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HIV Epidemiology,
Screening, Prevention and Care Services

= 2021 HIV Epidemiology Update

" |[nitiatives to address disparities
= H|V Getting to Zero

= Community Health Equity and Promotion — Ending the Epidemic, OPT-IN and
Health Access Points

= Disease Prevention and Control - SF City Clinic and HIV/STI Program activities
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1 Includes reporting of positive and negative HIV-1/2 Antigen/Antibody (4th generation) test
results from ZSFG, UCSF and CPMC laboratories as of April 2022.

HIV Screening Tests at Select Medical Facilities

January 2020-March 2022 Compared to 2019
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Monthly
average HIV
screening tests
in 2021 have
recovered
from decrease
in 2020 and
exceeded 2019
monthly
averages
Community
testing has not
yet rebounded
to 2019 levels
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Number of New HIV Diagnoses/Deaths
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= New diagnoses continue to
decline; 2019 - 2021: O 8%

= Dip in 2020 may be due to

decline in testing during |
year of COVID

" Deaths gradually increasing
since 2016

» HIV-related causes continued
to decline

> Deaths from overdoses
increased from | 1% in 2009-
2012 to 15% in 2017-2020

= Of 15,631 PLWH who were
SF residents at diagnosis:

» 72% 2 50 years; 39% > 60 years
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Rate per 100,000

Annual Rates of HIV Diagnosis by Gender and Race/Ethnicity
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= Diagnosis rates for cis men
of all races relatively stable
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Number of Cases
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Trends in New Diagnoses in Select Populations

% Change between 2019-2021
Overall O 8%

« White O 10% * Latinx O 7%
90 - * Black O 10% « All PWID O 34%
* Homeless © 30%
* Cis women © 64%
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Trends in Underlying Causes of Death among Persons with HIV
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= 2009-2012 (N=940) m2013-2016 (N=967) =2017-2020 (N=1,027)

= HIV as the underlying cause of death continued to decline,
43.7% in 2009-2012 to 29.0% in 2017-2020

= In 2017-2020, accidental deaths surpassed non-AlDS cancers
as the second most frequent underlying cause of death

= Deaths due to drug overdoses increased from | 1.1% in

2009-2012 to 15.0% in 2017-2020

16.8%

HIV Accidents (including Non-AIDS Cancer Heart Disease
overdose) |
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Percent of Cases
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Timely Linkage to Care and Viral Suppression after Diagnhosis

2017 Diagnoses 12018 Diagnoses m2019 Diagnoses 2020 Diagnoses 2021 Diagnoses . .
* Timely linkage

100% 100% 100% 100% 100% to care (94%)

[
90% o5% 92% recovered from
0-9 COVID-19
0.8 - .
= Viral
07" suppression
0.6 - within 6 months
05 (75%) still below
the 2019 level

0.4 -
0.3 -
0.2 -
0.1 -

0 .

New diagnoses Linked to care within 1 month of Viral suppression within 6 and 12 months
diagnosis among all new diagnoses
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Percentage Virally Suppressed

Disparities in Viral Suppression among PLWH e
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= Viral suppression rate 2021
2019 75%

2021 72%
o1 2020 70%
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Disparities in Care Outcomes by Housing Status

. . People Experiencing Non
C dicat
Homelessness (PEH) Homeless

2019 2020 2021 2021
L|nk.ed to c.are within 1 month 95% 339 93% 959
of diagnosis
Virally suppt:essed .vv:‘thm 6 NA 529 579 30%
months of diagnosis
Receipt of care among persons o o 0 0
living with HIV (PLWH) >6% = L SR
:)Ill-:’avlljuppressmn among all 39% 20% 7% 739%
Viral suppression among PLWH 21% 61% 66% 91%

who received care

* Viral suppression measure for 2021 includes only those diagnosed P . ?AON PFI:/’AII:I?I:CIOOD.:PA:TEM?NLTTOI: PIJBIL‘I’CI:EIATTI:
during January 2021 and September 2021. = '*76" " R



Getting to Zero Update

Health Commission
October 4, 2022
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GTZ-SF Priority Areas & Activities, September 2022

PrEP & STis

People Experiencing

Homelessness/Unstably
Housed

RAPID/Restart &
Retention

HIV & Aging

Drug Overdose
Preventions

Working with the City to
develop City wide
DoxyPEP plan

Working with PEH
Committee to disseminate
PrEP (incl LAI-PREP) to
PEH, PWID]

Launched EB/SF PrEP
social marketing campaign
focused on pop’s
underutilizing PrEP. Live
campaign.

Regional collaboration to
develop LAI-PrEP Protocol
(SF, Santa Clara, Alameda)
Working with the
Adolescent Chairs to
increase PrEP navigation
services within CHPY
clinics, TAY navigation
center and other sites

Crafting a strategy to

deliver LAl ART through
community-based
programs, syringe access
sites and the Health Access
Point to launch in January

2023
Completed landscape &

gap analysis of HIV services

Working on:

Streamlining of
Referrals for HIV
Navigation/Case
Management
Support

Panel Management
for HIV Care at Street
Medicine

HIV/STI Testing at
SIP/1&Q_ Sites

Developing specialized
RAPID protocol for
restarts

Posted Long-Acting
Injectable
Antiretroviral Protocol
developed by
community partner
W86

Updated RAPID
protocol for initial start
Surveyed clinic sites
that offer RR (and
several that do not):
defined program
elements, successes,
challenges, needs

Committee leading
multiple stakeholder
effort to address
issues of
inaccessibility,
patient education,
and transparency
New Committee to
focus to mental
health and isolation
Review of SFDPH and
community
generated data

9/18 HIV & Aging
Stakeholder Meeting
hosted by SFAF &
PAETC to define
collaborative and
strategize for action

Ongoing advocacy
with stakeholders for
passage of SB57, next
steps post veto
Published policy
document and Call to
Action -

December 2021-
Convened Consortium
to raise alarm and plan
action



https://gettingtozerosf.org/wp-content/uploads/2021/11/Getting-to-Zero-Accidental-Overdose-Deaths-Call-to-Action_EDITED-FINAL.pdf

Communications & Community Engagement, Oct. 2021-2022

Maintain continuous communication with the SF communities in real time as new
information, opportunities and resources become available.
* Track and disseminate data on changes in HIV/STI prevention and care indicators due
to COVID and MPX; address reductions with CBOs/providers
= COVID and MPX Town Halls to update community on evolving outbreaks, effects on
PLWH
= Getting to Zero website and listserv as clearinghouse for information and best
practices
= HIV (e.g., PrEP, RAPID)
= Updates and resources
= MPX, Meningitis, and COVID-19 Guidance
» Long-acting antiretrovirals

= Resource for questions about MPX & COVID19 eligibility and vaccination
= Countered mis-information



B
SF Ending the HIV/HCV/STI Epidemics (ETE)

» Center, advance, and prioritize health equity and racial justice

» Integrate HIV, Hepatitis C (HCV), STls, prevention and care, COVID, and overdose prevention

» Employ models of status neutral care T— ~ .
| el
» Ensure that services are as low barrier as possible | Epidesic s
HIV infections
» Value lived experience and fund peer-delivered services sk arlese
o
» Eliminate HIV/HCV/STI-related stigma and discrimination -f by 2030
-“.__ weww, hiv. o

» Use a harm reduction framework that values human dignity

“Innovate and community-driven solutions are at the heart of EHE/ETE”
https://www.sfdph.org/dph/files/CHEP/SF-ETE-Plan.pdf
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ETE/EHE Activities

Status neutral services (jointly funded by HIV
Health Services and CHEP)

s*Focus on high-quality prevention and/or treatment
regardless of HIV status.

Mobile Contingency Management (jointly funded
by HHS and CHEP)

%* Street-based outreach and brief interventions for
people experiencing homelessness

+** Focus on BIPOC communities who smoke fentanyl

Regional planning with Alameda County
Public Health Department, East Bay Getting to
Zero, and SF Getting to Zero

¢ Cross regional PrEP campaign collaboration

¢ Increasing PrEP access regionally

Expanded access to prevention and care services:
+ Lab-Based Home testing programs
+» Texting reminders, enrolled PrEP patients

Focused community engagement through mini-
grants

s Continuous and meaningful dialogue with
the ETE communities

+* Advise SFDPH on service design, delivery methods,
and funding allocations
Enhanced workforce development opportunities

s HIV/HCV/STI Community Health
Leadership Initiative (CHLI)

+* SFDPH workforce e?uity focus: hiring, recruiting,
and supporting staf



Health Access Point (HAP): Contract Start Date: JAN 1, 2023

Goal: Reduce disparities by addressing vulnerabilities through focused community investment

Safer injection

equipment,
An HIV, HCV condoms &
and/or STD test naloxone

PrEp

Navigation Health care

Slide 16



Health Access Point Populations

Latinx

Trans Women

People who use drugs, including injecting drugs (PWUD/ID)
Gay/Men who have sex with men (MSM) —
Asian/Pacific Islander (API) C
Young Adults -— - |

2 |

Black/African American (B/AA) )

+++++++

Health Access Points (HAPs) allow people who identify with multiple
populations to receive services where they feel most comfortable. ...



OPT-IN (Outreach,
Prevention,
Treatment and

Integration)
Reaching People
Experiencing
Homelessness

Collaboration & Coordination

e CHEP’s Community Health Response Team (CHRT)
partnered with SFAF, Glide, and Street Medicine) to
provide outreach in the Tenderloin, South of Market,
and Bayview Districts.

HIV/HCV/STI Testing

* Various testing modalities at SIP Hotels, Navigation
Centers, TLC, & encampments

Outreach & Engagement
* Prioritized encampments throughout San Francisco
e Recruitment for SFAF HCV Wellness Program

Linkage to Care: SFAF HCV Wellness Program

Slide
18



Clinical HIV
Prevention

LINCS and DIS Workforce
Development

Training and Capacity Building
Sexual Health Services
Optimization of PrEP citywide




Assure patients diagnosed with HIV and STls are offered
partner services and linked to prevention, treatment and
care

Table 3.5 Care indicators among people who accepted and completed LINCS services in
2020 by demographic and risk characteristics, San Francisco

% Linked to care % Retained in care % Virally suppressed at most
Number of received within 3 months of 9 months after recent test in 12 months after
LINCS LINCS initiation® linkage’ LINCS initiation®

Total 24 86% 67% 67%

" Cis Men 63 29% 67% 70%

- i Women 3 67% 56% 67%

LI < ans Women 12 23% 75% 50%

White 26 28% 58% 65%

Black /African American 23 23% 7E% 61%

Latinx 26 28% 73% 59%

Asian/Pacific 1slander 4 100% S0% 75%

Other/Unknown B0% 40% BD%

13-24 2 100% 100% 100%

E 25.29 5 100% 20% 40%

t 30-39 34 a8 76% 59%

X 5 [EE 22 22% 55% 73%
50+ 21 21% 57% 76%

_ MSM 35 91% 7% 74%

People - Care - Prevention i35 ° 7% % 7%
E MSM-PWID 20 5% 50% 55%

= Heterosexual 4 75% 75% 75%

- Other/Unidentified® 16 21% 75% S6%

Homeless 53 23% 66% 62%

Housed 31 50% 63% Ta%



RADR: Building Reserve for Accelerating Disease Response —

$2.2 million/year, 5-year grant to strengthen infrastructure for DIS work

Disease Intervention Specialist (DIS) Learning Pyramid

e
LINCS

N LA

People . Care . Prevention

Navigation| Linkage | Services
e Tl Resistant GC Partner SIS
Services (i.e. SURRG) | Partner Services

GC/CT/Trich/MG Lapses
PreP & PEP HIV Diagnoses | HIV Treatment
Content Knowledge I Family Planning Syphilis Diagnosis and Treatment
Syphilis Staging Syphilis Symptoms
Chlamydia Mycoplasma Genitalium

ISCHTR, EPIC
DPH Trainings: Confidentiality, Cultural Competency in working with
compliance email, time off, etc. & Motivational Interviews LGBTQ, PEH, PWUD, Women, Adolescents

DIS Supervisors
Community of Practice (COP)

Onboarding Training

LMS /IT
System
Integration

Change
Management

Surge Planning
/ Outbreak
Response

Health Equity




Educate providers and community members about
sexual health

———
SAN FRANCISCO /

C Ity C | INIC  services FOR PATIENTS FOR PROVIDERS ABOUT SFCC CONTACT Q

A landmark in prevention

UPDATES & ALERTS

GUIDELINES
REPORTING

» % " ( ' -
ﬁ , ' TRAINING AND EDUCATION §

) L by y
- EDUCATIONAL MATERIALS | ”,y
A FOR YOUR PATIENTS s

/4

+ DATA & STATISTICS
Known for our experti our care.
RESEARCH AT SF CITY
San Francisco City Clinic is a trusted source fors  cpuNIC ation, known for our
experienced professionals and commitment to de iality care for over 100
PUBLICATIONS

Y
BLOG

A

Our Services



Provider Consultation, Training and Capacity Building

S Work closely with clinics and providers
— serving populations disproportionately

Promoting Sexual Health: ImpaCted by HIV and STIS:

A Guide for Clinicians

A.Sk about How providers can

prescribe PrEP to prevent HIV
P r E P and reduce health disparities
STD rates are increasing in men, women, and some newborns

e Street medicine and shelter health
atls Pr in San Francisco and nationwide. . . .
-“IEZH; e e HIY i inde b that can help el H “:":" nc.mr::.- mmmmmmmmmmmm e - . POI nt Of Ca re H IV/STI te Stl ng I n
navigation centers, SIPs

PYEP it sale s cam red)

i : ® - - Stop the hidden epidemic:
Who may benefi rnm P Rapld ART: ! mae e e Five steps to prevent and treat HIV, HCV, and STDs d SU p port for e nca m pm e nt h ea Ith

Immediate ART initiation upon HIV diagnosis

Man whe e s R among people experiencing homelessness .
* Duopie wh - FIGURE 2 SAM T E500 CARLY SYPH IS RAT
Trams women
s 200, San Fancsco tecd 18,000 i

Immediate ART initiation:”

» Gets more people on treatment. and sooner, than "TTTTT1 :“

ot 18,000 individuals expenenc

* TA and systems change to support

08 Poeneleisniss

* Fanter terw Hom HIV dugnoes 1o frs MV cae visd, 1o ART sitiation, and 50 veuk|

waiting to start AR, . e
) Decreases the median time to virologic suppression ’A chse DN 34 O LU Ly e s
by removing obstacles to care. 2075 county incidance raw| In 2018, they repres: E °
" an have severe © * 20% of all new HIV diagnoses: Whike HIV dugroses In SF are decining P E P d H IV STI
i San Franci itywide RAPID i ive (2013-2017): . Aefiting hamelessouss, thiy rxrnsed 50X r a n SC ree n I n
oy S :

. 2 240)
. 65% of new HCV diagnoses at community testing sites’ t h h t S F H N
P P e——"— S roughou
- .

TIME TO MIV CARE, ART START, AND MOV SUPPSTSZION ~” ﬁlﬂﬂm " - .
e T e o * Castro Mission
Disgesis 1o 1+ care first & 7 5 + Yet among PWID in SF, anly 56'% bad heard of PrED and oaly 7%
- had taken PrEP in the last year ¢
1% care fient S0 ART start n 17 7 1 o
T I O SN D S— * Tom Waddell
Disgrosis to VL <200 o/mi. §5 "} w n &2 w

/\ PEORE WITh HOUSING , . .
San Francisco General Hospital Ward 86 RAPID Program (2013-2017) m — [ ] J a I | h e a It h S e rVI C e S

* Highly acceptatie 10 newly-dugroved perscns (38X accepted RAPD)

PCOMEC DPCRITNONG HOMILLSENISS
ety tigh rte of vul suppressices 95 8% by 1y '

i — « CHPY

n San Francisco, RAPID has been implemented in community-based dinics, (Caly 1/3 of people living with MIV 2ad experiencing
public health clinics, HMO clinics, hospitals, and private practices. homelessness were visally suppressed in 2017,




Ensure Access to Sexual Health

* Integrated Services and Syndemic Approach:
e STI, HIV, HCV screening, diagnosis and treatment
* Women'’s health
* Behavioral health
* Pre- and Post-exposure prophylaxis (PrEP and PEP)
* Onsite laboratory
* Immunizations (including COVID-19 and MPX)
e Overdose prevention (Narcan and fentanyl test strips)
 MPX diagnosis, testing, treatment and vaccination

 Launched EPIC on 3/8/22

* Conducted DoxyPEP randomized controlled tial

* Project ExEl — Integrate HIV prevention into sexual health
clinics
* Built PrEP registry in Epic * EXxpress visits
* Epic optimization, e-consult * Community engagemement
e HIV VL monitoring  Billing improvement project




PrEP SUPPORTS

Expand access to PreP (o]l
FREEDOM « .

- PrEP is a critical tool in our HIV Getting to Zero efforts [LOA:! ¥
* > 4000 PrEP starts since 2017 at SF City Clinic PO!;MERFUL 3

* Evolving field, with exciting new tools on the horizon

* Access is improving
* F/TDF (Truvada®) is now generic and on the Healthy SF formulary
 Insurance plans in CA required to cover PrEP medication and services

e Two options for dosing (daily and “2-1-1")
* F/TAF (Descovy’) for patients with renal insufficiency
* Long-acting injectable Cabotegravir now FDA approved for PrEP

* In SF, gaps in PrEP use for cis women, trans women,
people experiencing homelessness and people who inject drugs
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Summary

* Improved rates of HIV testing in 2021 but not back to 2019 levels
e Overall HIV diagnoses declined 8% from 2019 (173 to 160)

* High level of rapid linkage to care and viral suppression (and evidence of
improvements over 2020 levels) but disparities remain, especially among
PEH

e Concerning trends:
 Latinx people accounted for 38% of new diagnoses in 2021
 PWID accounted for 27% of new diagnoses in 2021
 New diagnoses among PEH continued to increase to a high of 24% in 2021
* Cis women experienced a 64% increase in new HIV diagnoses (14 to 23)
* Syndemic approach — equity-focused, stigma-free, low barrier access to
comprehensive services
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Number of Tests

HIV Viral Load Tests among Persons Living with HIV Side 28
January 2020 - February 2022 Compared to 2019

4,500
8% Frasr"i?sco Viral load tests by month'
4148 shelter-in- % change from 2019 monthly average
place 2019 monthly average (N=3,855)
order
3,855
4% -3%
3693 3723
“12% -12% “11% 14%
3387 -16%, | /1273395 1% 3418 e 3a1gl7%
3,000 3228 W\ 3283 -20%3275 3 1% 314719% 219
. £24%3098 -24% 3117 3133.23%-23%3
- 0
-28% 2943 2946 29512964
2892 -29%
2764 -31%
2653 2718
-52%
1,500 1850
§8 525533552 4/888335335824]5¢
2020 2021 2022

1 Includes viral load data reported as of March 28, 2022 for San Francisco residents and OOJ residents who

received care in San Francisco.

R

= Overall, the viral
load test monthly
volume was 16%
lower than the
2019 monthly
average but 5%
higher than the
2020 level

POPULATION HEALTH DIVISION
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RFP 4-2019 - Goal & Focus

An Equity Focused,
Community Centered, Whole
Person Care Approach to
Integrated HIV, HCV, and STD
Prevention Programs for
Affected Communities

POPULATION HEALTH DIVISION

e ) 2 SAN FRANCISCO DEPARTMENT OF PUBLIC HEALTH

=m0

Goal & Focus of Health Access Points
(HAPs)

To ensure that all San Franciscans have equitable access to high
quality prevention, care, and treatment services to attain optimal
health in HIV, STI, and HCV wellness.

To be intentional about addressing equity by focusing on populations
where the greatest disparities result in disproportionate levels of HIV,
HCV, and STI.

* Inclusion of disparities as criteria for funding allocation

Alignment with the HIV, HCV, STD Roadmap Stakeholder Engagement
guiding principles, as well as national and SFDPH priorities



Health Access Point (HAP) Services

Integrated HIV,
HCV, and STD
Testing

Linkage and
Navigation

Substance Use and Harm
Reduction Services for Opioids,
Stimulants, Alcohol, Tobacco, and
Cannabis

Mental Health

Primary Care )
y Services

Health
. Overdose
Education and .
. Prevention
Counseling
Community
Engagement Condom
and Distribution
Mobilization

Prevention and Treatment
Medication: PrEP and ART for HIV;
HCV Treatment; STD Treatment,
Including Medical Storage

Syringe
Access and
Disposal

Basic Needs

Substance
Use Treatment
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San Francisco AIDS Foundation (SFAF)
Hepatitis C Virus (HCV) Wellness Program

* HCV wellness clinic hours (T-Thur. 121AM-1PM) at the Harm

Reduction Center and adjusted drop-in services at the
“lounge” due to COVID restrictions between January 2022 - June 2022:

* Included peer component by connecting people with HCV

enrolled 27 people in the HCV Wellness program
* Provided HIV and HCV testing, full sexual health screening,

pregnancy tests and hormone checks T-Fri. 17 people started treatment

« Provided safe space to receive HCV treatment, access 9 people were cured of HCV, reached SVR 12

counselors and medical providers

* Outreach twice weekly to recruit for HCV Wellness Program,

provide HCV education and supply naloxone
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B
Community Testing Challenges

* Overdose Crisis-increases in overdoses and fentanyl use
* HIV Testing is not a priority—many competing issues
e Constant movement and displacement of encampments

 Staffing challenges
* Hard to fill CBO positions
* Most CBOs have vacant outreach, testing, & navigation positions

e Stipend use is inconsistent
* Not all programs & providers have access to stipends

e OPT-IN funding ends 12/2022

Slide 32



$2.2 million/year, 5-year supplement to core CDC STI prevention grant

(PCHD) to strengthen infrastructure for DIS work

Building Reserve for Accelerating Disease Response (RADR)

Workforce Development Data Systems

e Training and performance * Optimization and e Culture of resilience
improvement integration of and innovation

e Pathways for surveillance and disease e Tabletop exercises
advancement intervention data e Surge workforce

e Wellness systems e Rotation opportunities

e DIS fellowship * Leverage technology to for existing DIS to build

e Diversity, Equity and reach patients skills

Inclusion



LINCS: Linkage, Integration, Navigation,

Comprehensive Services

LINCS is your link to sexual health

Have you been tested

for syphilis?

* |[fyou have syphilis,
getting treated today will
help keep you healthy,
and will prevent the
spread to your partners

* We recommend testing
for STDs every 3 months

Are you or your partners
interested in PrEP?

* PrEP is a daily pill that
prevents HIV by more
than 90%

* We have a team
who can help you
get PrEP regardless
of insurance status

Living with HIV and haven't
seen a doctor in 6 months?

Our team can help you:
¢ Get into HIV care

* Stay healthy on
medications to keep
your viral load low so
you don’t transmit HIV

WHAT IS PARTNER SERVICES?

To get LINCed, call us at 415-487-5536 | www.sfcityclinic.org

LINCS is the city’s team ensuring comprehensive sexual health.

Provide comprehensive
sexual health services and
coaching

Assist partners in getting
testing, treatment and
prevention

Ensure treatment and
linkage for HIV and STls

Ensure RAPID HIV start
within 5 days of diagnosis

Provide navigation for out
of care HIV+ patients

Address barriers to care



