and Fetal Infant Mortality Review because of the absence of a perinatal and pediatric
HIV case in over 12 years. '

Srategy 7: Conduct community-ievei HIV prevention activities

Social Marketing/Social Media. The overarching themes for social/marketing media efforts will
be raising awareness about PrEP and how to access it, addressing HIV- and PrEP-related
stigma, and promoting overall sexual health:(for example by incorporating STD prevention
messages into HIV prevention and PrEP campaigns). We will focus on producing messaging and
imagery, and using social media and other communication channels that are tailored to
specific populations. SFDPH will strengthen community engagement in campaign development
and messages, to ensure cultural relevance, For example, messages disseminated through
Spanish radio might be appropriate for reaching Latinos. Messages that speak more to people’s
complex racial and cultural identities rather than gay-identity-focused campaigns might be more
effective in Black and other communities of color, Effective use of social media for youth
(Instagram, Twitter, Snapchat) is also a priority to make HIV testing and PrEP “trendy” and not
stigmatized, In general, SFDPH will increase the online presence of sexual health education and
risk reduction, incorporating information about PrEP and other emerging developments.

Community Mobilization. Mobilizing communities is critical to the success of all other HIV
prevention strategies, There is consensus among SFDPH and our partners that the current
approach to HIV prevention has essentially reached everyone it’s going to reach. Our most
important job now is to scale up “risk-blind” broad-based community engagement and
mobilization — fostering community ownership of prevention by respecting and working within
communities’ own cultures, social systems, institutions, and norms. For the past 7 years, HIV
prevention has focused on gay and other MSM, PWID, trans women, and PLWH. This strategy
has been enormously successful in reducing new HIV diagnoses, but with over 200 new
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diagnoses each year, these approaches have not worked for everyone. It is time to try sométhing
new. This shift will not always require additional resources, but rather a shift in thinking and
approach.

For example, Black MSM continue to experience disparities across the prevention/care
continyum. What we will move toward is: a consistent presence in the Black community to build
trust; prevention workers who are peers and live in the community; relationships with
community leaders and their networks; dialogue with individuals and families at churches, flea
markets, at barbecues —where family and- community lives and thrives; and a focus on health and
wellness and meeting the needs articulated by the community (ot the health department), rather -
than a singular focus on HIV, Black MSM have the triple stigma of being a sexual minority,
being affected by HIV, and being a person of color, Some may have been disowned by their
families of origin, yet are unable to find a family of choice within the gay community due to
racism. Prevention efforts need to fully embrace and work within the reality of Black community
members’ lived experience and reach all Black MSM including those for whom mainstream,
gay-focused HIV messaging does not resonate and for whom services designed for gay men do
not feel welcoming. SFDPH and community providers will integrate this ground-up
community-centered approach into all of our work.

Syringe access and disposal. Syringe programs have provided sterile syringes, supplies, and
treatment referrals to people who inject drugs (PWID) in San Francisco since 1990. These
programs are widely believed to be responsible for the relatively low HIV prevalence and
incidence among PWID and their heterosexual non-PWID sex partners. SFDPH will continue to
support syringe access and disposal services and collaboration with CBOs that manage the sites.
Currently, there are 12 sites that offer multiple hours and days of coverage, and we are always
exploring how to improve access for PWID in parts of the City with less coverage. Through the
Syringe Access Collaborative (SAC), services are available daily, and 87% of PWID report
having accessed free syringes through these programs.’ In addition to sterile equipment, syringe
programs provide active drug users with a safe and welcoming environment to get information,
naloxone, referrals to primary care and other services, and linkage to substance use treatment and
hepatitis C testing and treatment. Lastly, syringe disposal is an important component of the
program and represents our commitment to keeping City streets safe and clean. This includes
conducting citywide sweeps and clean-up events, placing outdoor disposal kiosks, and working
with neighborhood associations to identify creative solutions for syringe disposal.

Condom access. In San Francisco, access to free condoms is high. SFDPH and its community
partners distributed more thagr 1.6 million free cordoms in 2016, and NHBS data show that
70% of MSM reported receiving free condoms, over 60% reported using them, and free condoms
from HIV organizations increased from 9% to 40% from 2004 to 2011 7, To maintain access,
SFDPH will continue to support targeted distribution at clubs, bars, clothing stores, DVD rental
outlets, leather goods stores, gyms, and other locations frequented by MSM. Additional agencies
and venues (healthcare and non-healthcare) not already receiving condoms can place an order to
receive free condoms from SFDPH’s Condom Distribution Program. SFDPH will expand
collaboration with local businesses to bring free condoms to communities with less access. Ryan
White and HIV prevention providers will continue to be required to make free condoms available
to clients. In addition, Jail Health Services maintains 14 condom dispenser machines across three
jail facilities, from which more than 11,000 condoms were distributed in 2016.

San Francisco’s biggest challenge with condoms is not access, but use. The changing role of
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condoms in HIV prevention is perhaps best exemplified by the change in language — we no
longer talk about “unprotected sex™ but rather “condom-less sex” — because data shows that sex
while on PtEP or ART is essentially protected sex when it comes to HIV transmission. With
PrEP uptake and the proliferation of the “undetectable = un-transmittable” message among
MSM, there have been concurrent declines in condom use and increases in STD. A recent
publication using SF MMP and surveillance data found that HIV-positive MSM reported a
higher prevalence of condom-less anal sex with negative partners on PrEP vs, not on PrEP !,
This phenomenon has created a dilemma: How do we affirm the sexual liberation that PrEP and

__ ART have brought while emphasizing that condoms are. still relevant for STD prevention? How
can SFDPH promote meaningful messages about condoms without the messages being dismissed
as being “out of touch”? SFDPH, the HCPC, and prevention CBOs will grapple with these issues
in the coming months. . '

Stratezy 8: Deveios partnerships to conduct integrated HIV prevention and carz planning

In mid-2016, San Francisco held the first meeting of its integrated prevention and care council -
the HIV Community Planning Council (HCPC). The HCPC is currently co-chaired by Jose-Luis
Guzman (SFDPH HIV prevention representative), Dean Goodwin (SFDPH HIV care
representative) and Community Co-chairs Ben Cabangun, Charles Siron, and Linda Walubengo.
SFDPH and the HCPC are close partners in HIV prevention, and we strive to develop a
collective vision and shared priorities for HIV prevention. HCPC meetings are a place for open
discussion and debate on current challenges in HIV prevention, care and treatment. SEFDPH
brings both leadership and humility to the Council process, ensuring that the HCPC uses data-
driven methods for setting priorities while also listening to the community’s lived experience. In
addition to the HCPC, SFDPH is part of multiple prevention and care networks — Getting to
Zero, HIV/AIDS Provider Network, Citywide PrEP Navigators Group, HIV Frontline Workers
Group, HIV Testing Coordinators Group, Transgender Advisory Group, and many othets. '

The HCPC’s first integrated plan was released in late 2016, shortly after the newly formed
Council convened. The 2016 plan is the current active plan. Because it was released at the end of
2016, it will not be updated this year; in 2017, the Council will focus on monitoring progress on
the priorities. The plan will be updated in 2018 in collaboration with HCPC.

Sirategy 9: limplement structural strategies to sipport HIV surveillance and prevention

SFDPH has a long history of collaboration between HIV surveillance and prevention programs
including, for example, sharing data for Partner Services, DTC activities (including working with
CBOs and medical clinics) and Data to PrEP. We will continue to improve data sharing and
address any barriers in order to further improve the integration of surveillance, program, and
clinical data and develop data-driven HIV prevention efforts while protecting patient/client
privacy. Our data managers and epidemiologists are cross-trained to work across systems and we
will continue to further integrate our databases into one system for HIV and STD surveillance
and prevention services. Updated contact information from DTC activities update the HIV
surveillance registry. Additionally, we will explore new sources of data, from private sector
health systems and pharmacies for example, to facilitate our activities.

Strategy 10: Conduct daia-driven planaing, monitoring, and evaluation

SFDPH has a long track record of data-driven HIV prevention, working with the community
planning group to understand the community context behind the data, and developing a
prevention strategy that directly addresses current HIV trends. Epidemiologic data is shared with
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the HCPC to inform the Integrated Plan. SFDPH
then solicits services and implements community-

Epidemlolognc mm; ~-Integrated

based and DPH-based programs and SFDPH in Profile Plan
collaboration with the HCPC and Getting to Zero \ '
evaluates these programs and services, and quality . -

£ ! . %
nnprovement is ongoing based on findings (I136G. 12). ongang Fi5, 10: SEDEH Kb or
Strategy 15: Build capacity for HIV program, i cluaﬁ‘t\r’c data-driven °°"t:;"s:g'ty'
epidemiology, and geocoding activities mprovmt planning cycls  sarvices

2018 will be an intensive capacity-building year for
San Francisco’s HIV prevention CBOs. SFDPH will
work closely with the HCPC, CBOs, and other

Monitoring & '

evalustion

implementation
of services

stakeholders to plan for shifts in HIV prevention ™ A
strategies and activities as described in 1-7 above. i =
Capacity-building assistance (CBA) needs will be assessed and CBA plans developed annually
thereafter. A new Community-Based HIV Prevention Request for Proposals (RFP) will result in
new services in January 2019. SFDPH does not anticipate any epidemiologic CBA needs.
Furthermore, HIV surveillance conducts extensive geocoding activities including, for example,
mapping new diagnoses, PLWH, and viral suppression.

Cotlaberations '

SFDPH’s HIV surveillance and prevention work is distributed primarily across three health
department branches: 1) Applied Research Community Health Epidemioclogy & Surveillance
(ARCHES); 2) Community Health Equity & Promotion (CHEP); and 3) Disease Prevention &
Control (DPC). Together, we maintain strong collaborations with federal funders including CDC,
HRSA, and SAMHSA, and we are members of UCHAPS and NASTAD. To ensure the
communication, collaboration, and coordination needed to deliver a comprehensive local
continnum of services, the SFDPH actively engages in multiple partnerships. Examples are:

o California Department of Public Health: SFDPH partners with the State Office of AIDS (see
attached Letter); State Office of Viral Hepatitis Prevention regarding HCV testing, linkage,
and treatment; and the State and Active Communities Branch on naloxone distribution.

« Neighboring counties: San Mateo and Marin counties, although no longer part of SF’s
funding jurisdiction, remain strong partners on the HCPC. SFDPH also partners with
Alameda County to support their 90-90-90 initiative and coordinate DTC activities.

e CBOs: SFDPH has a rich network. and healthy collaborations with dozens of funded and non-
funded HIV prevention and care CBOs throughout SF, for service planning, implementation,
and evaluation, Our current funded CBOs were invited to give input on this application at a
meeting held on July 17, 2017.

s Partners within SFDPH: ARCHES, CHEP, and DPC collaborate with the SF Health Network
(SFHN), which is the service delivery section of SFDPH, on several systems change
initiatives, such as increasing routine HIV screening, strengthening HCV primary care
treatment capacity, and expanding harm reduction approaches in substance use treatment. We
also support direct services within SFHN, such as clinic-based PrEP, the PHAST team at
Zuckerberg SF General Hospital, and retention navigation services. LINCS has strong
connections with SFHN providers, which enhances navigation effectiveness.

» Collective impact efforts; ARCHES, CHEP, and DPC staff serve on the leadership and
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committees of GTZ and End Hep C SF (EHCSF), providing input on programmatic strategy
and data on key metrics and progress towards their achievement. This allows GTZ and
EHCSF to identify gaps in services and seek funding ~ in fact, many of the Component A
services are partly supported by funding that the GTZ Consortium raised. SFDPH also
partners with Tenderloin Health Improvement Partnership to address environmental stress in
this poor SF neighborhood related to substance use, homelessness, and other social
determinants of health.

i

Target #opulations and Heaith Disparities

This application proposes to reach people living with and at greatest risk for HIV in SF, as
described in our Integrated Prevention and Care Plan, The focus continues o be on high-
prevalence populations — MSM, PWID, and trans women — because these three populations
together make up 97% of PLWH and 90% of new diagnoses. In addition, both Components A
and B have a strong equity lens. Component A describes specific strategies to address identified
health disparities and their underlying social determinants. For example, Black and Latino
MSM are over-represented among new HIV diagnoses; we have put in place culturally specific
PrEP programs for these populations that include ways to address barriers to PrEP, such as lack
of insurance and housing instability. Layering an equity focus on top of an already strong
foundation of prevention for high-prevalence populations will propel us further towards zero and
achieve the goals of this funding announcement.

C. APPLICANT EVALUATION AND PERFORMANCE IMIEASUREMENT PLAN — See Attachment.

D. ORGANIZATIONAL CAPACITY OF APPLICANTS TO IMPLEMENT THE APPROACH

Community Health Equity & Promotion (CHEP) Oversees communlty based services; co-chairs
: the HCPC
Disease Prevention & Control (DPC) | Oversees clinically-based services including LINCS;
houses City Clinic and the Public Health Laboratory
Applied Research Community Health HIV surveillance; DTC actlvities; data analysis and
Epidemiology & Surveillance (ARCHES) dissemination
Center for Learning & Innovation (CLI) Capacity-building and communications
Center for Public Health Research (CPHR) & Clinical trials and intervention research
BridgeHIV
Office of Equity & Quality Improvement (CEQ}) | Policy
HIV Health Services {HHS; part of SFHN) Oversees Ryan White services; co-chairs the HCPC

SFDPH’s mission is to protect and promote the health of all San Franciscans, We have two
primary divisions: 1) the Population Health Division (PHD), where ARCHES, CHEP, and DPC
are located, and 2) the San Francisco Health Network (SFHN), which includes the hospitals and
clinics, behavioral health, HIV Health Services (which oversees Ryan White funding), and other
direct health services. This means we have broad capacity across PHD and the health department
to implement HIV prevention, despite the substantial funding reduction SF will receive from
CDC under this program announcement. (We anticipate being able to achieve the desired
outcomes eéven with reduced funding, through leveraging in-kind staff resources and expertise,
improving service integration, and exploring efficiencies.) We maintain strong collaborations
across the Branches to ensure a unified approach to HIV prevention, and use communication
technology such as Sharepoint, GroupSite, and Zoom to ensure we are all aware of each other’s
efforts and are in sync. All our work is conducted under strict security and confidentiality
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guidelines and procedures. All PHD branches accessing data with personal identifiers are
required to adhere to the security and confidentiality guidelines of the CDC, the State Office of
AIDS and the SFDPH. In addition, PHD has strong collabotations with the Department's
Information Technology leadership and staff in order to manage the physical and technological
infrastructure needed to support and maintain all PHD activities, including creating, modifying,
and maintaining data systems to inform decisions across the Division.

i. ‘Aorkforie Capacity

The SFDPH and PHD workforce is extremely experienced and competent with implementation
of the 11 required strategies. First, we work hard to ensure that thé Tocus populations are
represented in the work force. For example, on staff are several gay men, including gay men of
color; African Ameticans; Latinos/as; trans women; PLWH; and former substance users. Second,
our leadership and staff have extensive experience in the strategies and interventions. To list a
few examples, Thomas Knoble, who oversees community-based testing, has 25 years of
experience in this area. Erin Antunez, LINCS Manager, has 9 years of experience. Jose Luis
Guzman was once a community co-chair of the HIV Prevention Planning Council; now he is on
staff, and serves as a government co-chair of the HCPC. Ling Hsu, Core Surveillance Director,
has ovet 20 years of experience in HIV surveillance. Third, we have a strong track record of
integrated prevention and surveillance program development, as demonstrated by our excellent
DTC and, more recently, Data to PrEP programs that have resulted in improved re-linkage to
care and increased pathways for identifying people who might benefit from PrEP.

ii. Staifing (see attached program organizational chart)

The Principal Investigator (PI) will be Tomds Aragén, MD, DrPH. Dr. Aragén is the Health
Officer of the City and County of San Francisco, and the Director of PHD. He will be
accountable for overall planning, implementation, monitoring, and reporting. Tracey Packer,
MPH, Susan Scheer, PhD, MPH and Susan Philip, MD, MPH will serve as Project Co-
Directors. Ms. Packer, CHEP Director, is responsible for community-based HIV prevention
services. She is a recognized community leader, serves on the GTZ Steering Committee, and has
over 20 years of experience in HIV prevention, Dr. Scheer is the Director of HIV Epidemiology
and Surveillance within ARCHES, with over 20 years of experience in HIV research including
over 10 years in HIV surveillance. She served as an original member of the CDC DTC Working
Group and as an expert advisor on the CDC DHAP external review panel that recommended that
CDC integrate the surveillance and prevention grants and funding. Dr. Philip, DPC Director, is a
public health physician who is-board certified in internal medicine and infectious diseases and
has 12 years of experience in STD/HIV clinical, biomedical and disease intervention prevention
strategies. She serves on the CDC/HRSA Advisory Committee on HIV, Viral Hepatitis and STD
Prevention and Treatment (CHAC) and is co-Chair of the CHAC STD Workgroup. They will
oversee work conducted by staff in their respective Branches, ensure fidelity to the work plans
and evaluation plans, and maintain smooth implementation of the project. Key project
implementation staff include: 1) ARCHES - Ling Hsu, MPH, Director of Core HIV
Surveillance; 2) CHEP - Johu Melichar, Community-Based HIV Prevention Services
Coordinator; Dara Geckeler, MPH, Evaluation and Quality Improvement Coordinator; and 3)
Stephanie Cohen, MD, MPH, Medical Director of SF City Clinic and Section Director for
HIV/STD Prevention; Darpun Sachdev, MD, Medical Director of LINCS. Further details on
project staff, their expertise, and roles are available in the Budget Narrative.

E. WORK PiAN — See Attachment.
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A. BACKGROUND

. Project OPT-IN Vision
SFDPH proposes to implement a novel A network of homeless services that meets the needs of
demonstration project called Project OPT-IN people living with or at risk for HIV, providing them with
(“opt in” to Outreach, Prevention & all t?e:ltesources an: support needed to stay HIV-negative
Treatment) to reduce HIV-related disparities L 2 V/e UPPIEssed

and health inequities across the spectrum of prevention, care, and treatment for homeleszsb

.. populations living with and at risk for HIV. Secondary target populations (many cfwhom arc—
also homeless) include PWID, opioid users, and other substance users; women at risk/living with
HIV, people with a history of incarceration, and PLWH co-infected with HCV, Local
epidemiologic data continually show that these populations are not being effectively reached by
current prevention strategies, and that they need to be reached in order for SF to “get to zero.”
People of color are disproportionately represented in these groups, and we expect Project OPT-
IN to improve care continuum outcomes for African Americans and Latinos as well.

B. APPROACH

I Purpose and Retionale

Project OPT-IN will improve HIV-related outcomes across the care continuum by providing
services to address critical gaps in HIV prevention and care services for the target populations,
while simultaneously working to transform systeinis and practices, thus reducing the long-term
need for such services.

,Projec: ‘OPT-IN is critically needed, Although SF has-made great progress towards “getting to
zero,” not all populations have benefited equally. Of the 7,000 — 12,000 homeless people
estimated to be living in SF, 11% are living with HIV'2, Viral suppression among homeless
PLWH is 31%' and homeless PLWH have higher rates of hospital utilization and substance use.
This population experiences severe co-morbidities and barriers to care in addition to
homelessness, including diagnoses of alcohol abuse (39%), drug abuse (49%) and psychoses
(30%), and 48% did not have a medical home'3, Unstable housmg also has a negative impact on
PrEP retention, Data from the US PrEP demonstration project show that unstable housing was
associated with early loss to follow-up and intermittent retention on PrEP', Inequities continue
10 exist across the care continuum for other Project OPT-IN priority populations as well, For
example, overall, 73% of PLWH in SF are virally suppressed, compared with women at 66%,
and PWID at 63%. Additionally, nearly 100 HCV/HIV-co-infected persons identified through
surveillance data are not in care for their HIV.

Project OPT-IN meets HCPC and community priorities. The goals of Project OPT-IN are
well-aligned with San Francisco’s Integrated HIV Plan (see attached HCPC letter of support).

Project OPT-IN is innovative and will identify promising practices for use in other
jurisdictions. SF’s Project OPT-IN, in combination with the strategies in Component A, address
the entire spectrum of HIV prevention and care for the all persons at risk for or living with HIV,
especially those experiencing the greatest inequities, Lessons learned in SF will be applicable to
other jurisdictions regardless of the demographic make-up of their HIV epidemic.

i. Outcomes

b The term “homeless” is inclusive of people experiencing homelessness chronically or intermittently, people who
are marginally housed, including, for example, people who live in single room occupancy hotels.
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Project OPT-IN aims to contribute to the following long-term goals: 1) Reduce the number of
new infections damong homeless persons, as measured by HIV surveillance; 2) Increase the
proportion of newly diagnosed homeless persons who are linked to care within one menth of
diagnosis; 3) Increase retention in care among PLWH who were homeless at diagnosis; and 4)
Increase viral suppression among PLWH who were homeless at diagnosis. The attached
Evaluation and Performance Measurement Plan (EPMP) describes the project period outcomes
and quantitative process measures and qualitative assessment that will measure progress made
towards these goals and outcomes. :

O PV c P B

il, Strategies and Activities”
Homelessness is a significant and high-profile issue in SF. This has led to intensified efforts in
recent years to improve collaboration across the multiple agencies and institutions serving this
population. Project OPT-IN will ensure that HIV expertise and patient needs are front and center
as these service providers re-invent their approach to homeless health, moving from “reactive
mode” (red zone) to a wellness model (green zone) (Fig. 1). Project OPT-IN will take a parallel
approach — providing HIV-specific services, while simultaneously building the capacity of
existing systems of care to meet HIV-related needs, thus reducing the long-term need for these
costly HIV-specific services. | '

1FiG. 1t Proye L@Pi -1 Cmmmrmmmens \Warm Handoffs (aamameemes

\ A
' 1 | ,,,,,- }
Transition &
T stabllization services
Clinic-based Care Community-based Short-Term Navigation Mobile Medical/
Coordination intensive Case {care and PrEP) lail-Based Care
Management {ICM}
Proposed LINCS HIV care ICM for homeless Prevention Services PSOT will provide
. coordinators PLWH Cutreach Team (PSOT] | HIV/HCV/STD testing
Services | . hedded in clinics will pravide navigation | and linkage to care
HIV care coordination | ICM for HiV-negative Improve use of data for' | DTC for homeless &
Pmpczsed integrated Into clinic people & PrEP users locating patients lost te | Data to Care/Cure for
Innovations | .. gous care PLWH with HCV
Proposed 1) Cross-agency integration of data, risk assessment, and care planning
Systems Change 2) Improve Inter-agency and inter-program warm hand-offs
~ Efforts _3) Integrate HIV and drug user health services Into homeless services

Red Zone Effarts = Mobile Medical Care and Short-Term Navigation’ '

Services. A new SFDPH Prevention Services Ouireach Team (PSOT) w111 1mplement
homeless health outreach, both at the individual level and via organized inter-agency
_ encampment health fairs. PSOT will be jointly coordinated by SFDPH’s community health and
clinical services branches. The team members and their roles are described in the budget
narrative, PSOT will provide testing servmes, linkage to care, and short-term care and PrEP
navigation.

Innovetions. 1) Data to Cara for Homeless. Using existing hybrid DTC methods (data from
surveillance as well as clinical providers), the Project OPT-IN Data Science Team will generate
lists of newly diagnosed and virally unsuppressed homeless individuals for PSOT, and PSOT
will also actively seek referrals from providers. Priority will be given to PWID, women, and
those with a history of incarceration. 2) DTC?. SFDPH will pilot a first of its kind Data to
Care/Data to Cure (DTC?) effort. SFDPH will harness its extensive DTC experience and
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multiple data sources (e.g., HIV and HCV surveillance data, patient medical records, SFHN
HCV treatment data) to generate a list of NIC HIV/HCV-co-infected persons. PSOT will work -
the list, and offer HCV treatment to those located as an incentive to re-engage in HIV care.
During the 8- to 12-week HCV treatment course, PSOT staff will work with the patient’s
medical team to lay the groundwork for continued HIV care engagement. We expect this to be
successful, because SF’s anecdotal experience and a recent study'> have shown that patients
undergo remarkable behavioral/psychological changes when their HCV is cured, such as
increased energy and motivation, which can help to improve HIV care engagement. In addition,
SFDPH has a robust infrastructure for HCV. treatment with.capaeity fo treat new patients,
Between 2015 and 2016, SFDPH doubled the number of people treated for HCV,

One of the biggest challenges for SF navigation efforts is locating clients. The following
innovations will ensure that all pessible data is harnessed for locating clients: 1) Implement a
flata sharing porta! with CBOs who provide HIV testing, care, and other services. Building on
successful DTC efforts with SF primary care clinics, HIV surveillance and CBOs will securely
share data so that we can collaborate to locate, link and retain clients in care and avoid focusing -
resources on patients who, per surveillance data, are actually in care elsewhere or have moved
out of SF, 2) Sucure real-time access to homeless shelter databases for LINCS and PSOT team
members; and 3) Davelop a sysiem to alert LINCS by texi and email when current or former
LINCS clients are seen in the emergency room at Zuckerberg San Francisco General Hospital,

Yellow Zone Efforts — Community-Based Intensive Case Management

Sceviees. Intensive case management is client centered and brings tailored services directly to the
client. Glide and SFAF will provide ICM services, taking referrals from PSOT and LINCS.

Iricovaticns. Homeless HIV-negative people at risk for HIV face the same barriers to staying
HIV-negative/PrEP-adherent that PLWH face regarding viral suppression/ART adherence such
as substance use, mental illness, and trauma. Glide and SFAF will pilot ICM services with HIV-
negative people. In addition, more options for culturally competent low-threshold/low barrier
services are needed for the target population to establish a “home base” where they feel
comfortable receiving services and can be “found” if they are lost to clinical care, Project OPT-
IN will build capacity of existing low barrier services (e.g., at SFDPH City Clinic’s Early Care
Program and SFAF’s Harm Reduction Center). In addition, Project OPT-IN will work with
CBOs to serve as a pilot Health Access Points (HAPs) — stigma-free environments where
clients can access a constellation of low-threshold services (e.g., picking up and storing
medications, using the phone or computer, drop-in peer support).

Services. Project OPT-IN will support clinic-based HIV-Related Care Coordinators for
retention in care (PLWH) and on PrEP' (HIV-negative). These staff will be part of the LINCS
team and based at the two SFHN primary care clinics with the largest populations of homeless
persons living with or at risk for HIV, Using clinical data, the Care Coordinators will identify
patients at risk for falling out of care/off PrEP and develop strategies to support these patients,
either at the clinics and/or through linking them to community-based ICM.

Innovatios, By the end of the 4-year project period, HIV-related care coordination will be
integrated into standard primary care workflows, reducing health care system reliance on HIV-
specific resources for retention activities,

uoss»agem P mlazomrmn of duta, Fisk assessment, aiid care plaizning. Project OPT-IN will
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work to improve cross-agency data sharing, risk assessment, and care planning to ensure that the
needs of people living with and at risk for HIV and HIV-related stigma are addressed once HIV-
specific services are reduced or end. In addition, Project OPT-IN will train homeless services
staff on core HIV knowledge and skills. .

Strzingthen stiff skills 15 address ETV-related issues. 1) Project OPT-IN will provide publie
health detailing with clinicians and frontline staff to address gaps in knowledge and skills
related to HIV management, retention, and prevention, including how to deliver servicesina
way that does not perpetuate stigma. See attachment for an example of public health detailing

. _.-....-materials that educate on how providers can get support to retain patients. 2) Project OPT-IN« - - - - -

will also fund training for homeless services direct service staff and managers on trauma-
informed care and harm reduction training to increase skills and cultural competence in
working with the target population.

fareve intér-agency and infer-program warin hand-oi7y for homeless HIV-positive and
S V-peyative cliesrs. In SF, homeless services and public health systems reach the same clients,
yet are silo-ed. Project OPT-IN will help to improve warm hand-offs between these two
systems. Goals include: 1) increasing the timeliness of patient referrals and hand-offs to other
agency/programs; and 2) improving the appropriateness of the referrals/hand-offs such that
patients receive services commensurate with their level of need. Project OPT-IN will work
within the network of homeless services to define referral pathways that promote use of yellow
and green zone services, and develop clear criteria for making appropriate referrals to LINCS,
ICM, and Care Coordinators.

dategraie HAV=- aisd drag user healifi-related services inio seitings serving homeless peaple.
Project OPT-IN will work to increase integration of routine HIV/HCV/STD testing and linkage,
naloxone distribution, syringe access referrals, and other HIV and harm reduction services in
settings such as substance use treatment, jails, pre-trial and post-release programs and other
locations.
C. APPLICANT EVALUATION AND PERFORMANCE MEASUREMENT PLAN - See Attachments.

D, ORGANIZATIONAL CAPACITY OF SFDPH TO IMPLEMENT THE APPROACH

SF has found.at‘l?nal experience with the  Project OFT-IN Key Collaborators

proposed activities (see below). In recent years, + Department of Homeless and Supportive
SFDPH has built capacity to work with the target Housing {sea attached letter of support)
population through the SFDPH Homeless HIV + CBOs Glide and San Franclisco AIDS Foundation
Outreach and Mobile Engagement (HHOI\/IE) {see attached Memorandum of Agreement)

Program (>60% of patients achieved viral

suppression at least once) and LINCS (no difference in linkage to care outcomes between
homeless and housed patients). The staffing plan, experience and expertise, and contributions to
this project are available in the Budget Nayrative.

ents Data to Care-and Datato PrEP; M tains data portal.

s Oversees SFDPH Drug User Health Initiative (HCV s Provides short-term navigation services to NIC

prevention, syringe access, overdose prevention, homeless patients (30 - 40% of LINCS clients)
‘harm reduction tralning) « Implemented public health detailing reaching >300

s Conducts street outreach reaching PWID and providers with education about PrEP, rapid linkage to
participates in homeless encampment health fairs “care, HIV retention, and sexual health

E. . WORK PLAN ~ See Aftachments.
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A. FIVE-YEAR PROJECT OVERVIEW

Strategy L Systematically collect, analyze, iInteroret, and disseminate HIV data
SFDFPH wiil conduct ongoing core HiV surveiliance activities and HIV prevention program

evaluation to identify specific popuiations 3t Tisk for HIV and living with undiagnosed HIV and to ™~

assess trends and disparities along the HIV Care Continuum. The data will be shared with
clinical and community-based providers and SF’s integrated HIV prevention and care planning
group, the HIV Community Planning Council {HCPC}, and HIV prevention strategies will be
rapidly adjusted to align with the most current trends.

Strategy 7 ldentily persons with HIV and uninfected persons at risk for Hiv?

SFDPH will continue to support high-volume, targeted testing to high-prevalence gopulations
(MSM, PWID, and trans women) as well as casting a wider net to reach populations not yet
reached with the current testing strategy. RNA pooling and 4*"generation rapid testing
continue to enhance our testing strategy by making individuals aware of their acute HIV status,
reducing risk to partners and linking to care faster, SFDPH wil! also reinvigorate medically based
opt-out HIV testing and work to find late testers earlier in their course of infection as well as the
estimated 7% of PLWH who are unaware of their infection.

Strategy 2: Mjaintain HiV transmission cluster/outbreak response plan

SFDPH, as a previous Molecular Surveillance funded jurisdiction, is experienced and well-
equipped to develop a Cluster/Outhreak Response Plan and investigate clusters (via the Linkage
Integration Navigation, Comprehensive Services [LINCS] team). Additionally, we will implement
Secure HIV-TRACE to analyze HIV nucleotide sequences and identify molecular clusters at the
local level, We will work with Project Inform, a community think tank, to engage the
community, building knowledge and support for these activities (see Project Inform letter of
support).

Strategy % Frovide comgirshensive HIV-related prevention services for diagnosed PLWH
SFDPH will strengthen, streamline, and address gaps in linkage and retention services for PLWH,
with the goal of establishing a clear, patient-centered process from point of diagnosis through
accessing and staying engaged in HIV care, The strategy will include Data to Care activities;
centralized linkage and re-engagement activities through the LINCS program, and other key
retention efforts, especially for populations with the greatest barriers to care. ’

Strategy 5: Provide comprehensive HIV prevention services for HiV-uegative persons

SFDPH wili continue to expand access to PrEP, through its Project PrIDE funding and
collaboration with Getting to Zero. The SF PrEP outreach and uptake strategy includes the City
Clinic PrEP program, seven community-based programs, a pharmacy-based pilot program, and

! See Strategy 4 for Data to Care activities.
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several other efforts that include structural and systems change initiatives. Health education
and risk reduction efforts will be highly focused on addressing HIV-related disparities.

Stratesy 6: Conduct perinatal HIV prevention and surveillance activities

SFDPH has not had a case of perinatal HIV since 2005 and therefore will continue its current
strategy of perinatal HIV prevention—supporting universal testing of pregnant women and
collaborating with the UCSF HIVE Program, which provides pre-conception and prenatal
services for women living with HIV and women with HIV-positive partners (see HIVE letter.of
support). SEDPH will continue routine case surveillance-including-women diagnosed with HIV
and their infants if they meet the HIV case definition.

Strategy 70 Conduct community-level HIV prevention activities

SFDPH will continue to support its highly effective syringe access and disposal program, while
working with the City and community partners to expand access to safer injection. Condom
distribution will also continue, accompanied by updated data-driven messaging addressing the
role of condoms in the era of PrEP and increasing STD rates. Social marketing wili be
implemented as needed, and community mobilization will focus on communities of color.

Strategy 8: Develop parinerships to conduct integrated K1V prevention and care planning

2018 will mark the third year of SF's integrated planning group — HIV Community Planning
Council (HCPC). SFDPH will continue to engage the HCPC in data-driven planning through
annual and as-needed presentations and discussions focusing on trends in the HIV Care
Continuum by demographic groups. Population-based surveillance data as well as community
and program-level data will inform this process.

Strategy 9: Implement structural strategies to support HIV surveillance and prevention

SFDPH has a strong history of collaboration between HIV surveillance and prevention programs
including sharing data for Partner Services, Data to Care activities and Data to PrEP. We will
continue to address barriers to data sharing in order to further improve the integration of
surveillance, program, and clinical data; work toward integrating our databases into one system
for HiV, STD and prevention services; develop data-driven HIV prevention efforts; and protect
patient/client privacy. Additionally, we will explore new sources of data, from private sector
health systems and pharmacies for example, to facilitate our activities.

Strategy 10; Conduct data-driven planning, menitoring, and evaluation

SFDPH, in collaboration with the Getting to Zero Consortium, is developing a formalized system
for data-driven planning, monitoring, and evaluation using “scorecards” developed using the
Results-Based Accountabllity framework (Friedman). Program-level, strategy-level, and
collective impact scorecards will illuminate successes as well as disparities and gaps that need
to be addressed. We will continue o disseminate our data widely through scientific
publications, conference presentations, community meetings, semi-annual and annual reports
and meetings with our international, national, state and local colleagues. Quality improvement
efforts to ensure surveillance data is accurate, complete and timely and continues to meet all
CDC performance standards will continue.
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Arategy 11: Suild capacity for HIY progiaim, epiderniology, and geocoding activities

2018 will be an intensive capacity-building year for SF’s HIV prevention CBOs. SFDPH will work
closely with CBOs to plan for shifts in HIV prevention strategies and activities (1-7 above). CBA
needs will be assessed and CBA plans developed annually thereafter, SFDPH has been
conducting Data to Care activities as a joint activity between HIV surveillance and the LINCS
program since 2012 when we conducted the pilot study RSVP: “Re-engaging Surveillance-
identified Viremic Patients in Care” and Data to Care activities have increased with CDC PriDE
fundmg in recent years. Drawing on past experience, we will refine and improve our Data to
Care efforts in the next five years and apply lessons learned in Data to Care to local Data to PrEP
efforts. SFDPH surveillance collects complete address at time of diagnosis and current address
is updated through routine follow-up chart abstraction. This information is geocoded to the
census tract level and maps showing, for example, the geographic distribution of all PLWH,
newly diagnosed cases, and their viral suppression and linkage to care rates as well as testing
rates by neighborhood and zip code are produced and shared in our annual epidemiology
report, SFDPH does not anticipate any epidemiologic CBA needs.
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City and County of L _.n Francisco Depal __.aent of Public Health
Edwin Lee Barbara Garcia
Mayor Director of Health

October 16, 2017

Angela Calvillo, Clerk of the Board of Supervisors
Board of Supervisors

1 Dr. Carlton B. Goodlett Place, Room 244

San Francisco, CA 94102-4689

RE: Resolution authorizing the San Francisco Department of Public Health {SFDPH) to
apply for the Integrated HIV Surveillance and Prevention Programs for Health
Departments - ‘

Dear Ms. Calvillo:

Attached please find an original and two copies of a proposed resolution for the approval of the
Board of Supervisors, which authorizes the San Francisco Department of Public Health (SFDPH)
to submit an application to the Centers for Disease Control and Prevention (CDC) for the
Integrated HIV Surveiiiance and Prevention Programs for Health Departments grant. This
application represents approximately $7,257,408 in HIV prevention & surveillance funding for San
Francisco for calendar year 2018.

This resolution is required by Ordinance No. 265-05, which amends Section 10-170 of the
Administrative Code to require Board of Supervisors review of recurring grant applications of
$5,000,000 or more prior to their submission. SFDPH received from CDC the application
guidance on June 28, 2017. The application deadline is September 13, 2017.

| hope that the Board will support this resolution. If you have any questions regarding the City
and County Plan or this resolution, please contact Tracey Packer, Director of Community Health
Equity & Promotion.

Sincerely,

Barbara A. Garcia, MPA

Director of Health A
@\San Francisco Department of Public Health

Enclosures

cc: Tomas Aragon, Director of the Population Health Division
Christine Siador, Deputy Director of the Population Health Division
Tracey Packer, Director of Community Equity & Health Promotion

{415) 554-2526 101 Grove Street San Francisco. CA 94102



Introduction Form Bumei b o

By a Member of the Board of Supervisors or Mayor

BIOCT 24 PH 27
Time stamp
or meeting date

I hereby submit the following item for introduction (select only one): L

[ ] 1. Forreference to Committee. (An Ordinance, Resolution, Motion or Charter Amendment).. . ... ... .
2. Request for next printed agenda Without Reference to Committee.

[ ] 3. Request for hearing on a subject matter at Committee.

[ ] 4. Request for letter beginning :"Supervisor S inquirieé"

[ ] 5. City Attorney Request.
[ ] 6. Call File No. from Committee.

[ ] 7. Budget Analyst request (attached written motion).

[ ] 8. Substitute Legislation File No.

[ ] 9. Reactivate File No.

L1 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:

[ ]Small Business Commission [] Youth Commission [ 1Ethics Commission
[ ]Planning Commission ‘ [ |Building Inspection Commission
Note: For the Imperative Agenda (a resolution not on the printed agenda), use the Imperative Form.

Sponsor(s):

Sheehy

Subject:

Resolution authorizing SF DPH to apply for the Integrated HIV Surveillance and Prevention Programs for Health
Departments ‘, ‘

The text is listed:

attached

“Y =
Signature of Sponsoring Supervisor: L//\f/// v /@7\

For Clerk's Use Oniy | ‘ / [ T~
&N






