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Executive Summary 
 
The New York Eligible Metropolitan Area (EMA), comprised of the five boroughs of New York City (NYC) 
and Westchester, Rockland, and Putnam counties (the Tri-County area), utilizes Ryan White Part A 
funding to support a range of services along the care continuum, reaching more than 16,000 people 
living with HIV (PLWH) in NYC and more than 1,300 PLWH in the Tri-County area in 2012. 

As a key component of its ongoing work, the HIV Health and Human Services Planning Council of New 
York (Planning Council) is tasked with assessing the extent to which the HIV care system as a whole, and 
Ryan White Part A-funded services in particular, are meeting the needs of PLWH in the EMA.  By 
reviewing information provided to the Planning Council Needs Assessment Committee between 2009 
and 2013, this report aims to: 

a. provide a synopsis of the current HIV service landscape in the EMA, including the needs of PLWH 
and capacities of the HIV care system to meet those needs;  

b. identify key information gaps; and  
c. provide recommendations for next steps that will aid in the Ryan White Part A priority setting  

and resource allocation process to best address the needs of PLWH in the New York EMA.      

Section 1, Describing the HIV Population, reviews key characteristics of PLWH in the New York EMA 
and populations disproportionately affected by HIV.   

Though new HIV and AIDS diagnoses, incident HIV infections, and deaths among persons with HIV have 
continued to decline gradually over the past decade, NYC continues to have the largest number of new 
HIV diagnoses annually in the United States, with 3,141 people newly diagnosed in 2012.  HIV diagnosis 
rates are particularly high for people of color.  Geographically, neighborhoods in NYC with the highest 
poverty rates tend to have among the highest HIV diagnosis rates and HIV-specific morbidity and 
mortality rates.  The number of PLWH in the EMA continues to rise; at the end of 2012, there were 
114,926 PLWH in NYC.  At the end of 2011, 4,703 PLWH were living in the Tri-County area, with HIV 
prevalence highest in Westchester County.  An increasing percentage of people living with HIV are 
middle-aged or older, and many are living with at least one non-HIV-related chronic condition.  The Ryan 
White Part A client population represents a subset of PLWH in the New York EMA and, in comparison to 
PLWH overall, tends to be lower income, with a higher proportion of people of color and a higher 
proportion diagnosed with AIDS. 

Section 2, Current Policy and Funding Landscape, provides an overview of services funded through the 
Ryan White Part A program and highlights the potential implications of policy and funding shifts for 
the provision of those services.   

Part A funding, which amounted to more than $100 million in FY2013, continues to fill important gaps in 
HIV-related care, including medical and non-medical case management, food and nutrition, housing, 
harm reduction, mental health, and legal services, despite increased coverage for some medical services 
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due to the Affordable Care Act and Medicaid expansion and redesign.  Funding to the EMA was cut by 
14.75% from FY2012 to FY2013, a loss of nearly $18 million, which may impact service provision moving 
forward.  With an increased emphasis on integration of testing, treatment, and supportive services, 
many agencies provide a range of services and are either affiliated or co-located with a medical 
provider.  Several recent policy changes may help to further integrate HIV prevention and treatment 
into the broader health care system, including the amendment of New York State’s Public Health Law in 
2010, which requires hospitals and primary care providers to offer clients an HIV test and to arrange for 
follow-up medical care for those who test positive.   

Section 3, Service Needs and Utilization, highlights trends in HIV primary care engagement and 
describes the need for and utilization of supportive HIV services that can facilitate linkage to and 
retention in HIV primary care.   

Part A clients and PLWH in the EMA overall have high levels of prompt linkage to and engagement in HIV 
primary care; however, those who are homeless or actively use drugs are more likely to delay entry into 
care.  While evidence indicates that prompt linkage to medical care by staff at the testing site decreases 
the likelihood of delayed entry into care, higher levels of engagement in HIV primary care do not 
necessarily translate into improved clinical outcomes for PLWH. People of color have lower rates of viral 
suppression than whites, in spite of consistently higher rates of retention in care.  The gap between 
engagement in care and viral load suppression could partially be due to difficulties adhering to 
antiretroviral therapy as a result of other unmet health and social needs.  The need for supportive 
services, particularly food and nutritional assistance, housing assistance, and mental health services, is 
high among PLWH in the New York EMA.  Existing supportive services may be underutilized by certain 
groups, such as young gay, bisexual and other men who have sex with men (MSM) or the homeless and 
unstably housed, due to a variety of factors, including accessibility and availability of services, competing 
priorities, and/or the perceived value or stigma associated with such services.       

Section 4, Accessibility and Quality of Care, discusses Ryan White Part A clients’ experiences with 
service provision and perceptions of quality of care and highlights barriers to and facilitators of care 
for PLWH in the New York EMA.         

Preliminary findings suggest that those who do access Ryan White Part A-funded supportive services are 
satisfied on average with the services they are receiving in the New York EMA.  Those services identified 
as most useful for encouraging access to and continued engagement in HIV care are also among those 
with which clients are most satisfied.  Clients have identified the need for shorter wait times and more 
convenient service locations in order to reduce barriers to accessing care.  In addition, clients have 
described good communication between providers and clients and greater assurance regarding the right 
to confidential care as key components of a positive care experience.  The importance of a holistic 
approach to HIV care and treatment is underscored by clients’ expressed desire to be treated as a 
“whole person,” with a variety of needs and responsibilities.  Some clients feel that these needs could be 
better addressed by a more streamlined HIV care system, with greater integration of HIV care with other 
services and better communication between providers.  Clients have also highlighted the need for social 
support throughout the care continuum. 

2 
 



Based on key findings and identified information gaps in this report, recommendations have been 
developed by the Needs Assessment Committee, as highlighted here:  

• Develop an inventory of available HIV data sources in the New York EMA to facilitate the 
targeting of data requests and identification of information gaps;  

• Further explore the interplay between socio-demographic factors and other comorbidities as 
they relate to new HIV diagnoses and health outcomes for PLWH, to better ensure that services 
are appropriately targeted;  

• Advocate for enhanced data collection and analysis pertaining to sexual risk behavior, sexual 
orientation and gender self-identification. 

• Promote communication across stakeholders at all levels, regardless of funding source, in order 
to avoid duplication of services, reduce administrative burden, develop collaborations, and 
better understand the context for  policy shifts;  

• Make increased use of programmatic data to examine relationships between enrollment in 
particular Ryan White Part A service categories and outcomes, such as viral load suppression;  

• Encourage continued use of quantitative and qualitative data to gain deeper insight into the 
relationship between need for, utilization of, and quality of Part A services;  

• Support regular solicitation of input from consumers, including those who have dropped out of 
care; 

• Assess programmatic needs and support providers to improve the quality of HIV service 
provision via education and technical assistance; and  

• Identify key organizational elements, such as peer navigation and co-location of services, which 
may facilitate access to and retention in care, in order to inform development and enhancement 
of service models. 
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Introduction 
 
Since 1991, the New York Eligible Metropolitan Area (EMA), comprised of the five boroughs of New York 
City (NYC) and Westchester, Rockland, and Putnam counties (the Tri-County area), has received Ryan 
White Part A funding from the federal government in order to provide people living with HIV (PLWH) 
access to high-quality HIV care that would not be covered by health insurance or another payer.  Ryan 
White Part A funding has helped to support a range of services along a care continuum in the New York 
EMA, reaching more than 16,000 PLWH in NYC and more than 1,300 PLWH in the Tri-County area in 
2012.   
 
A continuum of care, as defined by the United States (US) Health Resources and Services 
Administration’s (HRSA) HIV/AIDS Bureau, is “An integrated service network that guides and tracks 
clients through a comprehensive array of clinical, mental, and social services in order to maximize access 
and outcomes.”  The New York EMA’s care continuum has been designed to advance three major goals: 
(1) increased awareness of HIV status; (2) early entry into primary care and retention in care; and (3) 
optimal management of HIV infection.  By maximizing coordination among diverse service systems and 
funding streams, the EMA is able to provide one of the most comprehensive and flexible HIV/AIDS care 
continuums in the country.   This fact has been recognized by the Institute of Medicine, which has cited 
the New York EMA’s care continuum as a national model.i  
     
As the HIV epidemic continues to evolve, and the HIV financing and service environments undergo 
important changes, regularly assessing the extent to which the HIV care system as a whole, and Ryan 
White Part A-funded services in particular, are meeting the needs of PLWH in the New York EMA 
becomes increasingly important.  This needs assessment, commissioned by the HIV Health and Human 
Services Planning Council of New York (Planning Council), intends to: (1) describe key characteristics of 
PLWH in the EMA and populations disproportionately affected by HIV; (2) provide an overview of 
current services offered through the Ryan White Part A program and highlight the potential implications 
of policy and funding shifts for the provision of those services; (3) summarize trends in linkage to and 
retention in HIV primary care and describe the need for and utilization of supportive services that can 
facilitate linkage to and retention in HIV primary care; and (4) discuss Ryan White Part A clients’ 
experiences with service provision and perceptions of quality of care and highlight barriers to and 
facilitators of care for PLWH in the New York EMA.  By describing the current body of knowledge, this 
review aims both to shed light on remaining information gaps and to provide a foundation for 
recommendations that can be used by members of the Planning Council to set service priorities and 
allocate resources in a way that best meets the needs of the Ryan White Part A client population.  
 
 
 
 

i National Research Council. Public Financing and Delivery of HIV/AIDS Care: Securing the Legacy of Ryan White. 
Washington, DC: The National Academies Press; 2005.   
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Methodology 
 
This needs assessment did not involve primary data collection, but rather, was drawn from the wealth of 
information in a range of reports and presentations made available to members of the Planning Council 
Needs Assessment Committee between 2009 and 2013, including epidemiological information, survey 
results on service needs and utilization, findings from studies of clients’ service experiences, and routine 
reports on key HIV health outcome indicators, among other data sources.  These documents provide 
insight into the intersection between program and policy and summarize the most recent quantitative 
and qualitative data collected regarding the profile and needs of PLWH in the New York EMA.   
 
In the fall of 2013 and winter of 2014, Needs Assessment Committee members met to review the 
documents and, drawing on the available materials as well as their own knowledge and expertise, 
identified key themes and information gaps from the available information.  Committee members then 
used these themes and information gaps to develop recommendations for future action.  This process 
helped to lay the groundwork for the needs assessment report.   
 
Each chapter of the report begins with a summary of the available information, followed by key points 
drawn from the relevant reports and presentations, information gaps identified, and recommendations 
for next steps.  The reports and presentations themselves are located in the Appendix.  Unless otherwise 
specified, references are made only to the supporting documents provided in the Appendix.  Sources for 
the quantitative and qualitative data included are described briefly below.   
 
HIV/AIDS Surveillance Data: The NYC Department of Health and Mental Hygiene (DOHMH) HIV 
Epidemiology and Field Services Program disseminates epidemiological data derived from the HIV 
Surveillance Registry twice yearly.  As the most complete source of CD4 and viral load data, the Registry 
has served as a critical tool in the EMA’s assessment of clinical outcomes in the overall population living 
with HIV and in particular demographic or program-defined subgroups (examined through the merging 
of programmatic with surveillance data, using common patient-level identifiers).  The New York State 
Department of Health (NYSDOH) provides epidemiology data for the Tri-County region. While 
surveillance data are representative of the EMA’s epidemic (since reporting is state-mandated on all 
known cases of HIV), because they are based on laboratory tests, they do not provide information on 
people with undiagnosed HIV infection.  
 
Community Health Advisory Information Network (CHAIN): Begun in 1994, CHAIN is an ongoing 
prospective cohort study of PLWH in NYC and the Tri-County region conducted by Columbia University’s 
Mailman School of Public Health.  The study surveys PLWH regarding a variety of factors, including 
client-reported health status, behaviors, social and medical need areas, housing status and living 
situation, service utilization patterns, and satisfaction with services. The CHAIN sample is one of the 
largest cohorts of people living with HIV followed in the U.S.  Recruitment for CHAIN occurs at agencies 
providing social services and/or medical care.  As a result, patients receiving care in private medical 
practices are under-represented in CHAIN, due to the selection of the agency sample, and CHAIN 
participants appear more closely to resemble the demographic profile of clients in Ryan White care than 
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the profile of PLWH in the EMA overall.  Due to deaths and other causes of attrition, the cohort has been 
refreshed over time. In 2002, an entirely new cohort was drawn, and a refresher cohort to the existing 
cohort was recruited between 2008 and 2010, for a total of 319 new participants in NYC and 302 in Tri-
County.  The CHAIN study in the Tri-County area was discontinued in July 2013 due to budget 
constraints.  
 
Medical Monitoring Project (MMP): The MMP is designed to produce nationally representative data on 
PLWH who are receiving care in the United States.  In NYC, the study is conducted by the DOHMH HIV 
Epidemiology and Field Services Program in collaboration with the Centers for Disease Control and 
Prevention (CDC). The study examines areas such as medical care access and utilization, preventive and 
social services utilization, risk behaviors, and clinical outcomes for adult PLWH.  A new sample is drawn 
every year, making the data serial cross-sectional vs. longitudinal.  Though MMP has recently shifted to 
a population-based sampling methodology, MMP data represented in this report is based on interviews 
from patients recruited from HIV medical facilities, including private practices, hospital-based clinics, 
community-based organizations, and drug treatment programs, in addition to data from medical chart 
abstraction. Participants were selected based on a three-stage, probability sampling methodology 
(which gives the localities with the greatest number of patients a higher likelihood of being selected).  
Though this method provided population-based data, its findings should not be assumed to be 
representative of the adult PLWH population in care in NYC.    
 
Client-Level Ryan White Data from Contractors: All Ryan White Part A contractors (i.e., HIV service 
providers) are required to report on some clinical outcomes, as well as service delivery/utilization and 
client descriptive data.  The Electronic System for HIV/AIDS Reporting and Evaluation (eSHARE), which 
has been operational since 2012, permits the linking of outcomes of interest with particular Part A 
services received, as well as particular client characteristics.  This provides the EMA with the capacity to 
examine relationships between clinical and behavioral outcomes and service utilization over time.  Data 
reporting tends to be timely and complete, as the EMA utilizes performance-based reimbursement for 
most contracts, which makes payment for services contingent on data being submitted on a monthly 
basis.   
 
Consumer Focus Groups: In 2009, twelve focus groups sponsored by DOHMH were conducted in all five 
boroughs in NYC.  One hundred and twenty-five HIV-positive Ryan White Part A clients from 38 agencies 
participated and, in addition to representing a cross-section of PLWH consumers, also specifically 
represented key populations based on focus group recruitment strategies (e.g., women, men, 
transgender persons, older adults, young adults, recent correctional releasees, and individuals whose 
primary language is Spanish).  Participants were asked to describe barriers to and facilitators of access to 
and maintenance in HIV primary care.  A brief quantitative survey was also administered to participants 
which covered demographics, assessment of services as relevant to HIV primary care utilization and 
consumer needs, and satisfaction with the quality of Part A services received. 
 
Client Satisfaction Survey: In 2012, a client satisfaction survey was piloted in all five boroughs of NYC 
among clients at 65 agencies with contracts in at least one of five Ryan White Part A-funded service 

6 
 



categories, including care coordination, harm reduction, mental health, legal services, and supportive 
counseling.  The survey was developed using items from existing research tools; stakeholders provided 
input into the selection of items included.   The final tool captured demographics, the length of time 
receiving services, and measures of satisfaction based on perceived client benefits, appropriateness, 
quality, and accessibility of services.  Surveys were available in hard-copy format, both in English and 
Spanish.  Data were collected over a six-week period in February and March, and a total of 2,204 surveys 
were returned across all 5 service categories. 
 
Consumer Listening Sessions: In 2013, six consumer listening sessions sponsored by the Planning Council 
were held in all five boroughs of NYC and in Westchester County.  One of the NYC listening sessions was 
conducted in Spanish. Data were collected from 43 NYC and 25 Tri-County participants to elicit 
consumer perspectives on the utility, impact, accessibility, and quality of RW Part A services, and on the 
barriers to care that PLWH in the EMA face. Special effort was made to elicit data on the obstacles that 
PLWH face in each step of the HIV care continuum and on the strategies to maintain PLWH in optimal 
care and treatment. 
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Section 1: Describing the HIV Population in the New York EMA 
 
Drawing primarily on epidemiologic data from NYC DOHMH, this section examines key characteristics of 
PLWH and populations disproportionately affected by HIV in the New York EMA. 

New Diagnoses 

After a steep initial decline from the peak of AIDS diagnoses and deaths in NYC in the mid-1990s, new 
AIDS diagnoses, incident HIV infections, and deaths among persons with HIV have continued to decline 
gradually over the past decade (see Figure 1.1).  Though NYC continues to have the largest number of 
new HIV diagnoses annually in the US, the case rate is lower than in a number of other urban areas.1  
Citywide, estimated HIV incidence declined significantly between 2008 and 2012, with 3,141 people 
newly diagnosed with HIV in 2012, compared to 4,256 in 2008.2  In addition, the median CD4 count 
among persons newly diagnosed with HIV increased from 2007 to 2011, perhaps indicating that people 
are getting tested earlier in the course of infection.1   

Figure 1.1.  History of the HIV/AIDS epidemic, New York City 1981-2012+ 

 
+ Prior to 2000, HIV was not reportable in New York State. 
* Data on 2012 deaths are incomplete. 

Despite this, the percentage of people concurrently diagnosed with HIV and AIDS in NYC has remained 
relatively unchanged at 20% since 2008, which may partially reflect an increase in HIV testing among 
individuals who had previously delayed testing and are being diagnosed at a later stage of infection.3 
Rates of concurrent diagnoses increase with age, with 39% of those aged 60 and older concurrently 
diagnosed in 2012 compared to 11% of 20 to 29-year-olds.2  An unchanging rate of concurrent diagnoses 
may also partially reflect the continuous movement of new populations into NYC and the nature of the 
HIV epidemic in their places of origin.  Nearly 40% of the EMA’s population is foreign-born.4  In 2011, 
foreign-born New Yorkers from the majority of world regions had higher rates of concurrent diagnoses 
with HIV and AIDS; compared to 18% of the non-foreign-born, 24% of the foreign-born were 
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concurrently diagnosed, with those coming from Africa and Central America having the highest rates of 
concurrency (37% and 34%, respectively).1  

Among people newly diagnosed, 79% were male, 76% were black or Hispanic (44% and 32%, 
respectively), 58% were 20-39 years old, and 69% of those with known transmission risk were gay, 
bisexual or other men who have sex with men (MSM).  Transmission risk was unknown for 21% of new 
diagnoses.  The HIV diagnosis rate for ages 13 to 59 was strikingly higher for black and Hispanic men and 
women than for white individuals, with the rate among black males more than twice as high as that 
among white males and the rate among black females more than 12 times as high as that among white 
females.2  

The number of new HIV diagnoses is stable or declining in all major demographic and HIV transmission 
risk groups.  Perinatal infections have become particularly rare - while the number of children born to 
HIV-infected mothers has remained relatively stable since 2004, nearly 90% of infants born to HIV-
infected mothers each year have remained HIV-uninfected.2  Though HIV incidence has been declining 
for MSM overall, HIV incidence among MSM under age 30 has seen periods of alternating elevation and 
decline.4  The majority of transgender women (MTF) newly diagnosed from 2007 to 2011 were also 
under age 30.1  

Geographically, neighborhoods in the city with the highest HIV diagnosis rates, including the South 
Bronx, Central Brooklyn, Harlem and Chelsea-Clinton, also had among the highest poverty rates, with 
the Chelsea-Clinton area being the exception.2  In addition, conditions such as homelessness, mental 
illness, substance abuse, and incarceration may put people at higher risk for transmission.  Among 
individuals newly diagnosed with HIV in NYC from 2007 to 2011, 31% of non-transgender individuals and 
51% of transgender women had a documented history of substance abuse, incarceration, homelessness, 
engagement in commercial sex work, and/or sexual abuse.1  Single homeless adults are 16 times as likely 
as other New Yorkers to be newly diagnosed with HIV.5   While actual incidence estimates among 
correctional inmates are not available, the prevalence of HIV is more than 4 times as high among NYC 
correctional inmates as among the general population in the EMA.4   

People Living with HIV 

As prospects for PLWH continue to improve and people continue to become infected, the number of 
PLWH in the New York EMA has continued to grow.2  While accounting for approximately 3% of the US 
population, the New York EMA is home to roughly 11% of US PLWH, who represent 1.2% of the 
population in the EMA.4  As of the end of 2012, 114,926 people had been diagnosed with HIV and 
reported in NYC and were presumed to be living.2  At the end of 2011, 4,703 PLWH were living in the Tri-
County area, with HIV prevalence highest in Westchester County.ii   

ii Bureau of HIV/AIDS Epidemiology, New York State Department of Health. New York State HIV/AIDS County 
Surveillance Report. 
http://www.health.ny.gov/diseases/aids/general/statistics/annual/counties/annual_rpt_including.pdf Updated 
August 2013.  Accessed March 4, 2014. 
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Reflecting the increasingly chronic nature of HIV infection, the majority of PLWH in NYC were middle-
aged or older, with 77% of PLWH aged 40 or older in 2012.2  According to data from the CHAIN study, 
more than 93% of participants in NYC and 90% in the Tri-County area suffered from at least one non-
HIV-related chronic condition, with 77% in NYC and 74% in the Tri-County area reporting at least two 
additional conditions, such as hypertension, heart disease, or hepatitis.4  In addition, 54% of deaths 
among PLWH in NYC in 2011 were due to a non-HIV related cause, with cancer and cardiovascular 
disease representing the largest proportion of deaths (27% and 25%, respectively), followed by viral 
hepatitis and substance use.2 

That being said, HIV remains the fifth leading cause of death for black New Yorkers and the tenth leading 
cause for Hispanic New Yorkers.4  Moreover, people living in high-poverty neighborhoods experienced 
more HIV-related deaths and had poorer long-term survival compared with persons living in areas with 
less poverty.2  For example, in three low-income neighborhoods in the Central Brooklyn area, the age-
adjusted death rate per 1,000 PLWH was more than three times as high as in Manhattan’s higher-
income Chelsea neighborhood.  Low-income individuals in the South Bronx were also five times as likely 
as residents of other NYC neighborhoods to be hospitalized for HIV.4   

Ryan White Part A Client Population 

The Ryan White Part A client population represents a subset of people living with HIV in the EMA.  To be 
eligible for most services, maximum household income must be less than 435% of the Federal Poverty 
Level (FPL).  As a result, this population tends to be lower income and includes a higher proportion of 
females, blacks or Hispanics, and Bronx or Brooklyn residents, and a lower proportion of whites and 
Queens or Manhattan residents, than among PLWH in NYC overall.3  Regarding modes of transmission, 
the proportion of Part A clients with likely MSM transmission is smaller and the proportion with likely 
IDU transmission larger than among PLWH overall.  In addition, a greater proportion of Part A clients 
have an AIDS diagnosis (see Table 1.1).6  
 
Table 1.1.  Demographics of Ryan White PLWH vs. all NYC PLWH in the Surveillance Registry at the end of 2012 

 RW PLWH  
(N=14,780) 

All NYC PLWH  
(N=114,926) 

Male 66% 72% 
Black or Hispanic 90% 77% 
Less than 45 years old 39% 36% 
Foreign-born 20% 19% 
Bronx or Brooklyn 
residence 

53% 48% 

AIDS-diagnosed 66% 58% 
MSM transmission 30% 36% 
IDU transmission 23% 17% 

Note: Data updated from Wiewel E, McAllister-Hollod L. HIV Care Cascades for New York City Overall and Ryan White Clients: A First Look.  
Presentation for Planning Council Needs Assessment Committee; June 13, 2013; New York, New York. 
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Key Takeaways 
• New HIV diagnoses and deaths among persons with HIV continue to decline in the New York EMA, 

while the number of PLWH continues to rise. 
• Testing for HIV may be occurring earlier, as the median CD4 count among newly diagnosed 

individuals has increased. 
• HIV diagnosis rates appear to be particularly high for young MSM and for people of color in low-

income communities. 
• An increasing percentage of PLWH are middle-aged or older, and many are suffering from at least 

one non-HIV-related chronic condition. 
• HIV-specific morbidity and mortality are higher for people of color and among residents of high-

poverty neighborhoods. 
Information Gaps 
• Due to limits on the variables included as part of mandatory reporting in NYC, information about 

certain populations, such as transgender people, the formerly incarcerated, the homeless, the 
foreign born, and people with hearing, vision and mobility impairments is somewhat limited in HIV 
surveillance data. 

• Existing data does not clarify why the rate of new HIV diagnoses is not declining more sharply. 
• The term “MSM” describes behavioral risk, but does not capture aspects of social and sexual identity 

that may help to inform prevention and treatment efforts as well as engagement with particular 
communities, including the LGBT community. 

Recommendations 
• Develop an inventory of available HIV information and data (e.g. ResearchGate, National HIV 

Behavioral Surveillance Study) in order to facilitate formulation and targeting of data requests. 
• Further explore possible factors for higher HIV diagnosis rates among young people, with a 

particular focus on MSM and transgender groups and people of color.  
• Further explore the nature and prevalence of comorbidities among PLWH in the New York EMA to 

better understand the full range of prevention and treatment services needed. 
• Further examine factors that mediate the relationship between poverty, race/ethnicity and HIV-

related morbidity and mortality at the individual and neighborhood level to better ensure 
appropriate placement and targeting of services. 

• Advocate for enhanced data collection and analysis pertaining to sexual risk behavior, sexual 
orientation and gender self-identification. 
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Section 2: Current Policy and Funding Landscape 
 
The Ryan White HIV/AIDS Program is the largest federal program focused exclusively on HIV/AIDS care 
and is intended to fill gaps in care not covered by other funding sources.  When adjusted for inflation, 
Ryan White funding nationally was at approximately the same level in fiscal year (FY) 2012 as it was a 
decade ago, despite a 33% increase in the number of people living with HIV during that time.iii  At the 
same time, the HIV care system as a whole has become more complex as a result of attempts to balance 
the need for integration of services with the flexibility to meet the needs of a diverse range of clients.  
This section provides an overview of the current services provided through the Ryan White Part A 
program in the New York EMA and highlights the potential implications of federal, state and local 
policies for the funding and provision of those services. 

Overview of Ryan White Part A Services 

NYC DOHMH is the administrator for Ryan White Part A funding, including the Minority AIDS Initiative 
(MAI), which the New York EMA has received since 1991.  Prioritization of service categories in order to 
guide allocation of Part A funds is conducted by the community planning entity, the Planning Council.  
Utilizing a priority-setting tool to assign scores based on specific criteria, service categories are ranked 
for Part A funding based on: available funding sources for a particular service; whether the service 
facilitates access to and/or maintenance in care; whether the service has been prioritized by PLWH 
consumers; and whether the service addresses service gaps or emerging needs for a particular 
demographic group or special population.  

From FY2012 to FY2013, Part A funding to the EMA was cut significantly, with a 14.75% loss amounting 
to nearly $18 million.  Of remaining funds, approximately $85 million were allocated for program 
funding in NYC, while the Tri-County area received close to $5 million.7  FY2013 funding for the NY EMA 
was awarded to 109 agencies, covering 197 Ryan White Part A contracts across 15 service categories 
(see Table 2.1).   

In addition to funding from Ryan White Part A, services for PLWH are funded by Parts B, C, D and F of 
Ryan White, along with Medicaid, Medicare, the federal Housing Opportunities for Persons with AIDS 
(HOPWA), and the NYC HIV/AIDS Services Administration (HASA).  The CDC and the Substance Abuse 
and Mental Health Services Administration (SAMHSA) also provide funding for routine HIV screening, 
targeted testing in nonclinical settings, and prevention services.  Most agencies that provide Ryan White 
Part A services have funding that comes from a variety of different streams.5  In addition, with an 
increased emphasis on integration of testing, treatment, and supportive services, many agencies provide 
a range of services and are either affiliated or co-located with a medical provider.  For example, Ryan 
White Part A substance abuse treatment programs in the EMA are co-located or affiliated with medical 
and mental health services and ensure that clients are linked to these and other services.  In a number 
of programs, HIV testing is also co-located with substance abuse services.4 

iii The Henry J. Kaiser Family Foundation. Updating the Ryan White HIV/AIDS Program for a New Era: Key Issues & 
Questions for the Future.  http://kaiserfamilyfoundation.files.wordpress.com/2013/04/8431.pdf Updated April 
2013.  Accessed February 18, 2014. 
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Table 2.1.  Service category information for the New York EMA, including funding allocation for FY2013 
Service Category Category Summary Funding (%) 

AIDS Drug Assistance 
Program (ADAP)* 

Covers the cost of HIV medications for the uninsured and underinsured.  
Drugs covered include antiretrovirals, prophylaxis and treatment for 
opportunistic infections, and medications to treat mental illness and 
substance abuse disorders. 

9.8 

ADAP Plus 
(Outpatient/Ambulatory 
Medical Care) (base/MAI)* 

Covers the cost of HIV primary care for the uninsured. 7.6 

Case Management - Non-
Medical 

Provides discharge planning and linkage to HIV primary care for incarcerated 
and recently released PLWH. 

5.3 

Early Intervention Services 
(base/MAI)* 

Supports HIV testing in clinical and community settings with linkage to HIV 
medical care, community-based testing promotion initiatives, and targeted 
outreach to homeless and/or street youth, Rikers Island inmates, enrollees in 
harm reduction programs, and patients at STD clinics. 

10.3 

Food and Nutrition (Food 
Bank/Home-delivered 
Meals) 

Provides home-delivered meals, congregate meals, pantry bags, food 
vouchers, and/or nutritional assessment and counseling. 

6.8 

Health Education/Risk 
Reduction 

Supports the Positive Life program for newly diagnosed individuals, those out 
of care, and those in need of support to optimize their health. 

0.4 

Home and Community-based 
Health Services* 

Home- and community-based healthcare, including psychosocial support, 
service coordination, and assistance with the activities of daily living. 

1.3 

Housing Services (base/MAI) Provides emergency rental assistance, transitional housing for recently 
released/paroled minorities and PLWH in need of harm reduction services, 
and permanent housing placement assistance for unstably housed or 
homeless PLWH. 

11.1 

Integrated Harm Reduction, 
Recovery Readiness and 
Relapse Prevention 
(Substance Abuse Treatment 
Services – Outpatient)* 

Provides services to PLWH who are actively using drugs, relapsing or in 
recovery, including individual or group harm reduction counseling, 
assessment and referral for diagnosis and treatment of STIs, referral for 
substance use treatment, and training and provision for overdose prevention. 

8.7 

Legal Services Supports legal and health-related advocacy services that assist clients in 
removing barriers and gaining access to HIV primary care. 

4.3 

Medical Case Management 
(base/MAI)* 

Promotes comprehensive medical case management with care coordination, 
health education and promotion, medication adherence, support and 
coaching, and assistance with access to social services and benefits.  Also 
covers transitional care coordination for homeless or unstably housed PLWH. 

26.1 

Medical Transportation 
Services (Tri-County only) 

Provides transportation to PLWH to ensure access to HIV health care services. 0.1 

Mental Health Services* Supports comprehensive mental health services for PLWH with severe mental 
illness, including services such as mental health counseling, psychiatric care, 
and AOD counseling. 

5.9 

Oral Health Care (Tri-County 
only)* 

Covers the cost of comprehensive dental care services for uninsured or 
underinsured PLWH. 

0.2 

Supportive Counseling and 
Family Stabilization Services 
(Psychosocial Support 
Services) 

Targets individuals who are not eligible for licensed mental health services 
and provides counseling with the aim to overcome barriers to access and 
promote continued engagement in medical care. 

2.1 

*HRSA considers these services to be core medical services. 
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Policy Environment 

Particularly at a time of economic recession compounded by escalating health care costs in the US, high-
level support for improving the HIV care system is essential.  With the release of the first comprehensive 
National HIV/AIDS Strategy (NHAS) for the United States in 2010, the federal government renewed its 
commitment to reduce HIV transmission and improve outcomes for PLWH and provided a framework 
for achieving measurable goals by 2015.iv  The NHAS targets were used and adapted for the 2012-2015 
Comprehensive Strategic Plan for HIV/AIDS Services in the New York EMA (the Comp Plan), which 
monitors progress for Ryan White clients and all PLWH in the New York EMA toward five goals: (1) 
increase the number of individuals who are aware of their HIV status; (2) promote early entry into HIV 
care; (3) promote optimal management of HIV infection; (4) reduce HIV/AIDS health disparities; and (5) 
ensure that the EMA has a robust plan for the cost-effective delivery of HIV services.5   

Though the NHAS called for streamlining the planning and targeting of resources and for increased 
coordination between HIV programs, the increasingly complex health care system presents a challenge 
to coordination and provision of HIV services.  Several recent policy changes may help to reduce the 
intensity of these challenges by further linking HIV prevention and treatment and working to further 
integrate both into the broader health care system.  In 2010, New York State’s Public Health Law was 
amended to require hospitals and primary care providers to offer an HIV test to all patients between the 
ages of 13 and 64.  Documented oral consent would be accepted for HIV tests that could be processed in 
one hour or less, with the exception of those conducted in correctional settings, and HIV-related testing 
consent could also be part of a signed general consent.  All of these measures were intended to reduce 
barriers to testing, as cited in the CDC’s 2006 Revised Recommendations for HIV Testing of Adults, 
Adolescents, and Pregnant Women in Healthcare Settings.  In addition, the amended law requires that 
the person ordering the HIV test must provide or arrange for follow-up medical care if the patient 
consents, promoting linkage to care.8  The recommended use of antiretroviral therapy (ART) has also 
expanded, with NYC’s treatment recommendations amended in 2011 and the federal treatment 
guidelines for HIV updated in 2012 to recommend initiation of ART immediately after HIV diagnosis, 
regardless of CD4 count, in order to improve outcomes for PLWH and to decrease the risk of HIV 
transmission.v      

In addition to affecting the provision of care, changes in policy will continue to have an impact on the 
nature of services funded by Ryan White Part A.  In 2012, to comply with the HRSA 2011 National 
Monitoring Standards (NMS) for Ryan White HIV/AIDS Program Part A and Part B, the New York EMA 
began requiring documentation from Part A clients of income and EMA residence (excluding early 
intervention services).  Agencies providing services potentially billable to Medicaid were also required to 
apply for Medicaid certification if they did not have it already.  This certification requirement has had 
the largest effect thus far on mental health providers, and, in turn, on their clients.      

iv U.S. Department of Health & Human Services. National HIV/AIDS Strategy Fact Sheet. http://aids.gov/federal-
resources/national-hiv-aids-strategy/nhas-fact-sheet.pdf  Updated July 2010. Accessed February 18, 2014. 
v The Henry J. Kaiser Family Foundation. Updating the Ryan White HIV/AIDS Program for a New Era: Key Issues & 
Questions for the Future.  http://kaiserfamilyfoundation.files.wordpress.com/2013/04/8431.pdf Updated April 
2013. Accessed February 18, 2014.   
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Medicaid is the primary public payer for HIV core medical services in the New York EMA, including 
outpatient medical care, HIV medications, substance abuse services, mental health services, and oral 
health care; 62% of PLWH are Medicaid-eligible, with more than 66,000 receiving Medicaid services in 
2011 at a cost of nearly $2.4 billion.4  As of 2014, the Affordable Care Act provides for expansion of 
Medicaid coverage to all PLWH earning less than 138% of the FPL.  This will likely affect a small number 
of single adult Part A clients (with incomes between 100% and 138% of the FPL) in the EMA who were 
previously not covered by Medicaid. Expanded public and private insurance coverage may reduce the 
need for use of Ryan White Part A funds to cover core medical services, including ADAP, mental health 
services, and some early intervention services, with the cost of routine HIV testing now covered by 
private insurance plans and the State’s Medicaid program.  Oral health and medical transportation in 
the Tri-County area will also likely be impacted.9   

In addition, the redesign of Medicaid services in New York State, which began implementation in 2011, 
has had, and will continue to have, a significant effect on a number of Ryan White service categories. For 
example, provision of services paid for by Medicaid may be restricted by new requirements, including 
utilization limits for substance abuse services and the transition of PLWH eligible for home care to 
managed long-term care plans.5  Although these changes may increase the need for Part A funding to 
cover new gaps in care, Medicaid coverage has been expanded in some instances to include services 
that were previously covered largely by Ryan White funds.  For example, the multiyear roll-out of the 
Health Homes program will ensure that Medicaid covers the cost of some services currently provided 
through the Ryan White Part A Medical Case Management service category.9  

As a greater percentage of the costs of Ryan White-funded core medical services will be covered by 
other payers, there may be a need to shift a larger percentage of Ryan White funding to pay for critical 
support services that are not covered by Medicaid or private insurance, including housing, food and 
nutrition assistance, and legal services.vi  Since 2006, the HIV/AIDS Treatment Extension Act (HATEA) 
reauthorizing the Ryan White Program has required that 75% of Part A funding go toward core medical 
services, though grantees may apply for a waiver from this requirement.  The New York EMA was 
granted such a waiver in FY2013 and will likely continue to make such requests in future years, as the 
health care environment continues to evolve and services are designed to better reach PLWH who are 
not currently engaging with the health care system.4 

  

vi The Henry J. Kaiser Family Foundation. Updating the Ryan White HIV/AIDS Program for a New Era: Key Issues & 
Questions for the Future.  http://kaiserfamilyfoundation.files.wordpress.com/2013/04/8431.pdf Updated April 
2013.  Accessed February 18, 2014. 
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Key Takeaways 

• Part A funding continues to fill important gaps in HIV-related care, including medical and non-
medical case management, food and nutrition, housing, harm reduction, mental health, and legal 
services, despite increased coverage for some medical services due to policy and funding shifts. 

• Ryan White Part A funding was reduced by 14.75% in the EMA in FY2013. 
• Medicaid expansion and redesign will have significant effects on payment for and provision of a 

range of HIV-related services.  
• The NHAS has helped to focus the EMA’s priorities and standardize service provision. 
• Shifts in policy at the federal and state level have reduced barriers to care and treatment across the 

EMA.  
Information Gaps 

• There is a push for increased integration of services, but more information is needed regarding what 
types of services are most or least useful to be co-located and the prevalence of co-located services. 

• More clarification is needed around the ways in which policy has impacted the proportion of Ryan 
White funding received by various types of agencies over time and whether that has affected the 
service utilization patterns of certain populations. 

Recommendations 

• Continue to request and review information about the nature of the impact of the Affordable Care 
Act and changes to Medicaid on Ryan White Part A services. 

• Given the high level of need among Ryan White Part A clients in the New York EMA for non-medical 
services and increased coverage of the costs of core medical services by other payers, encourage 
continued requests for a waiver allowing for more than 25% of Ryan White Part A funds to be used 
for non-core support services. 

• In accordance with the NHAS goal of streamlining the planning and targeting of resources, advocate 
for reduction in the number of different data systems used to capture service provision information 
in the EMA. 

• Given the important role played by supportive services in facilitating engagement in care, review 
information from NYC agencies such as the Department of Education, the Department of Housing 
Preservation and Development, the Department of Homeless Services, and the Department of 
Correction to help identify areas of overlap and potential collaboration. 

• Promote continued collaboration between stakeholders, including the Policy Committee and 
DOHMH, to aid all parties to keep abreast of policy shifts and policy discussions that directly impact 
service provision (e.g. changes to HASA eligibility or funding requirements). 
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Section 3: Service Needs and Utilization 
 
In order for individuals to realize the personal health, survival and quality-of-life benefits of advances in 
HIV medicine and for local jurisdictions to reduce the number of new infections through “treatment as 
prevention,” PLWH must be consistently engaged in HIV primary care.  For many PLWH in the New York 
EMA, consistent engagement with HIV primary care, and thus the achievement and maintenance of viral 
suppression, depends upon the use of supportive services to meet fundamental, logistical and/or 
psycho-social needs.  This section summarizes trends in HIV primary care engagement in NYC, describes 
utilization of supportive services that can facilitate linkage to and retention in HIV primary care, and 
highlights where there is a disconnect between need for and adequate utilization of services.   

Engagement in HIV Primary Care 

Among PLWH interviewed as part of the 2008-2010 NYC cohort of the CHAIN project, the most 
frequently cited reason for delayed entry into care was denial about being HIV-infected (26%), followed 
by feeling fine and not having symptoms (13%) and drug use (13%).10  That being said, prompt linkage to 
care (within 91 days of diagnosis) has increased gradually from baseline in 2008 and, in 2012, exceeded 
70% both for Ryan White Part A clients and for PLWH in NYC overall.3  Even among those with delayed 
entry into care, the period of delay has decreased over time; on average, among those who delayed 
entry into care, those diagnosed with HIV from 1996 to 2005 entered into care after 31 months, while 
those diagnosed from 2006 to 2010 sought care after 15 months.  Those PLWH less than 35 years of age 
were 2.8 times as likely as older PLWH to delay entry into HIV care, while men were 2.7 times as likely as 
women, and blacks were 2.9 times as likely as whites to delay entry into care.  Those who were 
homeless in the year of diagnosis were almost 10 times as likely as the stably housed to delay HIV care, 
while those who actively used drugs in the year of their diagnosis were more than two times as likely to 
delay entry into HIV care.  Whether or not someone had a regular source of medical care before their 
HIV diagnosis had no significant effect on whether or not they delayed entry into HIV care.  However, 
active facilitation of linkage to medical care by staff at the testing site decreased the likelihood of 
delayed entry into care by more than four times.10  This CHAIN finding was supported by published local 
surveillance-based findings indicating that initiation of care is most timely when diagnosis occurs at a 
testing site that offers co-located medical care.vii     

Across the HIV care continuum, one of the largest drop-offs is from any initial linkage to HIV care to 
current engagement in care.  Approximately 24% of the PLWH in NYC who had ever been linked to HIV 
care did not have laboratory evidence of HIV-related primary medical care in 2012 (see Figure 3.1).  
While this may partially reflect the fact that not all care received by HIV patients involves laboratory 
tests, it points to the loss of a certain percentage of PLWH from HIV medical care.  Among participants in 
the NYC 2008-2010 CHAIN cohort, 21% reported one or more periods in which they were out of care for 
six months or more.  The most frequently cited reason for dropping out of care was drug relapse (24%), 

vii Torian LV, Wiewel EW, Liu KL, Sackoff JE, Frieden TR. Risk factors for delayed initiation of medical care after 
diagnosis of human immunodeficiency virus.  Arch Intern Med. 2008; 168(11):1181-7. 
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followed by feeling fine and not having symptoms (17%) and disruption in care (e.g. program closed, 
person moved) (15%).10 

Figure 3.1.  HIV care continuum, NYC 2012     

 
Note: Data updated from Wiewel E, McAllister-Hollod L. HIV Care Cascades for New York City Overall and Ryan White Clients: A First Look.  
Presentation for Planning Council Needs Assessment Committee; June 13, 2013; New York, New York. 

For those engaged in the HIV care system, retention in care is high, exceeding 90% for Ryan White Part A 
clients and 80% for PLWH in NYC overall in 2012.3  In spite of high rates of engagement and retention in 
care, there was a distinct drop-off in the HIV care continuum in 2011 from engagement in care to viral 
load suppression.6  This drop is particularly steep for black and Hispanic individuals, who have lower 
rates of viral suppression than whites, in spite of consistently higher rates of retention in care.  This gap 
may partially reflect difficulties adhering to antiretroviral therapy as a result of other unmet health and 
social needs.  While still lower than desired, rates of viral load suppression among those engaged in care 
have increased from the 2008 baseline for both Ryan White Part A clients and PLWH in NYC overall, with 
69% of Part A clients and 75% of PLWH in the EMA virally suppressed in 2012.3   

Engagement in Supportive Services 

In the New York EMA, more than 80% of Ryan White Part A funding goes to services that are distinct 
from HIV primary care or treatment coverage.7  Part A funding is intended to fill gaps in the service 
system that cannot be filled by other payers, such as Medicaid, and thereby often takes the form of 
ancillary services.  There is a wealth of evidence that such supportive services are key mediators for 
ensuring retention in HIV care and treatment and sustained positive health outcomes, such as viral load 
suppression.  

In interviews conducted as part of the CHAIN project from 2009 to 2011, HIV-positive respondents in 
NYC and the Tri-County area indicated a need for multiple supportive services.  Among members of the 
NYC cohort, illicit drug users, the unstably housed and homeless, individuals with poor mental health, 
and Latino participants stood out as subgroups with above average need across multiple service areas.11  
Aside from HIV primary care, the highest levels of need were for food support, nutritional counseling, 
rental assistance, and mental health services.  While rental assistance and mental health services were 
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adequately utilized by more than 70% of respondents needing those services in NYC and the Tri-County 
area, food support services were inadequately utilized by roughly half of respondents with the need in 
NYC and the Tri-County area.  Nutrition counseling utilization was inadequate for more than 70% of 
respondents with a need for such counseling, based on service category-specific definitions of need and 
adequate utilization applied to CHAIN interview data.  Though the need for rental assistance was largely 
met, more than 70% of respondents in NYC and in the Tri-County area who indicated a need for 
permanent housing placement had not had their service needs met.  In NYC, in particular, less than a 
third of respondents indicating a need for medical case management or substance abuse services were 
being adequately served (see Table 3.1).11,12 

Table 3.1.  Trends in service need and adequate utilization, NYC and Tri-County CHAIN 

  

NYC 2009-2011 Tri-County 2010-2011 

(N=645 interviews) (N=157 interviews) 
Service 
Needs 

Adequate 
Utilization 

Service 
Needs 

Adequate 
Utilization 

HIV Primary Care 100%+ 98% 100%+ 98% 
Standard of HIV Medical Care 100%+ 49% 100%+ 52% 
ARV Treatment Support 37% 58% 32% 63% 
Social Service Case Management 45% 73% 100%+ 77% 
Medical Referral Case Management 40% 20% 100%+ 54% 
Professional Mental Health 51% 71% 56% 80% 
Alcohol or Drug Treatment 46% 40% 33% 55% 
Transportation 8% 35% 36% 88% 
Food Services 91% 46% 90% 57% 
Nutrition Counseling 87% 29% 100%+ 16% 
Permanent Housing Placement 15% 28% 17% 26% 

Rental Assistance 86% 83% 75% 71% 
+Defined as a need for all HIV-positive individuals.  Definitions of need varied slightly by area within the EMA; Westchester 
County DOH input on CHAIN analyses led to the treatment of more service categories as universally needed by PLWH in the Tri-
County area. 

As one might expect, usage patterns differ between populations and could be based on need, eligibility, 
accessibility, competing priorities, and perceived value (or stigma) associated with services.  Clients 40 
and over represented more than 60% of those served in each Ryan White service category in FY2012, 
with the exception of early intervention services, emergency rental assistance, and outreach focused 
specifically on youth.  In interviews conducted with the NYC CHAIN cohort between 2009 and 2011, the 
unstably housed and homeless stood out as having below-average levels of utilization across multiple 
service areas.11  Overall, young MSM between the ages of 13 and 29 were the least represented special 
population in the client mix across service categories, with the exception of service categories focused 
specifically on young people.13   
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Key Takeaways 
• Ryan White Part A clients and PLWH in the EMA overall have high levels of engagement in HIV 

primary care. 
• Higher levels of engagement in HIV primary care do not necessarily translate into improved clinical 

outcomes for PLWH. 
• Need for supportive services – particularly food and nutritional assistance, housing assistance, and 

mental health services – is high among PLWH. 
• Existing supportive services may be underutilized by certain groups, such as young MSM or the 

homeless, in spite of high levels of need. 
Information Gaps 
• More clarification is needed around reasons for low utilization of certain services and whether low 

utilization is attributable to availability of services, quality of services, competing priorities, low 
perceived value, stigma, and/or misclassification of need (a definitional issue or a limitation of the 
available data). 

• It is not clear from the data provided how people are choosing to access services and, if people are 
seeking services at multiple locations, the extent to which there is duplication of services. 

• More information is required regarding the nature and level of need, the relationship between level 
of need and utilization patterns, and the extent to which services provided meet the level of need. 

• Less information is available on the needs of certain groups, including transgender people, 
perinatally-infected youths, and people with hearing, vision and mobility impairments. 

• The existing data does not address the impact of Ryan White Part A budget cuts on the availability 
and utilization of services.  

• More information is needed about the relationship between enrollment in particular Ryan White 
Part A services, engagement in HIV primary care, and health outcomes such as viral load 
suppression. 

• Information is lacking regarding the availability of peer navigators in medical and community 
settings where HIV services are provided and in what situations peer navigation is most effective. 

Recommendations 
• Further explore the relationship between engagement in HIV primary care and clinical outcomes to 

better understand possible factors that complicate achievement of viral load suppression for those 
who are highly engaged in care. 

• Explore where PLWH access services and the extent to which people seek services at multiple 
locations.   

• Make increased use of programmatic information to further assess the relationship between 
enrollment in a particular service category and other key outcomes such as linkage to and retention 
in care. 

• Request additional information, from the CHAIN study and/or other resources, to gain deeper 
insight into the relationship between need and utilization, the extent to which services meet needs, 
and the reasons why services may not be utilized, particularly in cases where a high level of need is 
identified. 

• Enhance/include peer navigation as a key component of multiple service categories, which may 
facilitate uptake and utilization of needed services. 
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Section 4: Accessibility and Quality of Care 
 
Research has shown that higher patient satisfaction with services received is related to maintaining 
more stable relationships with health care providers, adhering more closely to medical advice and 
treatment, and keeping appointments.14  Drawing on data from the client satisfaction survey, consumer 
focus groups, and listening sessions, this section discusses the quality of services received by Ryan White 
Part A clients and highlights barriers to and facilitators of care for PLWH.  Both HRSA and the Planning 
Council have emphasized the importance of client feedback on services; such input can help to improve 
the quality of HIV-related service delivery in the New York EMA. 

Satisfaction with HIV services  

A 2012 pilot survey of Ryan White Part A clients in NYC found high levels of satisfaction reported across 
five service categories – supportive counseling, legal services, care coordination, mental health services, 
and harm reduction – with more than 60% of clients surveyed reporting that they had been coming to 
an agency for one year or more, indicating a certain level of stability in service provision.  Survey 
participants reported high levels of confidence in their provider on average (see Figure 4.1).  Only 4% of 
clients reported that they felt treated poorly; these clients were most likely to list bias related to their 
drug or alcohol use as a possible reason for poor treatment, followed by bias related to race, age, and/or 
sexual orientation.  A higher education level was correlated with a higher level of satisfaction.14  Among 
participants in 2009 focus groups of Ryan White Part A clients, Manhattan agencies were perceived as 
providing the highest quality of care overall, while Staten Island consumers were dissatisfied with HIV 
care due to stigma, paucity of available services, and what was perceived to be sub-standard care.15 
 
Figure 4.1. Average satisfaction by scale item on a 5-point scale, 2012 Client Satisfaction Survey    

    

4.46 

4.37 

4.36 

4.36 

4.31 

4.29 

4.27 

4.23 

4.22 

4.2 

4.18 

4.15 

4.14 

4.11 

4.01 

3.91 

3.85 

3.5 4 4.5 5

Item 8: Confidence in Provider Skills
Item 1: Help to Deal with Problems

Item 7: Services Worth Time and Energy
Item 15: Providers Care about Life Issues

Item 17: Plan to Manage Needs
Item 9: Service Hours Fit Schedule

Item 5: Better Self-Care (Health)
Item 6: Happiness with Services

Item 2: Providers Respect Values
Item 3: Help Keeping Primary Care Appts.

Item 12: Services Perfect
Item 16: Benefits Worth Effort

Item 11: Clear Info. Given by Provider
Item 13: Better Self-Management

Item 4: Wait Time for Services
Item 14: Transportation to Services

Item 10: Sharing Information about Self

Sc
al

e 
Ite

m
 

Total Average Score 

21 
 



 

When asked to gauge which Ryan White Part A services were most useful for enabling access to HIV 
primary care, at least 20% of HIV-positive focus group participants in NYC picked medical nutrition 
therapy, mental health services or early intervention services among the core services, and nearly half 
picked housing services as the most useful non-core support service.  Approximately a quarter of focus 
group participants felt that ADAP, mental health services or outpatient/ambulatory health services were 
the most useful core services encouraging continued engagement in HIV primary care, while nearly half 
of these same participants stated that housing assistance functioned as the most useful non-core 
support service for encouraging continued engagement in HIV care.  The Ryan White Part A-funded 
services that participants found most useful were also among those with which they were most 
satisfied, including outpatient/ambulatory health services, ADAP, housing services, and food bank/home 
delivered meals.15 

Barriers to and Facilitators of Care 

The importance of a holistic approach to HIV care and treatment was underscored by the desire 
expressed by focus group participants to be treated as a “whole person,” with a variety of needs and 
responsibilities.  Focus group participants emphasized the importance of feeling that providers were 
responsive to their needs,15 a point that was reiterated by 2013 listening session participants, who 
stated that caring providers who took time to listen and answer questions were important facilitators to 
continued engagement in HIV care.16    

Supportive services were seen by listening session participants as key to addressing competing 
responsibilities in patients’ lives that would otherwise prevent individuals from engaging in HIV care and 
adhering to treatment regimens.16  Some focus group participants described difficulties finding 
information about available services and expressed frustration with navigating the eligibility criteria.15  
Clients also discussed the effects of disruptions or changes in services. Client satisfaction survey 
participants discussed frustration over multiple changes in patient navigators,14 while focus group 
participants described stress associated with unstable insurance coverage and perceived penalties 
associated with discontinuation of services once health indicators improved or employment was 
obtained.15 

The ability to access multiple services in one location, a “one-stop shopping” approach, was considered 
a key facilitator to engagement in care by focus group participants.15  Furthermore, listening session 
participants felt that gaps in communication between providers of HIV services led to delays in referrals 
and linkages and ultimately presented barriers to maintaining viral load suppression.  They noted that 
these gaps in communication could be prevented by greater integration of HIV care with other medical 
and social support services.16  That being said, participants in the 2009 focus groups noted that a variety 
of factors influenced their decision to seek particular services in particular locations, underlining the 
importance of flexibility to seek services from a variety of providers, if desired.  For example, 
participants stated that the decision regarding where to obtain HIV care was based not only on 
convenience and perceived quality of services, but on where they might expect the most privacy.15  
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Concern about confidentiality appears to affect access to HIV-related services in a number of ways. 
Participants in 2013 listening sessions across the EMA identified it as a key barrier both to HIV testing 
and to accessing HIV treatment services.16  Those individuals who took part in the client satisfaction 
survey identified sharing information about themselves with service providers as the aspect of service 
provision with which they were least satisfied.14  Greater assurance regarding the right to confidential 
care was described by listening session participants as a key facilitator to accessing HIV treatment 
services.16    

Accessibility and availability of services appeared to be an issue for some consumers as well.  Ryan 
White Part A clients surveyed in 2012 identified wait times and transportation as among the items with 
which they were least satisfied.14  Inconvenient clinic hours or wait times and inconvenient clinic 
locations or lack of transportation were also mentioned as barriers to accessing HIV treatment services 
in the 2013 listening sessions.  Language barriers were also mentioned, and materials available in other 
languages as well as bilingual staff were seen as facilitators to accessing HIV care.16  Participants in both 
the listening sessions and the focus groups also described ways in which convenience-oriented service 
features could facilitate ART adherence, including pharmacists helping to schedule prescription refills 
and automated reminders to take medication.15,16  

The need for social support was evident throughout the care continuum, from encouragement of testing 
to help coming to terms with an HIV-positive diagnosis, to support for navigating the HIV care system, to 
advocacy for services.  Some participants in the 2009 focus groups found participation in Community 
Advisory Boards beneficial, as a place for PLWH to have their voices heard and as a forum for sharing 
information.15  Participants in the 2013 listening sessions indicated that an HIV-positive peer mentor 
could play a vital role in facilitating access to and navigation of the HIV care system.  Participants also 
emphasized the importance of good communication between providers and patients in order to address 
fears and concerns about medication side effects, to stress the importance of adherence, and to help 
patients identify barriers to their care.16 
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Key Takeaways 
• Preliminary findings suggest that Ryan White Part A clients are satisfied on average with the services 

they are receiving in NYC. 
• The Ryan White Part A-funded services identified as most useful for encouraging access to and 

continued engagement in HIV care are also among those with which clients are most satisfied, 
including outpatient/ambulatory health services, ADAP, and housing services.   

• Clients have emphasized the need for a more streamlined HIV care system, with greater integration 
of HIV care with other services and better communication between providers. 

• Shorter wait times, more convenient service locations, and good communication with providers 
have all been described as facilitators of engagement in HIV care. 

• Client feedback has also highlighted the importance of ensuring that PLWH feel comfortable sharing 
information about and advocating for themselves, while allowing for a role for peers in the care and 
treatment process. 

Information Gaps 
• More information is needed regarding clients who don’t use or who no longer use services.  The 

reasons clients have fallen out of care and whether those relate to the quality of care received are 
important issues to address and ones not likely captured by the existing data.  

• Though these data sources touch on perceived quality of care, information is lacking regarding the 
quality of care provided as determined by objective measures, particularly for non-clinical services. 

• The information presented is from the perspective of consumers; the provider perspective is lacking 
regarding what would be needed to provide better care. 

Recommendations 
• Support the continuation and expansion of the routine Client Satisfaction Survey. 
• Reactivate and fully fund the Tri-County portion of the CHAIN study, and encourage continued use 

of DOHMH’s Return to Care Survey and other qualitative and quantitative data sources to capture 
the voices of those unconnected to care and/or who dropped out of care for a period of time. 

• Review information pertaining to New York State’s Quality of Care Program, the CHAIN study’s 
Standard of HIV Medical Care Index and the New York EMA’s Part A Quality Management Program 
and consider methodology for objectively evaluating the quality of HIV services provided in the 
EMA. 

• In response to the expressed importance of peer support in facilitating engagement in care, 
incorporate a role for peer navigators into potential service models. 

• Compile best practices in service provision regarding effective organizational structures and 
approaches to client outreach, among other areas, in order to further inform potential service 
models. 

• Consider further investigation of provider resource and education needs to improve quality HIV 
service provision. 
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Plan for Today 
• HIV surveillance history and 

procedures 

• Epidemiologic overview 

• HIV-related medical care 

• HIV in subpopulations 

• Implications 

HIV Surveillance History 
& Procedures 

History of HIV/AIDS Reporting in 
New York City 

• 1981:  MMWR reports PCP and KS from LA and 
NYC.  AIDS surveillance begins 

• 1983:  New York State mandates named AIDS case 
reporting 

• 2000:  New York State implements named reporting 
of HIV, detectable viral load and low CD4 

• 2005:  HIV surveillance expands to include all HIV-
related laboratory reports 

Public health surveillance of the epidemic has been 
in place for over 30 years and has evolved over time. 



Conducting HIV/AIDS 
Surveillance 

• Counting diagnoses and deaths 
• Multiple sources: 

– Electronic lab reports 
– Medical chart reviews 
– Provider reports 
– Patient interviews 

Epidemiologic Overview 

Number of New HIV Diagnoses and Diagnosis Rates 
among Adults and Adolescents in 2007, United States 

Based on metropolitan statistical area of residence. 
Source: Table 1 of Hall et al. PLoS ONE; September 2010; 5(9). 

NYC has a heavy disease burden in terms of number of new diagnoses, 
but a lower HIV case rate relative to other urban areas. 

AIDS diagnoses and mortality peaked in the mid-1990’s in New York City 
and have been declining since. 

Reported AIDS Diagnoses and 
Deaths in NYC, 1981-2011 

Reported AIDS 
diagnoses 

Reported  
AIDS deaths 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 



0

1,000

2,000

3,000

4,000

5,000

2007
(N = 4,208)

2008
(N = 4,186)

2009
(N = 3,868)

2010
(N = 3,532)

2011
(N = 3,404)

Ne
w

 H
IV

 d
ia

gn
os

es
 (N

)

Year of Diagnosis

Number of New HIV Diagnoses and Diagnosis 
Rates in NYC, 2007-2011 

The number of new HIV diagnoses has been decreasing from 2007 to 2011 
but is still over 3,400 each year. 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 

There were 113,319 persons diagnosed and reported in New York City and 
presumed to be living with HIV/AIDS at end of 2011. 

Reported Persons Living with 
HIV/AIDS in NYC, 1981-2011 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 

Rates based on 2010 Census population. 
UHF boundaries used in this map have been updated from previous maps. 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 

In 2011, UHF neighborhoods with the highest rates of HIV diagnoses were 
in the South Bronx, Central Brooklyn, Chelsea-Clinton and Harlem.   

Denominators for prevalence based on 2010 Census population. 
UHF boundaries used in this map have been updated from previous maps. 

PWHA = Persons With HIV/AIDS alive at any time January 1, 2011 - December 31, 2011. 
As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 

In 2011, UHF neighborhoods with the highest proportions of PWHA were 
in the South Bronx, Central Brooklyn, Chelsea-Clinton and Harlem. 



Age-adjusted to citywide population of PWHA in 2011. 
PWHA = Persons With HIV/AIDS alive at any time January 1, 2011 - December 31, 2011. 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 

In 2011, most high-prevalence neighborhoods also had high mortality among 
PWHA. However, Chelsea-Clinton had the highest prevalence in the city but 

comparatively low mortality.   

HIV-Related Medical Care 

Number and proportion of persons diagnosed with HIV 
in New York City engaged in selected stages of the 

continuum of care at the end of 2011 

As reported to the NYC DOHMH by September 30, 2012. 
For definitions of the stages of the continuum of care, see Appendix (2). 

15 16 

Timely Initiation of Care among Persons 
Newly Diagnosed with HIV in NYC, 2007–2011 

The proportion of persons newly diagnosed with HIV with timely initiation 
of care increased between 2007 and 2011. 

CD4 count (or percent) or HIV VL value reported to DOHMH as part of routine surveillance considered to be a proxy for receipt of HIV-related medical care. 
As reported to the NYC DOHMH by September 30, 2012. 
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Median CD4 Count at Diagnosis1 among Persons 
Newly Diagnosed with HIV in NYC, 2007–2011 

1Only persons with a CD4 count reported within 12 months of their HIV diagnosis date were included. The earliest CD4 count relative to HIV diagnosis date 
was used in the calculation of median CD4 at HIV diagnosis.  

As reported to the NYC DOHMH by September 30, 2012. 

Median CD4 count at HIV diagnosis in NYC increased from 2007 to 2011.   
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Proportion of PLWHA in 2011 with ≥2 CD4 or VL 
Tests Ordered by an NYC Provider in 2011, at 

Least 3 Months Apart1, NYC 

Over half of persons living with HIV/AIDS in 2011 in NYC had at least 2 
CD4 or VL tests, at least 3 months apart, in 2011. 

1PLWHA are considered by the Human Resources Service Administration (HRSA) to be retained in continuous medical care if they have 
≥2 medical visits at least 90 days apart within a 12-month period. 

As reported to the NYC DOHMH by September 30, 2012. 
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Proportion of Persons Newly Diagnosed with HIV 
with Viral Suppression1 at 6 and 12 Months After 

Diagnosis, NYC 2011 

19 
1Viral suppression is defined as viral load ≤200 copies/mL. 
As reported to the NYC DOHMH by September 30, 2012. 

Over half of persons newly diagnosed with HIV in NYC in 2011 were virally 
suppressed by 12 months after diagnosis. 
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Ordered by an NYC Provider in 2011 whose Last 

HIV VL Result Indicated Viral Suppression1 

20 
1Viral suppression is defined as viral load ≤200 copies/mL. 
As reported to the NYC DOHMH by September 30, 2012. 

Nearly three-quarters of persons living with HIV/AIDS and under clinical 
monitoring in NYC in 2011 had an undetectable last viral load. 
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HIV in Subpopulations 

84% of newly diagnosed persons 13-29 in 2011 were male.  The number of new 
HIV diagnoses among males aged 13-29 with MSM risk was consistently higher 

than other transmission risk categories during 2007-2011. 

Number of New HIV Diagnoses among Males 
13-29 by Transmission Risk Category in NYC, 

2007-2011 

 
Perinatal and Other transmission risk categories not shown but included in total N. 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 

As reported to New York City Department of Health and Mental Hygiene as of September 30, 2012. 

Number of New HIV (Non-AIDS) Diagnoses 
among MSM by Age in NYC, 2007-2011 
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13-29 year olds 

Since 2009, the number of new HIV diagnoses among young men aged 13-
29 has been higher than among men aged 30+.  

30+ year olds 
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* Perinatal, other and unknown transmission risk not included in the total N’s. 
As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 

Percentage of New HIV Diagnoses among Females 
by Transmission Risk in NYC, 2007-2011 

In 2011, 95% of new HIV diagnoses among females with known risk were 
attributed to heterosexual transmission. 

Heterosexual 

IDU 

Year of Diagnosis 



Foreign-born New Yorkers from every region were more frequently diagnosed 
concurrently with HIV and AIDS than the non-foreign-born. 

Concurrent Diagnosis1 of HIV/AIDS by 
Region of Birth* in NYC, 2011 

1AIDS diagnosis within 31 days of HIV diagnosis. 
*Middle East not shown because of small numbers. Among 14 Middle-East-born persons newly diagnosed with HIV in NYC in 2010-2011 

combined, 7% were diagnosed concurrently with AIDS.  
As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 

F i b N Y k f i f tl di

Region of Birth  in NYC, 2011

18% 37% 21% 22% 34% 24% 16% 

Newly diagnosed transgender women (MTF) were predominantly in their 
20s.  Transgender men (FTM) were in their 30s. 
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Number of New HIV Diagnoses among Transgender 
Persons by Gender Identity and Age at Diagnosis, 

NYC 2007-2011 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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Additional Characteristics* of Transgender 
Women (MTF) Newly Diagnosed with HIV,  

NYC 2007-2011 

* All characteristics are from any time, e.g., ever incarcerated, and rely on this information being documented by the medical provider. 
As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 

 Among newly diagnosed transgender women (MTF), 51% had documentation 
in their medical record or by their provider of a history of at least one of the 

characteristics presented above, compared with 31% of non-transgender 
persons (not shown). 

      N=65                     N=53            N=16   N=12              N=9 

HIV and STDs 
• Coinfection with an(other) STD is common among 

persons with HIV 
• STD diagnosis was reported in year of HIV 

diagnosis for 7% of 2005 and 13% of 2009 NYC 
HIV diagnoses 

• 39% of 2005 coinfections and 53% of 2009 
coinfections were joint diagnoses (within same 
calendar month), suggesting improved adherence 
to dual HIV/STD screening recommendations 

Reported at the 2012 International AIDS Conference as “Using cross-matched HIV and sexually transmitted disease registry data to estimate 
adherence to dual screening recommendations in New York City,” by L. Stadelmann, S. Braunstein, P. Pathela, and C. Shepard 



Implications 

Implications 
• Changing epidemic citywide 

– HIV diagnoses declining modestly or stable in nearly all groups 

– AIDS diagnoses and deaths declining 

– Population of PLWHA still increasing 

• NYC and US focus on treatment as prevention 

– Encourage testing (Bronx Knows, Brooklyn Knows, NYS HIV 
testing law since Sept. 2010) 

– Promote timely linkage to HIV medical care and other forms of 
support after diagnosis 

– Recommend treatment be offered to all persons with HIV (since 
Mar. 2012) to improve health and suppress virus, thereby reducing 
transmission 

– New applications for surveillance data to monitor National 
HIV/AIDS Strategy goals and other outcomes 

Thank you. 
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• Data presented by borough exclude persons with unknown residence or living outside of NYC. 
The proximity of HIV-infected New Yorkers to HIV medical care providers with offices outside of 
NYC may account for differences in care initiation by borough. Because the HIV Epidemiology 
and Field Services Program does not receive HIV laboratory reports from providers located 
outside of NYC, receipt of HIV-related medical care may be underestimated for NYC residents 
receiving care from providers outside of NYC, and for former NYC residents who have re-located 
permanently to another jurisdiction where they live and receive care. 

• Newly diagnosed persons who die during the follow-up period (e.g., within 3 months from 
diagnosis for linkage analyses) are included in the denominator. 

• Heterosexual risk includes persons who had heterosexual sex with an HIV-infected person, an 
injection drug user, or a person who has received blood products. For females only, 
heterosexual risk also includes history of prostitution, multiple sex partners, sexually transmitted 
disease, crack/cocaine use, sex with a bisexual male, probable heterosexual transmission as 
noted in medical chart, or sex with a male and negative history of injection drug use.  

• Unless otherwise noted, numbers and percents are rounded to the nearest whole number or 
nearest tenth. 

• As noted throughout, the analyses summarized in this slide set utilized CD4 and viral load tests 
reported to surveillance as proxies for the receipt of HIV-related medical care. Because CD4 and 
viral load tests are a proxy rather than direct measure of the receipt of HIV-related medical care, 
some patients may be misclassified as having received HIV-related medical care when they did 
not, and vice versa. Furthermore, the validity of CD4 and viral load tests as a proxy for HIV-
related medical care may vary during the lifetime of a PLWHA.  
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• Technical notes and definitions for slides on the “continuum of care”: 
– “Estimated HIV-infected”: equal to the number of persons diagnosed with and presumed 

living with HIV in NYC at the end of 2011 (PLWHA), divided by the estimated proportion of 
all HIV-infected persons in NYC who have been diagnosed. An emergency room 
serosurvey established this proportion as 86%. Source: Eavey JJ, Torian LV, Jablonsky A, 
Nickerson JE, Fettig JF, Leider J, Calderon Y. Undiagnosed HIV Infection in a New York 
City Emergency Room: Results of a Blinded Serosurvey, December 2009-January 2010.  
19th International AIDS Conference, 2012,  Washington, DC.  Abstract# TUPE282. 

– “HIV diagnosed”: PLWHA as of 12/31/2011, per surveillance case reporting. 
– “Ever linked to HIV care”: Any viral load (VL) or CD4 count drawn in the years 2001-2011 

and received after HIV diagnosis following a 7-day lag, and reported to DOHMH HIV 
surveillance. 

– “Retained in HIV care in 2011”: VL or CD4 count or CD4 percent drawn in 2011, and 
reported to DOHMH HIV surveillance. 

– “Presumed ever started on ART”: Suppressed VL (≤200 copies/mL) reported to DOHMH 
HIV surveillance at any point from 2001-2011. 

– “Suppressed viral load in 2011”: Most recent VL drawn in 2011 and reported to NYC 
DOHMH HIV surveillance was ≤200 copies/mL. 
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HISTORY OF THE EPIDEMIC
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EXECUTIVE SUMMARY
This report presents 2012 surveillance data on the HIV epidemic in New York City (NYC). It highlights a range of important

aspects of HIV/AIDS in NYC, as well as the major activities of the HIV Surveillance Unit at the NYC DOHMH. This annual report has
an expanded scope and new content that reflects the shift in HIV burden to a chronic manageable disease, with sections that
describe longitudinal trends, survival, and receipt of services among persons with HIV.

NYC continues to have one of the largest HIV epidemics in the United States. Recent trends persist, with new HIV and AIDS
diagnoses, incident HIV infections, perinatal infections, and deaths among persons with HIV declining, and the number of persons
living with HIV growing. In 2012, 3,141 persons were newly diagnosed with HIV and 1,889 were diagnosed with AIDS in NYC. As of
the end of 2012, 114,926 persons had been diagnosed with HIV/AIDS, reported in NYC, and were presumed to be living. During
2012, there were 1,578 deaths among persons with HIV.

Important disparities in HIV—by sex, race/ethnicity, HIV transmission risk, geography within NYC, and poverty level, among
other factors—persisted in NYC in 2012. Persons newly diagnosed with HIV were largely male, black or Hispanic, young, men
reporting sex with men, or persons living in impoverished NYC ZIP codes. HIV diagnosis rates were strikingly high among black
and Hispanic males and females relative to other racial/ethnic groups. HIV continued to be unevenly distributed across NYC, with
most high burden areas also having a high proportion of impoverished residents.

Disparities were also apparent in mortality and survival among persons with HIV. Persons living in high poverty
neighborhoods experienced more HIV related deaths, and had poorer long term survival, compared with persons living in areas
with less poverty. Even in relatively low poverty NYC neighborhoods, persons of color with HIV had poorer survival rates.

Men who report sex with men (MSM) continue to be an HIV subpopulation of growing concern in NYC. The majority of new
HIV diagnoses in NYC are now among MSM. In supplemental data among persons in HIV primary care in NYC, more than one fifth
of sexually active HIV infected males reported unprotected anal intercourse with a male partner in the past 12 months. MSM,
and in particular older white and Hispanic MSM, were also over represented among persons diagnosed with acute HIV infection.

FIGURE 1.1: History of the HIV/AIDS epidemic, New York City 1981 2012

PLWHA=Persons living with HIV/AIDS
*Data on 2012 deaths are incomplete.
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TABLE 2.1: HIV/AIDS diagnoses and deaths occurring January 1, 2012 through December 31, 2012; and persons
diagnosed with HIV/AIDS, reported in New York City, and presumed to be living as of December 31, 2012

DEMOGRAPHIC AND CLINICAL CHARACTERISTICS

HIV diagnoses
AIDS

diagnoses2
PLWHA as of
12/31/2012 Deaths3

Total Without AIDS
Concurrent with
AIDS diagnosis1

N % N % N % Row % N % N % N %
Total 3,141 100.0 2,529 100.0 612 100.0 19.5 1,889 100.0 114,926 100.0 1,578 100.0
Sex

Male 2,494 79.4 2,018 79.8 476 77.8 19.1 1,392 73.7 82,426 71.7 1,085 68.8
Female 647 20.6 511 20.2 136 22.2 21.0 497 26.3 32,500 28.3 493 31.2

Race/Ethnicity4

Black 1,394 44.4 1,091 43.1 303 49.5 21.7 987 52.2 51,154 44.5 829 52.5
Hispanic 1,019 32.4 830 32.8 189 30.9 18.5 586 31.0 37,290 32.4 509 32.3
White 611 19.5 517 20.4 94 15.4 15.4 262 13.9 23,715 20.6 211 13.4
Asian/Pacific Islander 107 3.4 83 3.3 24 3.9 22.4 49 2.6 2,047 1.8 22 1.4
Native American 3 0.1 1 0.0 2 0.3 66.7 5 0.3 251 0.2 5 0.3
Multiracial 7 0.2 7 0.3 0 0.0 0.0 0 0.0 70 0.1 2 0.1
Unknown 0 0.0 0 0.0 0 0.0 0.0 0 0.0 399 0.3 0 0.0

Age group (years)5

0 12 6 0.2 6 0.2 0 0.0 0.0 1 0.1 192 0.2 2 0.1
13 19 141 4.5 135 5.3 6 1.0 4.3 32 1.7 1,081 0.9 1 0.1
20 29 1,073 34.2 959 37.9 114 18.6 10.6 360 19.1 8,907 7.8 45 2.9
30 39 762 24.3 630 24.9 132 21.6 17.3 424 22.4 16,515 14.4 109 6.9
40 49 643 20.5 455 18.0 188 30.7 29.2 536 28.4 35,004 30.5 369 23.4
50 59 360 11.5 249 9.8 111 18.1 30.8 378 20.0 35,540 30.9 596 37.8
60+ 156 5.0 95 3.8 61 10.0 39.1 158 8.4 17,687 15.4 456 28.9

Borough of residence6

Bronx 584 18.6 465 18.4 119 19.4 20.4 452 23.9 26,613 23.2 477 30.2
Brooklyn 860 27.4 675 26.7 185 30.2 21.5 548 29.0 28,544 24.8 499 31.6
Manhattan 808 25.7 656 25.9 152 24.8 18.8 418 22.1 31,067 27.0 328 20.8
Queens 501 16.0 396 15.7 105 17.2 21.0 271 14.3 17,071 14.9 143 9.1
Staten Island 44 1.4 40 1.6 4 0.7 9.1 38 2.0 2,228 1.9 45 2.9
Outside NYC 324 10.3 277 11.0 47 7.7 14.5 132 7.0 9,196 8.0 62 3.9
Unknown 20 0.6 20 0.8 0 0.0 0.0 30 1.6 207 0.2 24 1.5

Area based poverty level7

Low poverty (<10% below FPL) 259 8.2 211 8.3 48 7.8 18.5 132 7.0 12,237 10.6 101 6.4
Medium poverty (10 to <20% below FPL) 883 28.1 701 27.7 182 29.7 20.6 522 27.6 31,544 27.4 361 22.9
High poverty (20 to <30% below FPL) 862 27.4 688 27.2 174 28.4 20.2 509 26.9 29,292 25.5 441 27.9
Very high poverty ( 30% below FPL) 773 24.6 618 24.4 155 25.3 20.1 552 29.2 30,969 26.9 588 37.3
Area based poverty level not available 364 11.6 311 12.3 53 8.7 14.6 174 9.2 10,884 9.5 87 5.5

Transmission risk
Men who have sex with men 1,719 54.7 1,447 57.2 272 44.4 15.8 755 40.0 41,641 36.2 283 17.9
Injection drug use history 139 4.4 110 4.3 29 4.7 20.9 171 9.1 19,529 17.0 577 36.6
Heterosexual8 616 19.6 462 18.3 154 25.2 25.0 455 24.1 22,767 19.8 309 19.6
Perinatal 6 0.2 6 0.2 0 0.0 0.0 27 1.4 2,496 2.2 15 1.0
Other 0 0.0 0 0.0 0 0.0 0.0 1 0.1 226 0.2 0 0.0
Unknown 661 21.0 504 19.9 157 25.7 23.8 480 25.4 28,267 24.6 394 25.0

Clinical status as of 12/31/2012
HIV (non AIDS) n/a n/a n/a n/a n/a n/a n/a n/a n/a 47,746 41.5 297 18.8
AIDS n/a n/a n/a n/a n/a n/a n/a n/a n/a 67,180 58.5 1,281 81.2

PLWHA=Persons living with HIV/AIDS; FPL=Federal poverty level; n/a=Not applicable. All percents are column percents unless otherwise indicated.
1HIV diagnosed concurrently with AIDS (within 31 days of HIV diagnosis). Row percent is percent of total HIV diagnoses that were concurrent with AIDS diagnoses. 2AIDS was
diagnosed in 2012 and includes concurrent HIV/AIDS diagnosis. 3Includes deaths from any cause in persons with HIV/AIDS. 4For technical notes on race/ethnicity:
http://www.nyc.gov/html/doh/html/data/hivtables.shtml#abbrev. 5For HIV and AIDS diagnoses, age at diagnosis; for PLWHA, age as of December 31, 2012; and for deaths,
age at death. 6For HIV and AIDS diagnoses, residence at diagnosis. For PLWHA and deaths, residence based on most recent record available (most recent record is >5 years old
for 22% of persons with HIV/AIDS in 2012). 7Poverty level based on NYC ZIP code of residence at diagnosis or most recent (see footnote 6). Not available for persons missing ZIP
code information or living outside NYC. 8Includes persons who had heterosexual sex with a person they know to be HIV infected, an injection drug user, or a person who has
received blood products. For females only, also includes history of prostitution, multiple sex partners, sexually transmitted disease, crack/cocaine use, sex with a bisexual male,
probable heterosexual transmission as noted in medical chart, or sex with a male and negative history of injection drug use.

In 2012, there were 3,141 new HIV diagnoses and 1,889 new AIDS diagnoses in New York City. Among persons newly
diagnosed with HIV, 612 (19.5%) were diagnosed concurrently with AIDS. As of the end of 2012, 114,926 persons had
been diagnosed with HIV/AIDS and reported in New York City and were presumed to be living. In 2012, there were
1,578 deaths among persons with HIV.
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TABLE 3.1: HIV/AIDS diagnoses and deaths among males, January 1, 2012 through December 31, 2012; and males
diagnosed with HIV/AIDS, reported in New York City, and presumed to be living as of December 31, 2012

HIV AMONG MALES

HIV diagnoses
AIDS

diagnoses2
PLWHA as of
12/31/2012 Deaths3

Total Without AIDS
Concurrent with
AIDS diagnosis1

N % N % N % Row % N % N % N %
Total 2,494 100.0 2,018 100.0 476 100.0 19.1 1,392 100.0 82,426 100.0 1,085 100.0
Race/Ethnicity4

Black 978 39.2 773 38.3 205 43.1 21.0 663 47.6 32,154 39.0 536 49.4
Hispanic 846 33.9 687 34.0 159 33.4 18.8 447 32.1 26,777 32.5 348 32.1
White 566 22.7 478 23.7 88 18.5 15.5 237 17.0 21,268 25.8 177 16.3
Asian/Pacific Islander 96 3.8 74 3.7 22 4.6 22.9 42 3.0 1,689 2.0 19 1.8
Native American 3 0.1 1 0.0 2 0.4 66.7 3 0.2 180 0.2 3 0.3
Multiracial 5 0.2 5 0.2 0 0.0 0.0 0 0.0 52 0.1 2 0.2
Unknown 0 0.0 0 0.0 0 0.0 0.0 0 0.0 306 0.4 0 0.0

Age group (years)5

0 12 5 0.2 5 0.2 0 0.0 0.0 0 0.0 90 0.1 1 0.1
13 19 114 4.6 110 5.5 4 0.8 3.5 19 1.4 538 0.7 0 0.0
20 29 924 37.0 821 40.7 103 21.6 11.1 305 21.9 6,790 8.2 31 2.9
30 39 617 24.7 509 25.2 108 22.7 17.5 326 23.4 11,922 14.5 72 6.6
40 49 491 19.7 349 17.3 142 29.8 28.9 372 26.7 24,754 30.0 238 21.9
50 59 237 9.5 165 8.2 72 15.1 30.4 255 18.3 25,211 30.6 412 38.0
60+ 106 4.3 59 2.9 47 9.9 44.3 115 8.3 13,121 15.9 331 30.5

Borough of residence6

Bronx 418 16.8 328 16.3 90 18.9 21.5 301 21.6 16,294 19.8 304 28.0
Brooklyn 636 25.5 503 24.9 133 27.9 20.9 392 28.2 18,724 22.7 336 31.0
Manhattan 707 28.3 577 28.6 130 27.3 18.4 351 25.2 25,964 31.5 251 23.1
Queens 403 16.2 321 15.9 82 17.2 20.3 202 14.5 12,390 15.0 99 9.1
Staten Island 28 1.1 25 1.2 3 0.6 10.7 25 1.8 1,442 1.7 26 2.4
Outside NYC 286 11.5 248 12.3 38 8.0 13.3 102 7.3 7,446 9.0 49 4.5
Unknown 16 0.6 16 0.8 0 0.0 0.0 19 1.4 166 0.2 20 1.8

Area based poverty level7

Low poverty (<10% below FPL) 226 9.1 184 9.1 42 8.8 18.6 109 7.8 10,218 12.4 83 7.6
Medium poverty (10 to <20% below FPL) 712 28.5 566 28.0 146 30.7 20.5 394 28.3 23,738 28.8 255 23.5
High poverty (20 to <30% below FPL) 663 26.6 531 26.3 132 27.7 19.9 376 27.0 20,330 24.7 300 27.6
Very high poverty ( 30% below FPL) 574 23.0 459 22.7 115 24.2 20.0 384 27.6 19,339 23.5 377 34.7
Area based poverty level not available 319 12.8 278 13.8 41 8.6 12.9 129 9.3 8,801 10.7 70 6.5

Transmission risk
Men who have sex with men 1,719 68.9 1,447 71.7 272 57.1 15.8 755 54.2 41,641 50.5 283 26.1
Injection drug use history 115 4.6 88 4.4 27 5.7 23.5 127 9.1 13,882 16.8 409 37.7
Heterosexual8 136 5.5 91 4.5 45 9.5 33.1 123 8.8 5,897 7.2 94 8.7
Perinatal 5 0.2 5 0.2 0 0.0 0.0 12 0.9 1,222 1.5 5 0.5
Other 0 0.0 0 0.0 0 0.0 0.0 0 0.0 119 0.1 0 0.0
Unknown 519 20.8 387 19.2 132 27.7 25.4 375 26.9 19,665 23.9 294 27.1

Clinical status as of 12/31/2012
HIV (non AIDS) n/a n/a n/a n/a n/a n/a n/a n/a n/a 34,459 41.8 207 19.1
AIDS n/a n/a n/a n/a n/a n/a n/a n/a n/a 47,967 58.2 878 80.9

PLWHA=Persons living with HIV/AIDS; FPL=Federal poverty level; n/a=Not applicable. All percents are column percents unless otherwise indicated.
Footnotes appear at the bottom of Table 2.1.

FIGURE 3.1: HIV1 diagnosis rates among 13 59 year old males by race/ethnicity2, NYC 2012
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males was over 1.5 times higher than the rate
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1Includes diagnoses of HIV without AIDS and HIV concurrent with AIDS.
2Native American and multiracial groups not shown because of small
numbers.
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TABLE 4.1: HIV/AIDS diagnoses and deaths among females, January 1, 2012 through December 31, 2012; and females
diagnosed with HIV/AIDS, reported in New York City, and presumed to be living as of December 31, 2012

HIV AMONG FEMALES

HIV diagnoses
AIDS

diagnoses2
PLWHA as of
12/31/2012 Deaths3

Total Without AIDS
Concurrent with
AIDS diagnosis1

N % N % N % Row % N % N % N %
Total 647 100.0 511 100.0 136 100.0 21.0 497 100.0 32,500 100.0 493 100.0
Race/Ethnicity4

Black 416 64.3 318 62.2 98 72.1 23.6 324 65.2 19,000 58.5 293 59.4
Hispanic 173 26.7 143 28.0 30 22.1 17.3 139 28.0 10,513 32.3 161 32.7
White 45 7.0 39 7.6 6 4.4 13.3 25 5.0 2,447 7.5 34 6.9
Asian/Pacific Islander 11 1.7 9 1.8 2 1.5 18.2 7 1.4 358 1.1 3 0.6
Native American 0 0.0 0 0.0 0 0.0 0.0 2 0.4 71 0.2 2 0.4
Multiracial 2 0.3 2 0.4 0 0.0 0.0 0 0.0 18 0.1 0 0.0
Unknown 0 0.0 0 0.0 0 0.0 0.0 0 0.0 93 0.3 0 0.0

Age group (years)5

0 12 1 0.2 1 0.2 0 0.0 0.0 1 0.2 102 0.3 1 0.2
13 19 27 4.2 25 4.9 2 1.5 7.4 13 2.6 543 1.7 1 0.2
20 29 149 23.0 138 27.0 11 8.1 7.4 55 11.1 2,117 6.5 14 2.8
30 39 145 22.4 121 23.7 24 17.6 16.6 98 19.7 4,593 14.1 37 7.5
40 49 152 23.5 106 20.7 46 33.8 30.3 164 33.0 10,250 31.5 131 26.6
50 59 123 19.0 84 16.4 39 28.7 31.7 123 24.7 10,329 31.8 184 37.3
60+ 50 7.7 36 7.0 14 10.3 28.0 43 8.7 4,566 14.0 125 25.4

Borough of residence6

Bronx 166 25.7 137 26.8 29 21.3 17.5 151 30.4 10,319 31.8 173 35.1
Brooklyn 224 34.6 172 33.7 52 38.2 23.2 156 31.4 9,820 30.2 163 33.1
Manhattan 101 15.6 79 15.5 22 16.2 21.8 67 13.5 5,103 15.7 77 15.6
Queens 98 15.1 75 14.7 23 16.9 23.5 69 13.9 4,681 14.4 44 8.9
Staten Island 16 2.5 15 2.9 1 0.7 6.3 13 2.6 786 2.4 19 3.9
Outside NYC 38 5.9 29 5.7 9 6.6 23.7 30 6.0 1,750 5.4 13 2.6
Unknown 4 0.6 4 0.8 0 0.0 0.0 11 2.2 41 0.1 4 0.8

Area based poverty level7

Low poverty (<10% below FPL) 33 5.1 27 5.3 6 4.4 18.2 23 4.6 2,019 6.2 18 3.7
Medium poverty (10 to <20% below FPL) 171 26.4 135 26.4 36 26.5 21.1 128 25.8 7,806 24.0 106 21.5
High poverty (20 to <30% below FPL) 199 30.8 157 30.7 42 30.9 21.1 133 26.8 8,962 27.6 141 28.6
Very high poverty ( 30% below FPL) 199 30.8 159 31.1 40 29.4 20.1 168 33.8 11,630 35.8 211 42.8
Area based poverty level not available 45 7.0 33 6.5 12 8.8 26.7 45 9.1 2,083 6.4 17 3.4

Transmission risk
Injection drug use history 24 3.7 22 4.3 2 1.5 8.3 44 8.9 5,647 17.4 168 34.1
Heterosexual8 480 74.2 371 72.6 109 80.1 22.7 332 66.8 16,870 51.9 215 43.6
Perinatal 1 0.2 1 0.2 0 0.0 0.0 15 3.0 1,274 3.9 10 2.0
Other 0 0.0 0 0.0 0 0.0 0.0 1 0.2 107 0.3 0 0.0
Unknown 142 21.9 117 22.9 25 18.4 17.6 105 21.1 8,602 26.5 100 20.3

Clinical status as of 12/31/2012
HIV (non AIDS) n/a n/a n/a n/a n/a n/a n/a n/a n/a 13,287 40.9 90 18.3
AIDS n/a n/a n/a n/a n/a n/a n/a n/a n/a 19,213 59.1 403 81.7

PLWHA=Persons living with HIV/AIDS; FPL=Federal poverty level; n/a=Not applicable. All percents are column percents unless otherwise indicated.
Footnotes appear at the bottom of Table 2.1.

FIGURE 4.1: HIV1 diagnosis rates among 13 59 year old females by race/ethnicity2, NYC 2012
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In 2012, the HIV diagnosis rate among black
females was over 3 times higher than the rate
among Hispanic females and over 12 times
higher than the rate among white females.

API=Asian/Pacific Islander
1Includes diagnoses of HIV without AIDS and HIV concurrent with AIDS.
2Native American and multiracial groups not shown because of small
numbers.
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FIGURE 5.1: Poverty levels, NYC 2007 2011 FIGURE 5.2: HIV diagnosis rates, NYC 2012

GEOGRAPHIC DISTRIBUTION OF HIV

ZIP codes in the Chelsea Clinton, Central Harlem Morningside Heights and Washington Heights Inwood
neighborhoods had the highest HIV diagnosis rates in 2012 (Figure 5.2). In 2012, ZIP codes in Chelsea Clinton, West
Queens and East Harlem had the highest HIV prevalence (Figure 5.3), and ZIP codes in Bayside Little Neck, Port
Richmond and Canarsie Flatlands had the highest mortality among persons with HIV (Figure 5.4). Many ZIP codes with
high HIV diagnosis rates also had among the highest poverty rates (Figure 5.1), including High Bridge Morrisania,
Hunts Point Mott Haven and Crotona Tremont. The Chelsea Clinton neighborhood was the exception, with the
highest HIV diagnosis rates in NYC but relatively low poverty and mortality rates.

FIGURE 5.3: HIV prevalence, NYC 2012 FIGURE 5.4: Age adjusted death rates, NYC 2012

PWHA=Persons with HIV/AIDS
1Includes diagnoses of HIV without AIDS and HIV concurrent with AIDS.
2Age adjusted to the citywide population of PWHA in 2012.
32012 death data are incomplete.
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All1 HIV related Non HIV related
N % N % Row % N % Row %

Total 1,924 100.0 832 100.0 43.2 1,036 100.0 53.8
Sex

Male 1,344 69.9 575 69.1 42.8 728 70.3 54.2
Female 580 30.1 257 30.9 44.3 308 29.7 53.1

Race/Ethnicity
Black 956 49.7 436 52.4 45.6 492 47.5 51.5
Hispanic 649 33.7 291 35.0 44.8 347 33.5 53.5
White 293 15.2 96 11.5 32.8 181 17.5 61.8
Asian/Pacific Islander 18 0.9 5 0.6 27.8 12 1.2 66.7
Native American 6 0.3 3 0.4 50.0 3 0.3 50.0
Multiracial 1 0.1 1 0.1 100.0 0 0.0 0.0
Unknown 1 0.1 0 0.0 0.0 1 0.1 100.0

Age at death (years)
0 12 0 0.0 0 0.0 0.0 0 0.0 0.0
13 19 2 0.1 2 0.2 100.0 0 0.0 0.0
20 29 60 3.1 31 3.7 51.7 27 2.6 45.0
30 39 133 6.9 71 8.5 53.4 58 5.6 43.6
40 49 507 26.4 257 30.9 50.7 239 23.1 47.1
50 59 689 35.8 292 35.1 42.4 380 36.7 55.2
60+ 533 27.7 179 21.5 33.6 332 32.0 62.3

Area based poverty level
Low poverty (<10% below FPL) 118 6.1 40 4.8 33.9 73 7.0 61.9
Medium poverty (10 to <20% below FPL) 409 21.3 164 19.7 40.1 236 22.8 57.7
High poverty (20 to <30% below FPL) 498 25.9 226 27.2 45.4 268 25.9 53.8
Very high poverty ( 30% below FPL) 614 31.9 294 35.3 47.9 317 30.6 51.6
Area based poverty level not available 285 14.9 108 13.0 37.9 142 13.7 49.8

FPL=Federal Poverty Level
1Includes persons with unknown cause of death (3% of all deaths).

In 2011, 43% of persons with HIV who died had a primary cause of death that was HIV related and 54% had a non
HIV related cause (Table 6.1). Whites, Asian/Pacific Islanders, older persons, and persons residing in low or medium
poverty areas experienced substantially more non HIV related deaths than HIV related deaths. The top non HIV
related cause of death for persons with HIV was malignant neoplasms or cancer (27% of non HIV related deaths),
while the top cause for all persons in NYC was major cardiovascular disease (39%) (Figure 6.1). Additional leading
causes of death not shown below include viral hepatitis and mental and behavioral disorders due to drug use for
persons with HIV, and diabetes for all persons in NYC.

TABLE 6.1: Deaths among persons with HIV, by HIV related and non HIV related causes of death, NYC 2011

MORTALITY AMONG PERSONS WITH HIV

FIGURE 6.1: Leading non HIV related causes of death among persons with HIV and all persons, NYC 2011

26%

39%

3%
3%

5%

24%27%

25%
8%

5%
3%

32%
Malignant neoplasms

Major cardiovascular diseases

Accidents

Chronic lower respiratory diseases

Influenza and pneumonia

All other non HIV causes

Persons with HIV (N=1,036) All persons (N=52,023)
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FIGURE 7.1: Survival among persons newly diagnosed
with HIV, by area based poverty level1, NYC 2007 2011

FIGURE 7.3: Survival among persons newly diagnosed
with HIV and residing in low poverty areas1, by
race/ethnicity2, NYC 2007 2011

Persons living in high poverty areas in NYC at the time of HIV diagnosis have poorer survival than persons living in
low poverty areas at diagnosis (Figure 7.1). There are also disparities in survival by race/ethnicity, with blacks having
the poorest long term survival after HIV diagnosis (Figure 7.2). Racial/ethnic disparities persist when examining
survival by area based poverty level, and are most pronounced among those living in high poverty areas at HIV
diagnosis (Figures 7.3 and 7.4). Within each figure, differences between groups were statistically significant (p<0.05).

FIGURE 7.2: Survival among persons newly diagnosed
with HIV, by race/ethnicity2, NYC 2007 2011

FIGURE 7.4: Survival among persons newly diagnosed
with HIV and residing in high poverty areas1, by
race/ethnicity2, NYC 2007 2011
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1Poverty level based on NYC ZIP code of residence at diagnosis (if available). Curves include persons diagnosed with HIV from 2007 through 2011 and followed through
December 31, 2011; persons not known to have died were censored on December 31, 2011. Low poverty area defined as <20% of population below federal poverty level;
high poverty area defined as 20% of population below federal poverty level.
2Native American and multiracial groups not shown because of small numbers.
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HIV AMONG CHILDREN
FIGURE 8.1: Perinatally HIV infected children (N=3,983), by year of birth and current vital status, NYC 1977 2012

Milestones in reduction of
perinatal HIV transmission

1985: CDC recommends women
with HIV avoid breastfeeding.

1994: ACTG 076 study shows AZT
reduces perinatal transmission.

In NYC, the number of perinatally HIV infected infants peaked in 1990 (N=337), and was followed by a steep decline
in the annual number of new infections (Figure 8.1). During 2007 2011, there were 34 perinatally infected infants
born in NYC. The decrease since the early 1990s is attributed to a decrease in the number of HIV infected women
delivering, the introduction of antiretroviral therapies to prevent mother to child transmission, recommendations for
universal counseling and voluntary HIV testing of pregnant women, and routine rapid testing at labor and delivery for
women whose HIV status is unknown. The number of children born to HIV infected mothers has remained relatively
steady since 2004, ranging from 250 305 births per year (Figure 8.2). Since 2002, nearly 90% of infants born to HIV
infected mothers each year have remained HIV uninfected.
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FIGURE 8.2: Current HIV status of children born to HIV infected women at select NYC medical facilities1, by year of
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*Data for 2012 are incomplete due to reporting lag. Data reported as of August 2013.
1Includes data collected at high volume NYC medical facilities that care for the majority of HIV exposed and infected children.
2Children born to HIV infected mothers are followed for 2 years after birth to determine HIV status. HIV status is indeterminate if mother and/or child are lost to follow up.
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*2012 incidence data are preliminary.

FIGURE 9.1: All new HIV diagnoses and estimated HIV
incidence1, NYC 2008 2012

FIGURE 9.2: Estimated HIV incidence1 among men who
have sex with men (MSM), overall and by age group,
NYC 2008 2012

HIV INCIDENCE

1Estimates generated September 2013, by the CDC Stratified Extrapolation Approach (SEA). SEA combines results from the Serologic Testing Algorithm for Recent
Seroconversion (STARHS) with data on demographic characteristics, risk factor, initial diagnosis date, testing and treatment history from the HIV surveillance registry.
Unknown risk factor was imputed using the Multiple Imputation procedure in SAS v9.2.

The number of new HIV diagnoses is stable or declining in all demographic and major HIV transmission risk groups,
including MSM overall. Citywide, estimated HIV incidence declined significantly between 2008 and 2012 (Figure 9.1).
Incidence in MSM also declined, although it did not reach statistical significance. Among young MSM, the decline in
2012 follows periods of alternating increase and decrease (Figure 9.2).

FIGURE 10.1: Acute HIV infection, by transmission risk
category, NYC 2008 2012

FIGURE 10.2: Acute HIV infection among MSM, by
race/ethnicity1 and age group, NYC 2012

Acute HIV infection (AHI) is the early, highly infectious phase of HIV infection. Persons diagnosed during the acute
phase represent the leading edge of the HIV epidemic. From 2008 2012, the number of AHI cases ascertained by the
NYC DOHMH increased substantially (Figure 10.1). Each year, the majority of AHI cases were MSM, who are targeted
for AHI screening at DOHMH STD clinics. Among MSM with AHI, a greater proportion of black and API MSM were
young compared with Hispanic and white MSM with AHI (Figure 10.2).

ACUTE HIV INFECTION

N=79 N=131 N=188 N=208 N=247 N=42 N=53 N=51

MSM=men who have sex with men; IDU=injection drug use; API= Asian/Pacific Islander.
1Native American and multiracial groups not shown because of small numbers.
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TRANSMITTED DRUG RESISTANCE
TABLE 11.1: Number of new HIV diagnoses with a
genotype within 3 months of diagnosis, NYC 2008 2012

FIGURE 11.1: Proportion of new HIV diagnoses with
transmitted drug resistance (TDR)1, NYC 2008 2012

Despite federal guidelines recommending baseline genotyping, only about half of newly diagnosed persons in NYC
receive a genotype within 3 months of HIV diagnosis (Table 11.1). The proportion of cases with transmitted drug
resistance was stable between 2008 and 2010, but increased to 13.5% in 2011 and 15.6% in 2012 (Figure 11.1).

SEXUAL RISK AMONG PERSONS WITH HIV
FIGURE 12.1: Sexual activity in past 12 months among
MMP patients, by sex1, NYC 2012

FIGURE 12.2: Sexually active MMP patients reporting
unprotected intercourse in past 12 months, by sex1

and partner type, NYC 2012

The Medical Monitoring Project (MMP) is a national, ongoing supplemental surveillance study of persons with HIV
who are receiving outpatient HIV medical care. MMP participants are interviewed for collection of demographic and
behavioral risk data. In 2012, there were 445 patients included in the New York City MMP sample who reported
sexual risk data. Overall, 62% of NYC MMP patients reported sexual activity in the past 12 months (Figure 12.1).
Among all sexually active patients, 32% reported having unprotected anal or vaginal intercourse (UI) at any time in
the past 12 months. Twenty five percent of sexually active females engaged in UI, while 35% of sexually active males
engaged in UI (Figure 12.2). Additionally, in the past 12 months 23% of sexually active males had unprotected anal
intercourse with a male partner.
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1Evidence of resistance to any antiretroviral (ARV) drug in a newly diagnosed, ARV naïve individual.
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FIGURE 13.1: Proportion of new HIV diagnoses interviewed by the NYC DOHMH Field Services Unit, NYC 2006 2012
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*FSU created in June 2006; data for 2006 are for 6 months only.
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The Field Services Unit (FSU) of the NYC DOHMH was established in June 2006 to assist HIV medical providers and
patients diagnosed with HIV infection with partner services and linkage to medical care. By the end of 2012, FSU staff
members were offering HIV partner services to patients newly diagnosed with HIV citywide. In 2012, FSU interviewed
46% of persons newly diagnosed with HIV in NYC, an increase of 21% since 2011 (Figure 13.1). As a result of FSU
partner services conducted in 2012, 770 partners were notified, 451 were tested for HIV infection, and 45 were
newly diagnosed with HIV (Figure 13.2). Since 2006, 237 partners have been newly diagnosed with HIV as a result of
partner services provided by FSU.

FIGURE 13.2: HIV partner notification outcomes for partners of negative or unknown serostatus, NYC 2006 2012
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ABOUT THIS REPORT: This report provides an overview of the HIV epidemic in New York City using HIV surveillance
data, and presents highlights for the reporting period based on core surveillance activities. All data are based on
information received by the NYC DOHMH as of June 30, 2013, and are for calendar year 2012 unless otherwise noted.

HIV SURVEILLANCE: The NYC HIV Epidemiology and Field Services Program (HEFSP) manages the HIV surveillance
registry, a population based registry of all persons diagnosed with AIDS (since 1981) or HIV infection (since 2000) and
reported to the NYC DOHMH according to standard Centers for Disease Control and Prevention case definitions.1 The
Registry contains demographic, HIV transmission risk and clinical information on HIV diagnosed persons, as well as all
Western blot tests, viral load tests, CD4 counts, and HIV genotypes reportable under New York State law.2 For a list of
surveillance definitions and technical notes see: http://www.nyc.gov/html/doh/html/data/hivtables.shtml#abbrev.

PERINATAL AND PEDIATRIC HIV SURVEILLANCE: HEFSP collects data on HIV exposed and infected infants and
children diagnosed with HIV before 13 years of age. Data are used to monitor the prevention of mother to child HIV
transmission, to measure perinatal HIV transmission rates, and describe morbidity and mortality among HIV infected
children. In addition to routine HIV and AIDS case surveillance, perinatal and pediatric surveillance data are informed
by a range of other activities and data sources, including longitudinal case follow up, the New York State Department
of Health’s Comprehensive Newborn Screening Program, and CDC funded special projects related to pediatric HIV.

ACUTE HIV INFECTION SURVEILLANCE: Since 2008, HEFSP has conducted routine surveillance and field investigation
of individuals diagnosed in the acute stage of HIV infection (AHI) in New York City. For NYC’s AHI case definition see:
http://www.nyc.gov/html/doh/downloads/pdf/ah/ahi case definition current.pdf.

DEATH DATA: Data on deaths occurring in NYC are from matches with the NYC Vital Statistics Registry, medical chart
reviews, and provider reports via the Provider Report Form, including HIV positive autopsies by the Office of the Chief
Medical Examiner. Data on deaths occurring outside NYC are from matches with the Social Security Death Master File
and National Death Index. Cause of death used for analyses in this report is persons’ underlying cause of death. HIV
related ICD 10 codes include B20 B24. Death data for 2012 are incomplete; 2011 is the most recent year for
complete death data. For technical notes on cause of death by the NYC DOHMH’s Office of Vital Statistics
see: http://www.nyc.gov/html/doh/downloads/pdf/vs/vs appendix b 2011.pdf.

AREA BASED POVERTY: Area based poverty is based on NYC ZIP code of residence and is defined as the percent of
the population in a given ZIP code whose household income is below the Federal Poverty Level. Income data used for
analyses in this report are from the 2007 2011 American Community Survey. Cut points for categories of area based
poverty in NYC were defined by a NYC DOHMH workgroup.3

MEDICAL MONITORING PROJECT: The Medical Monitoring Project (MMP) is a national, ongoing supplemental
surveillance study of persons with HIV who are receiving outpatient HIV medical care. MMP is sponsored by the
Centers for Disease Control and Prevention and is conducted by 23 local health departments, universities and other
collaborators in the US, including the NYC DOHMH. A three stage sampling design is used to obtain a probability
sample of HIV infected adults receiving HIV care at randomly selected HIV medical care facilities in the first four
months of a study year. The project is cross sectional and is conducted yearly. Face to face structured interviews are
used to collect information on demographics, health status, behavioral risk factors, and adherence to HIV medication
regimens, and information on prescription of antiretroviral therapy, comorbidities, and health service utilization is
abstracted from patients’ medical records. For more information on The Medical Monitoring Project see:
http://www.cdc.gov/hiv/prevention/ongoing/mmp/index.html.

TECHNICAL NOTES

1Centers for Disease Control and Prevention. Revised surveillance case definitions for HIV infection among adults, adolescents, and children aged <18 months and for HIV
infection and AIDS among children aged 18 months to <13 years—United States. MMWR 2008; 57:4 5.
2State of New York Laws. HIV Testing and Counseling. Amendment to New York State Public Health Law Article 21, Amendment of Part 63 of Title 10, Codes, Rules and
Regulations of the State of New York (HIV/AIDS Testing, Reporting and Confidentiality of HIV Related Information). Chapter 308. Albany, NY: State of New York; 2010.
3Toprani A, Hadler JL. Selecting and applying a standard area based socioeconomic status measure for public health data: analysis for New York City. New York City
Department of Health and Mental Hygiene: Epi Res Report. May 2013; 1 12.
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NYC DEPARTMENT OF HEALTH AND MENTAL HYGIENE: www.nyc.gov/health

ADDITIONAL NYC DOHMH RESOURCES ON HIV IN NYC:
NYC HIV Epidemiology and Field Services Program, including additional data on HIV by NYC neighborhood,
HIV among subpopulations, and other HIV statistics: http://www.nyc.gov/html/doh/html/data/hivepi.shtml

Other information on HIV/AIDS, including HIV testing sites in NYC, condom distribution, and DOHMH STD
clinics: http://www.nyc.gov/html/doh/html/living/std hiv.shtml

ADDITIONAL NYC DOHMH DATA RESOURCES:
Data & statistics: http://www.nyc.gov/html/doh/html/data/data.shtml

Epiquery, NYC Interactive Health Data System: http://www.nyc.gov/health/epiquery

Maps of ZIP codes by NYC borough: http://www.nyc.gov/html/doh/html/data/map gallery.shtml

CENTERS FOR DISEASE CONTROL AND PREVENTION:
National HIV surveillance, including CDC’s case definitions for HIV surveillance:
http://www.cdc.gov/hiv/statistics/

HIV PROVIDER REPORTING

ADDITIONAL RESOURCES

All diagnostic and clinical providers (doctors, nurses, physician assistants, and all others diagnosing HIV or providing
care to HIV infected persons) and laboratories are required by law to report specific HIV related events.

REPORT HIV/AIDS CASES: Providers are required by law to report cases of HIV/AIDS to the NYC DOHMH. The Medical
Provider Report Form (PRF) must be completed for the following events: 1) acute HIV infection; 2) initial/new HIV
diagnosis, defined as first report of an HIV antibody positive test result; 3) previously diagnosed HIV infection in a
patient who has not yet met clinical criteria for AIDS; 4) initial/new diagnosis of AIDS, based on CD4 cell count <200
cells/μl, CD4% <14, or diagnosis of an opportunistic infection; or 5) previously diagnosed AIDS in a patient being seen
by the provider for the first time. Providers are required to report such events to the DOHMH within 14 days of a
positive test result or diagnosis.

Provider Report Forms are not permitted to be mailed or faxed to the DOHMH. DOHMH staff are available to
pick up PRF from medical facilities at agreed upon intervals. To arrange PRF pick up, call the HIV Surveillance Provider
line at (212) 442 3388.

DISCUSS PARTNER SERVICES (PS) AND REPORT PARTNERS: Providers are also required by law to ask for and report
all named partners of persons with HIV. Providers should introduce and discuss PS with all newly HIV diagnosed
patients and annually with previously diagnosed patients. Providers should inform newly diagnosed patients that they
may be contacted by the DOHMH to further discuss PS.

Information on partners (first name, last name, date of birth, gender at minimum), including spouses, should be
reported on the PRF. Providers can request assistance with notifying partners by calling the DOHMH’s Contact
Notification Assistance Program (CNAP) at (212) 693 1419.

For more information on HIV provider reporting, including how to obtain copies of the PRF, see:
http://www.nyc.gov/html/doh/html/data/hcpreporting.shtml
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Background on the Comprehensive Strategic Plan (the 
Plan)
Overview of data sources used to measure progress 
against targets
Summary of demographics
Highlights of findings:

Objectives and indicators for Ryan White and the EMA
Progress towards targets: 2008-2012
• Goal 1: Increase the number of individuals who are aware of 

their HIV status
• Goal 2: Promote early entry into HIV care
• Goal 3: Promote optimal management of HIV infection
• Goal 4: Reduce HIV/AIDS disparities
• Goal 5: Ensure that EMA has a robust plan for cost-effective 

delivery of HIV services

REPORT OVERVIEW

2

Ryan White Part A legislation mandates development of a 
comprehensive plan for the delivery of HIV-related services.

2012-2015 Plan created and approved in spring 2012 by the 
HIV Health and Human Services Planning Council of New York

Indicators and targets developed and finalized by stakeholders, 
based on HRSA guidance, policy initiatives (such as NHAS), the 2009-
2012 Plan and available indicator data 

DOHMH reports on indicator progress, with trends over time, 
each year

Results updated from previous reports to ensure consistent 
methodology

BACKGROUND

3

1. Required client-level Ryan White Part A data reported 
by contractors (AIRS and eSHARE)

a. Allows analysis according to timing and duration of 
Ryan White program activity

b. Limited by providers’ completeness of reporting 
c. Limited to NYC programs for 2008-2011 analyses (very 

limited Tri-County data pre-eSHARE, but EMA-wide 
analyses will be available in eSHARE from 2012 
onward) 

DATA SOURCES FOR INDICATORS
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2. HIV Surveillance Registry (HSR) data from DOHMH 
HEFSP* 

a. Includes data from provider reporting forms (PRF) and 
electronic laboratory reporting

b. Offers more complete laboratory test data (CD4 counts 
and viral loads) than other available sources

c. Cannot fully represent primary care services or treatment 
received

d. Entails greater reporting lag than other data sources used
e. Represents NYC PLWH only

* HIV Epidemiology and Field Services Program, Surveillance Unit

DATA SOURCES FOR INDICATORS (CTD.)
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3. HIV testing data from DOHMH Prevention Program
a. Submitted by all agencies with NYC DOHMH funding for 

testing 
b. Generally represents tests conducted, although Ryan 

White Part A providers report client-level data
c. Limited to NYC

Tri-County data are available from Ryan White programs only, and 
are not included in results utilizing data from the NYC HIV 
surveillance registry (HSR) 

DATA SOURCES FOR INDICATORS (CTD.)
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4. The Community Health Advisory and Information 
Network (CHAIN) Study

a. Is a longitudinal study (conducted by Columbia 
University with DOHMH and WCDOH) of PLWH in NYC 
and Tri-County

b. Draws on interviews with persons recruited from 
agencies providing social services and/or medical care 
(excluding private physicians’ offices)

c. Offers the strengths of comprehensiveness (in topics) 
and representativeness of the Part A client population, 
as well as the ability to look at planning-relevant 
questions over time

d. Covers NYC and Tri-County PLWH accessing services

DATA SOURCES FOR INDICATORS (CTD.)
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5. The Medical Monitoring Project (MMP)
a. Is a serial cross-sectional study (conducted by NYC 

DOHMH HEFSP and CDC) of PLWH in New York City
b. Draws on interviews with persons recruited from HIV 

medical facilities (including private physicians’ offices)
c. Offers the strengths of comprehensiveness (in topics) 

and the probability sampling method for 
representativeness of PLWH engaged in medical care

d. Limited to NYC participants (for the datasets available to 
NYC DOHMH)

DATA SOURCES FOR INDICATORS (CTD.)
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2012 approximations:
115,000 PLWH
16,000 HIV+ Ryan White Part A clients

Profiles similar to previous years – no notable changes in 
demographic distribution

Majority of PLWH and Ryan White Part A clients were:
male
black or Hispanic
40-59 years of age

Compared to all  PLWH, Ryan White Part A client population includes 
a higher proportion of:

female clients 
black clients (and a lower proportion of white clients)
Bronx residents (and a lower proportion of Queens or Manhattan residents)

NYC DEMOGRAPHIC SUMMARY – PLWH 2012

9

NYC DEMOGRAPHICS – PLWH 2012

The proportion of females was 
higher among Ryan White clients 
when compared to all PLWH in 
NYC.

63%

35%

1%

Ryan White

Male Female Transgender

72%

28%

EMA (NYC)
Male Female
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NYC DEMOGRAPHICS – PLWH 2012

The proportion of blacks was 
higher among Ryan White clients 
when compared to all PLWH in 
NYC.

54%
34%

8% 1% 3%

Ryan White

Black Hispanic White Asian Other

44%

32%

21%

2% 1%

EMA (NYC)

Black Hispanic White Asian Other
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NYC DEMOGRAPHICS – PLWH 2012

The age breakdown among Ryan 
White is similar to all PLWH in 
NYC.12%

46%

42%

Ryan White

<30 Years 30-49 Years 50+ Years

9%

45%

46%

EMA (NYC)

<30 Years 30-49 Years 50+ Years
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NYC DEMOGRAPHICS – PLWH 2012

A higher proportion of Ryan White 
clients live in the Bronx and a 
lower proportion in Queens and 
Manhattan when compared to all 
PLWH in NYC.27%
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HIGHLIGHTS FROM 2008-2012: 
TARGETS AND TRENDS

Target Met Desired Direction Trend
Indicator Ryan White EMA Ryan White EMA

HIV Testing

Concurrent Diagnosis

Linkage to Care

Retention in Care

ART Adherence

Viral Load Suppression

Immunological Health

Hospitalizations

Emergency Dept. Visits
14

Gender: 
Viral load suppression rates consistently lower among women for 

Part A clients and in NYC overall
Linkage to and retention in care slightly lower among men in NYC 

overall

Age:
Concurrency rates consistently highest among 50+ for NYC overall
Linkage to and retention in care and rates of viral load suppression 

are lower for younger people in NYC

Race/Ethnicity:
Concurrency rates consistently higher for non-whites
Retention in care consistently higher for non-whites
Linkage to care and rates of viral load suppression lowest for blacks

Location:
Retention in care tends to be higher and rates of viral load 

suppression lower for PLWH in DPHO areas

HIGHLIGHTS FROM 2008-2012: 
DISPARITIES
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Objective 1A: To ensure expanded access to voluntary HIV 
testing across health care and social support service 
provider settings, by the end of 2013.

GOAL 1: INCREASE THE NUMBER OF 
INDIVIDUALS WHO ARE AWARE OF THEIR HIV

STATUS

Ryan White Indicator EMA Indicator

An increase to test 62,000 unique 
individuals annually through Ryan 
White-funded programs. 

An increase in the total number of 
HIV rapid tests conducted, to 
reach 300,000 tests annually.

16



EMA-wide (NYC only): Analyses indicate a reduction in HIV screening from 2009 to 
2012, but this is based only on NYC DOHMH administered testing programs.

Ryan White Part A: The number of clients receiving HIV tests has increased overall 
since 2008, with a decrease from 2010 through 2012.

Objective 1A

46,405
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300,000
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200,000
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EMA HIV Status

Actual to Date Projection to Target
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Objective 1B: To decrease delayed diagnosis of HIV, by 
the end of 2014.

GOAL 1: INCREASE THE NUMBER OF 
INDIVIDUALS WHO ARE AWARE OF THEIR HIV

STATUS

Ryan White Indicator EMA Indicator

A reduction in concurrent (AIDS with 
HIV) diagnoses, to 20% or lower.

A reduction in concurrent (AIDS with 
HIV) diagnoses, to 20% or lower.

18

Ryan White Part A: Concurrent diagnoses appear to be relatively stable over time, 
with a slight increase from 2008 to 2012.

EMA-wide (NYC only): Trends for concurrency are relatively stable over time.

Objective 1B
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Objective 2: To increase the proportion of newly 
diagnosed individuals who enter into primary care within  
three months of HIV diagnosis, by the end of 2013.

GOAL 2: PROMOTE EARLY ENTRY INTO HIV CARE

Ryan White Indicator EMA Indicator

An increase in the proportion of 
newly diagnosed clients who show 
evidence of accessing primary care 
within three months of HIV 
diagnosis, to 80%.

An increase in the proportion of 
newly diagnosed individuals who 
show evidence of accessing primary 
care within three month of HIV 
diagnosis, to 80%.
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EMA-wide (NYC only): Results for prompt linkage are moving in the right direction.

Ryan White Part A: Results show increased prompt linkage from 2008, with a slight 
decrease from 2010 to 2011.

Objective 2

61% 62% 65% 69% 70%70%
80%

0%

50%

100%

2008 2009 2010 2011 2012 2013 2014

EMA Linkage to Care

Actual to Date Projection to Target

67% 67% 75% 69% 72%72%
80%

0%

50%

100%

2008 2009 2010 2011 2012 2013 2014

RW Linkage to Care

Actual to Date Projection to Target

22

0%
10%
20%
30%
40%
50%
60%
70%
80%
90%

100%

Female Male <30 30-49 50+ Black Hispanic White Other DPHO Non-DPHO

GENDER AGE GROUP RACE/ETHNICITY LOCATION

EMA (NYC) - Linkage to Care
2008 2009 2010 2011 2012 2012 Actual for EMA 2013 Target for EMA

0%
10%
20%
30%
40%
50%
60%
70%
80%
90%

100%

Female Male <30 30-49 50+ Black Hispanic White Other DPHO Non-DPHO

GENDER AGE GROUP RACE/ETHNICITY LOCATION

Ryan White - Linkage to Care
2008 2009 2010 2011 2012 2012 Actual for RW 2013 Target for RW

23

Objective 3A: To increase retention in HIV care and 
treatment, by the end of 2013.

GOAL 3: PROMOTE OPTIMAL MANAGEMENT OF 
HIV INFECTION

Ryan White Indicator EMA Indicator

Increase to 80% the proportion of 
clients with evidence of regular care 
by current minimum standards (at 
least 2 visits for routine HIV medical 
care in 12 months, and at least 3 
months apart)

Increase to 80% the proportion of 
PLWH with evidence of regular care 
by current minimum standards (at 
least 2 visits for routine HIV medical 
care in 12 months, and at least 3 
months apart)

24



Objective 3A
Ryan White Part A: Primary care retention has exceeded the target since 2011 and 
continues to improve.

EMA-wide (NYC only): Primary care retention is relatively stable over time, but 
exceeding the target of 80%.
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Objective 3B: To increase the proportion of clients who 
have an optimal level of ART adherence, by the end of 
2013.

GOAL 3: PROMOTE OPTIMAL MANAGEMENT OF 
HIV INFECTION

Ryan White Indicator EMA Indicator

Achievement of 95% or greater 
medication adherence aamong 78% 
of MCM clients, meeting minimum 
program and treatment criteria.

Achievement of 95% or greater 
medication adherence aamong 75% 
of PLWH on ARVs at last update.  
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EMA-wide: Adherence varied by source over time, with CHAIN and MMP showing slightly 
decreased levels in 2012.

Ryan White Part A: Adherence continues to increase over time, with an increase from 78% in 
2011 to  85% in 2012. 

Objective 3B
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Objective 3C: To increase viral suppression, by the end of 
2014.

GOAL 3: PROMOTE OPTIMAL MANAGEMENT OF 
HIV INFECTION

Ryan White Indicator EMA Indicator

An increase in the proportion of virally 
suppressed MCM (and Part A overall) 
HIV-positive clients to 75%, among 
those who are continuously enrolled 
for at least four months and have viral 
loads documented in the period.

An increase in the proportion of virally 
suppressed PLWH in the EMA to 75%, 
among those who have viral loads 
documented in the period.
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EMA-wide (NYC  only): Viral load suppression was achieved by a higher percentage of PLWH each 
year from 2008 onward, achieving the target in 2012.

Ryan White Part A: Between 2008 and 2012 there has been a steady increase in rates of viral 
load suppression, with a bigger jump in 2012.

Objective 3C
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Objective 3D: To improve immunological health (e.g., CD4 
count), by the end of 2014.

GOAL 3: PROMOTE OPTIMAL MANAGEMENT OF 
HIV INFECTION

Ryan White Indicator EMA Indicator

An increase to 85% in the proportion 
of MCM clients whose CD4 counts 
either remain stable or improve 
during the 12-month period, among 
those on ARV treatment and meeting 
minimum expectations for MCM 
program engagement (at least one 
service within a four-month period of 
enrollment).

An increase to 85% in the 
proportion of PLWH in the EMA 
whose CD4 counts either remain 
stable or improve during the 12-
month period, among all those with 
documented CD4 counts in the 
period.
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EMA-wide: The proportion of PLWH in the EMA with stable/improving CD4 steadily has increased 
each year, achieving the 2014 target in 2011 and exceeding the target in 2012.  

Ryan White Part A: This clinical indicator has been fairly steady over time, with a slight increase 
in 2012.

Objective 3D
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Objective 3E: To decrease reliance on acute care, by the 
end of 2014.

GOAL 3: PROMOTE OPTIMAL MANAGEMENT OF 
HIV INFECTION

Ryan White Indicator EMA Indicator

- Any decrease in the mean number of 
ED visits and hospitalizations 
experienced annually per MCM client.

- A decrease in the proportion of MCM 
clients who have more than one 
hospitalization within a 12-month 
period, to 3% or less.

- A decrease in the proportion of MCM 
clients who have more than one ED 
visit within a 12-month period, to 5% or 
less.

- Any decrease in the mean number of 
ED visits and hospitalizations 
experienced annually per PLWH.

- A decrease in the proportion of PLWH 
who have more than one 
hospitalization within a 12-month 
period, to 3% or less.

- A decrease in the proportion of PLWH 
who have more than one ED visit within 
a 12-month period, to 5% or less. 
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Ryan White Part A: Part A hospitalizations have increased slightly over time.

Objective 3E
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Ryan White Part A: Part A emergency room visits have increased slightly from 2010 to 2012.

36



0.26 0.26 0.22 0.23
0.18

0.20 0.15
0.06

0.07
0

0.5

1

2008 2009 2010 2011 2012 2013 2014

EMA Hospitalizations - Avg
CHAIN MMP Projection to Target

5% 5% 5% 5% 3%

4% 3% 2% 1% 2%
3%

0%

50%

100%

2008 2009 2010 2011 2012 2013 2014

EMA Hospitalizations >1

CHAIN MMP Projection to Target

EMA-wide: Though data varied slightly by source, hospitalizations remained low and appeared 
to decrease slightly from baseline. 
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EMA-wide: Though data varied slightly by source, emergency department visits appeared to 
decrease overall, with a slight increase from 2011 to 2012. 
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Work on the economic evaluation of Ryan White Part A 
services in the NY EMA continues to move forward:

Worked with various consultants to think through best 
methodology for cost-effectiveness analyses

Developed a plan for feasible and progressive cost and 
outcome analyses for the next 3 years that will inform 
planning discussions

Collaboration is underway with a group of NYU Wagner 
Capstone students, who are helping us to develop a more 
rigorous analytical methodology for estimating cost per client

GOAL 5: ECONOMIC EVALUATION OF RYAN 
WHITE PART A SERVICES
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Abstract. 
• 
• 
• 
• 
• 
• 

Nearly 9.7 million people live in the New York (NY) Eligible Metropolitan Area (EMA), 
which includes the five boroughs of New York City, and Westchester, Rockland and Putnam 
counties north of NYC. The EMA has a much higher rate of poverty than the U.S. as a whole (21% 
compared to 15.1% nationally), a more diverse population with a greater proportion of Black and 
Hispanic residents (50.1% versus 28%), and more foreign-born persons (37% versus 11%).  
The EMA also has the country’s largest and most complex HIV/AIDS epidemic. There were 
117,422 persons living with diagnosed HIV or AIDS (PLWHA) in the EMA at the end of 2011, and 
more than 148,000 individuals are estimated to be living with either diagnosed or undiagnosed 
infection. With more than 3% of the U.S. population, the EMA is home to 11.4% of PLWHA. 
Blacks account for 44.7% of PLWHA followed by Hispanics (32.4%) and Whites (20.4%). Women 
account for 29% of PLWHA. Men who have sex with men, people with heterosexually acquired 
infection, and injection drug users represent the three largest transmission categories of PLWHA. 
Co-morbidities, such as sexually transmitted infections and hepatitis C, and co-occurring conditions 
such as homelessness, mental illness, and substance abuse, are much more prevalent among 
PLWHA in the EMA than the general population, exacerbating the cost and complexity of care, and 
underscoring the need for HIV emergency relief in the region. With an estimated 21% (31,214) of 
PLWHA unaware of their status, an estimated one-third of PLWHA out-of-care, and decreasing 
regional funds for PLWHA, the need for Ryan White Emergency Relief is critical.  

HIV disproportionately affects the racial/ethnic minority neighborhoods in the South 
Bronx, Upper Manhattan, and Central Brooklyn, and the largely white, heavily gay neighborhood of 
Chelsea in Lower Manhattan. The EMA’s HIV/AIDS response strategically locates Ryan White 
services in these communities based on unmet needs. Minority AIDS Initiative services are tailored 
and targeted based on epidemiological and cultural characteristics of minority communities. 

With vital support from Part A, the EMA has established an HIV care continuum that has 
been cited as a national model by the Institute of Medicine. Primary medical care is supported in 
part by Medicaid and delivered through a network of AIDS clinical centers and New York State’s 
HIV Uninsured Care Program (also supported by Part A). Early identification strategies and early 
intervention services identify and engage out-of-care PLWHA and link them to services, while 
treatment adherence initiatives work with individuals to help them take medications as prescribed. 
Part A supports mental health and substance abuse services, housing assistance, and medical case 
management to link PLWHA to care and improve medical outcomes. While those in care receive 
high-quality services – regardless of race, ethnicity, gender, or HIV exposure category – individuals 
battling poverty and co-morbidities are least likely to receive an HIV test, remain in care, and adhere 
to treatment regimens, underscoring the continued need for Part A support. In FY2013, with a 
waiver to the Ryan White Part A Program’s Core Medical Services Requirement, the EMA will 
continue use Part A funding to support a range of core services, including care coordination 
(including transitional care) programs and outreach to homeless and unstably housed youth. 
Additionally, Part A will expand critical support services, including housing, non-medical case 
management, food and nutrition, supportive counseling and family stabilization, and health 
education programs.  

The EMA has received continual Ryan White Part A support since 1991. 

Pursuant to the FY2013 HIV Emergency Relief Program Part A Funding Opportunity Announcement, dated August 
17, 2012, the Department of Health and Mental Hygiene (DOHMH) of the City of New York (NYC), as Grantee of the 
New York Eligible Metropolitan Area (EMA), respectfully submits this application for grant funding. 
1) Demonstrated Need. The EMA, which includes the five boroughs of NYC and the adjacent Tri-County Region of 
Westchester, Rockland and Putnam Counties, is home to more than 9.6 million people (over 3% of the U.S. population1) 
and is the epicenter of the HIV/AIDS epidemic in the United States, with 11.4% of the nation’s persons living with HIV or 
AIDS (PLWHA).2 Since 1981, approximately 200,000 residents of NYC have been infected with HIV and more than 
100,000 have died. More than 117,000 persons are currently diagnosed and living with HIV/AIDS in the EMA, or 1.2% of 
the population. From 2009-2011 alone, 8,762 persons were newly diagnosed with HIV in the EMA, and 8,015 were 
diagnosed with AIDS, demonstrating the need for increased early intervention and HIV care services. The figure below 
illustrates the growth of the epidemic in NYC:  

Figure 1: Persons Living with HIV or AIDS (PLWHA), NYC, 1981-2011

 
Despite gains the EMA has made in linking PLWHA to medical care, HIV/AIDS still causes significant morbidity and 

mortality, particularly in minority communities. HIV is the fifth leading cause of death for non-Hispanic Black New 
Yorkers (fourth for non-Hispanic Black males), and the tenth leading cause for Hispanic New Yorkers (fourth for Puerto 
Rican males).3 

The cost and complexity of managing the EMA’s epidemic have also increased. As the number of PLWHA has 
increased – by roughly 35% in the last decade (Fig. 1) – demands on the EMA’s service system and need for Part A funding 
have grown. HIV remains concentrated in low-income communities of color, where many experience multiple severe health 
challenges, such as substance abuse and mental illness.  
1) A. HIV/AIDS Epidemiology. (1) (See Attachment 3.) While no community has been spared the effects of HIV, the 
distribution of PLWHA varies across the EMA. NYC neighborhoods with the highest proportion of PLWHA include the 
South Bronx, Upper and Lower Manhattan, and Central Brooklyn. In the Tri-County region, HIV prevalence is highest in 
communities of Westchester County that border NYC.  

(2) HIV Prevalence. As of December 31, 2011, there were 117,422 known PLWHA in the EMA, representing 1.2% of the 
total population. Applying the Centers for Disease Control and Prevention (CDC) estimate that 21% of PLWHA are 

 For events reported through March 31, 2012. Prior to 2000, HIV was not reportable in New York State. 
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unaware of their status, the actual number of PLWHA in the EMA as of December 2011 may have been as high as 148,636 
individuals. Among diagnosed PLWHA, 70.9% were male; 44.7% were non-Hispanic Blacks;  32.4% were Hispanic; 20.4% 
were non-Hispanic Whites;  1.6% were Asian/Pacific Islander (API); and 0.2% were Native American. People aged 45 and 
older accounted for 62.2% of PLWHA, reflecting an increase over time in the median age of PLWHA and underscoring the 
need to address the complex service needs of older PLWHA. By exposure category, 34.4% were men who have sex with 
men (MSM), 19.9% had heterosexual risk, and 16.3% were injection drug users (IDU).   

(a) HIV/AIDS Cases by Demographic Characteristics and Exposure Category. 
(1) People Living with HIV (PLWH). As of December 31, 2011, the number of persons diagnosed, reported and 

presumed to be living with HIV (non-AIDS) in the EMA was 47,030 individuals, or 40% of the total PLWHA 
population. Adult PLWH were 70.7% male, 43.7% Black, 29.8% Hispanic, 23.2% White, and 1.9% API. By exposure 
category, 40.1% of adult cases were MSM, 19.6% heterosexual, 8.9% IDU, and 1.6% MSM/IDU.  
 (2) People Living with AIDS (PLWA). As of December 31, 2011, 70,392 people were reported and presumed to be living 
with AIDS in the EMA, representing 60% of all known PLWHA. When compared to PLWH, those who had an AIDS 
diagnosis were older and more likely to be Black or Hispanic. Persons who reported IDU exposure were also 
disproportionately represented among PLWA compared to PLWH; 21.2% of adult PLWA were attributed to IDU, and 
2.8% to MSM/IDU.  
 (3) New AIDS Cases. Declines in AIDS diagnoses partly reflect the EMA’s success in preventing severe immune 
suppression by linking and retaining PLWHA in medical care and support services. In 2006, the number of new AIDS 
diagnoses in NYC fell below 4,000 for the first time since 1985, and in 2009 that number fell below 3,000. There were 8,015 
new AIDS diagnoses in 2009-2011 in the EMA, a slight departure from the downward trend in diagnoses resulting from 
expanded testing and case-finding initiatives. Of diagnosed adult cases, 51.7% were among Blacks and 32.2% among 
Hispanics. More than two-thirds (72%) were among males. The largest exposure category among new adult AIDS cases was 
MSM (33.7%), followed by heterosexual exposure (25.0%) and IDU (9.7%). Over one-fifth of new HIV diagnoses in NYC 
in 2010-2011 were followed by a “concurrent” diagnosis of AIDS (i.e., within 31 days), indicating a diagnosis of HIV 
infection late in the course of the disease. Blacks, APIs, those with heterosexual HIV transmission risk, foreign-born and 
persons age 50 or over were more likely to have a concurrent AIDS diagnosis than other populations.  

Tri-County Region. As of December 31, 2011, the Tri-County region was home to 4,853 PLWHA, with another 1,300 
estimated to be unaware of their serostatus. Westchester County residents comprised 80.8% of living cases, followed by 
Rockland (16.4%) and Putnam (2.8%).  

The Tri-County epidemic heavily impacts people of color, with Blacks and Hispanics comprising 72.9% of the living 
cases, and multi-racial residents accounting for another 6.8%. Males account for 62% of those living with HIV/AIDS, and 
people 45 and over account for 68% of all living cases. Heterosexual contact at 31.4% has overtaken MSM at 25.4% as the 
leading risk factor for the living cases, with IDU a close third at 24.9%. Of the Tri-County region’s newly reported AIDS 
cases, 28.5% were diagnosed concurrently with HIV/AIDS and 35% were diagnosed late (i.e., with an AIDS diagnosis 
within one year of HIV diagnosis). 
  (b) Disproportionate Impact. Within the EMA, the epidemic continues to disproportionately impact the poorest and most 
vulnerable communities, particularly racial and ethnic minorities and other heavily impacted populations, such as women of 
color, young MSM of color, MSM and transgender persons of all ages, immigrants, and persons aged 50 and over. 

Disproportionately Impacted Neighborhoods.  Two sets of neighborhoods experience the heaviest HIV burden in the EMA. 
The first – the Chelsea and Greenwich Village neighborhoods of Lower Manhattan – covers the heart of the EMA’s gay 
community. The second – low-income, minority communities – includes the South Bronx, the Harlem district in 
Manhattan, and Central Brooklyn. While HIV prevalence is high in both sets of areas, AIDS death rates are higher in the 
poorer neighborhoods. In three neighborhoods in the Central Brooklyn area, the age-adjusted death rate per 1,000 PLWA 
is more than three times higher than in Chelsea, the center of the gay community in Manhattan.4 In the first half of 2011, 

 From this point forward, non-Hispanic Blacks will be referred to as Blacks, and non-Hispanic Whites will be referred to as Whites. The term 
“Blacks” is used throughout this document rather than “African Americans” because NYC has substantial numbers of people of Caribbean 
origin who do not identify as “African Americans.” The terms “Blacks”, “Hispanics”, “APIs”, and “Whites” (vs. “Black individuals”, etc.) are 
used throughout the application for the purposes of shortening text to ensure adherence to page limitations. 
 Due to the fact that exposure category is not identified for a portion of reported HIV and AIDS cases, risk-based figures do not add up to 

100%. 
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Brooklyn had a higher proportion of concurrent HIV/AIDS diagnoses than more affluent Manhattan residents, potentially 
increasing early mortality5 and the spread of the virus.6  

Disproportionately Impacted Populations.  Blacks and Hispanics.  Minority populations are disproportionately affected by 
HIV/AIDS in the EMA. From 2009-2011, Blacks represented 22.8%7 of the overall EMA population but 44.7% of 
PLWHA and 49.7% of Part A clients in the EMA. Blacks also accounted for 46.3% of new HIV diagnoses and 51.7% of 
new AIDS diagnoses in 2011. Hispanics comprise 27.3% of the EMA’s population,8 but represented 32.4% of PLWHA, 
31.5% of HIV diagnoses and 32.2% of AIDS diagnoses in 2011.  
 In 2010, Black PLWHA had an age-adjusted death rate twice as high as Whites. At the start of 2011, Black men 
represented 27.9% of all PLWHA (39.2% of all male PLWHA) in NYC but accounted for 34.4% of all PLWHA deaths 
(49.0% of male PLWHA deaths) in the first half of that year.9,10 Blacks are the population most likely to be diagnosed late in 
the course of infection.11 Once in care, Blacks are more likely than other PLWHA to have persistently high viral load.12  
 Homeless and Unstably Housed. Single homeless adults are significantly more likely to be newly diagnosed with HIV than 
other New Yorkers. In August 2012, the average daily census for the NYC homeless shelter system was 43,731.13 This 
marks an 18% increase in the number of sheltered adults and children since August 2011. Approximately 4% of sheltered 
adults are PLWHA.14 Additionally, in 2012, 3,260 individuals were unsheltered daily on average.15 Among homeless NYC 
residents, HIV/AIDS prevalence is roughly twice as high among Blacks as Whites and nearly two-thirds as high among 
Hispanics as Whites.16  

Formerly Incarcerated Individuals. New York State (NYS) and NYC inmates are disproportionately affected by HIV/AIDS. 
HIV prevalence among NYC correctional inmates is 5.2% (4.7% of men and 9.8% of women), a rate several times higher 
than in the EMA’s general population.17 Based on data on HIV prevalence and number of releasees from city and state 
correctional settings, the EMA estimates that 4,500 correctional inmates diagnosed with HIV were released to the EMA 
annually from city and state facilities (or 13,500 over the three-year period from 2009-2011). (Data is not available on the 
number of federal inmates released to communities in the EMA.) 

(c) Populations Under-Represented in Ryan White System. In 2011 in NYC, Whites accounted for 20.4% of all PLWHA, but 
represented only 8.1% of all Part A clients, including clients enrolled in Ryan White (RW) funded HIV medical care. 
Additionally, RW clients are less often male and less often residents of Manhattan and Queens (than the overall PLWHA 
population). The EMA has determined that these utilization patterns reflect sociodemographic and need factors, such as 
greater average household income and health care access resulting from coverage by other payers of HIV medical care 
services, rather than gaps in the care system.  

(d) Estimated Service Gaps. Data on service gaps derive primarily from the EMA’s Community Health Advisory & 
Information Network (CHAIN) project.  The EMA’s Unmet Need estimate provides additional data about gaps in primary 
care. Using defined criteria, CHAIN researchers determine whether PLWHA have a documented need for a particular 
service, then compare the need with actual service utilization to quantify intervention-specific unmet need and inform 
implementation plans. These figures reflect gaps in service utilization and may not indicate actual lack of service availability. 
Interviews with PLWHA conducted in 2009-2011 identified the following service gaps18: 

Food or Nutritional Assistance: Of the 91% of sampled PLWHA who indicated a need for food support, 54% in NYC and 
43% in Tri-County were not receiving such services. Of the 71% of sampled PLWHA with need for nutritional 
counseling, 71% in NYC and 84% in Tri-County were not receiving these services.  
Housing Assistance: Of the 85% of sampled PLWHA who indicated a need for rental assistance, 18% in NYC and 29% in 
Tri-County were not receiving such assistance. Of the 15% of PLWHA who indicated a need for permanent housing 
placement, 7% in NYC and 8% in Tri-County were not receiving this service.  
Medical Case Management (including Treatment Adherence): Of the 40% of sampled PLWHA who indicated a need for medical 
case management (MCM), 81% in NYC and 46.4% in Tri-County were not receiving such services. Additionally, of the 
36% of sampled PLWHA who indicated a need for support adhering to antiretroviral therapy (ART), 42% in NYC and 
36.7% in Tri-County were not receiving such services. 

 CHAIN follows a longitudinal cohort, in place since 1994, providing ongoing information on the characteristics, co-morbidities, and care 
needs and patterns of PLWHA in the EMA. More than 2,000 PLWHA have completed interviews conducted by researchers at Columbia 
University. The cohort is broadly representative of the PLWHA in the EMA, with modest over-representation of Black men and women and 
Latino men which more closely demographically represents the EMA’s Part A clients. Because the study samples from medical and social HIV 
service agencies, all CHAIN participants are connected to the HIV service system.  
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Mental Health Services: Of the 51% of sampled PLWHA who indicated a need for mental health services, 28% in NYC and 
20% in Tri-County were not receiving such services. 
Substance Abuse Services: Of the 45% of sampled PLWHA who indicated a need for substance abuse services, 62% in NYC 
and 45% in Tri-County were not receiving these services.  

1) B. Impact of Co-Morbidities on the Cost and Complexity of Providing Care. Many PLWHA in the EMA have 
co-morbid or co-occurring conditions that compromise health and increase the cost and complexity of HIV care. 93% 
percent of CHAIN study participants in NYC (90% in Tri-County) suffer from at least one non-HIV-related chronic 
condition, with 77% (74% in Tri-County) reporting at least two additional conditions, such as hypertension, heart 
disease, or hepatitis. Having one or more co-morbid conditions increases the average number of annual ambulatory 
clinical and acute care (both inpatient and emergency department) visits among CHAIN participants, which yields 
increased care costs.19 In a CHAIN mortality study, heart disease, substance abuse and cancer were among the leading 
non-HIV-related causes of death. Even when HIV-related deaths were removed from excess mortality calculations, 
non-HIV-related death rates in the CHAIN cohort remained in excess of those in the uninfected general population 
matched by age, gender and race/ethnicity.20  

(1) and (2) Effect of Co-Morbidities and Co-Factors on Cost and Complexity of HIV Care. (See Attachment 4). 
(a) STIs. Untreated sexually transmitted infections (STIs) increase the risk of sexual HIV transmission.21 In 2011, NYC’s 

STI case rates were highest in neighborhoods with high HIV prevalence: Harlem and the South Bronx have high rates of 
gonorrhea; Chelsea, Central Harlem and Central Brooklyn have high rates of primary and secondary syphilis; and chlamydia 
rates are high in the South Bronx and Central Brooklyn.  

Key STIs are on the rise in NYC, though the rate of increase for some infections has slowed in recent years. In 2011, 
nearly 65,000 new chlamydia diagnoses were reported in NYC. There were 14,403 new diagnoses of gonorrhea reported in 
2011, up 16.5% since 2010. Gonorrhea increases are greatest among adolescent and young adult men of color. Since 2000-
2001, primary and secondary syphilis has surged eight-fold in NYC, with most new cases among MSM. In 2011, 97% (870 
of 894) of primary and secondary syphilis diagnoses were among men, 79% of whom were MSM. Among MSM with 
syphilis whose HIV status was known, 62% were HIV positive. Nearly half (49.2%) of all NYC syphilis cases are also 
PLWA.22  

STI infections in Tri-County mirror patterns in NYC. In cities where there is an elevated HIV prevalence, the 
prevalence of STIs is also higher. In Mount Vernon, for example, where the HIV prevalence is the highest in Westchester 
County, the gonorrhea rate has reached 246.7 per 100,000, five times the County rate of 49.9 per 100,000. 

Average lifetime treatment costs are estimated at $572 for each case of syphilis and $206 for each case of gonorrhea.23 
STIs also increase future HIV treatment costs by facilitating the spread of HIV. 
 (b) Prevalence of Homelessness. The EMA has a longstanding shortage of affordable housing. Although the City’s 
investment in new affordable housing has reduced homelessness and the number of people living on the streets in NYC fell 
by 26% between 2005 and 2012, housing instability persists and has increased significantly during the past year. 
Approximately 49,000 individuals were homeless in the EMA in FY2011.  

The prevalence of homelessness among PLWHA is especially high. Among PLWHA in the 2011-2012 CHAIN 
cohort, the rate was 3,230 per 100,000 (1,080 per 100,000 in Tri-County). An estimated 70% of CHAIN participants 
have experienced housing instability at some point since their HIV diagnosis. In the most recent cohort surveyed (2011-
2012), 10% of CHAIN participants (6% in Tri-County) reported being homeless or in temporary/transitional housing.24 

Homelessness increases the cost and complexity of care in the EMA. When hospitalized, homeless individuals in NYC 
stay 36% longer than other patients; total additional costs average more than $10,000 per hospitalized homeless individual.25 
As explained in greater detail in Section 3, high rates of housing instability among PLWHA also require substantial public 
outlays, with $11.1 million in FY2011 Part A funds spent to address housing needs.  

The provision of housing assistance and support services significantly reduces the costs associated with homelessness 
and improves health outcomes. According to a recent study, average monthly health care and public service costs for 
chronically homeless individuals fell more than 80% following the provision of housing, substance abuse treatment, and 
other needed services.26 Out-of-care PLWHA enrolled in CHAIN who receive housing assistance are more than three times 
as likely to enter HIV primary care as those not receiving assistance, and are 30% more likely than other unstably housed 
PLWHA to remain in care that meets clinical practice standards.27 To further support engagement and maintenance in care, 
additional funding for Part A housing services has been requested in FY2013.  

(c) Lack of Insurance Coverage. Nearly 1.3 million people (or 13.4% of all residents) lacked health coverage in NYC in 2010 
(including Medicaid).28 Uninsured people have poorer health outcomes due to limited access to essential health services.29 
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When uninsured individuals become ill and require costly hospitalization, the public sector covers the costs that could 
otherwise have been averted through the earlier delivery of less intensive care. In 2011, Medicaid alone reimbursed care 
costs for 66,232 PLWHA in the EMA at a cost of $2.4 billion.  
 (d) Poverty. At an estimated 21%30, the NYC poverty rate is much higher than the national average (15.1%).31 While the 
cost of living is higher in NYC than in any other American city32, family income in NYC is more than 10% below the 
national average.33 As of 2009, an estimated 4.2 million individuals in the EMA (or 43.7% of the population) had incomes at 
or below 300% of the federal poverty level (FPL).34 People of color experience higher rates of poverty than Whites. 
Approximately 26% of Hispanics, 25% of Asians, and 21.7% of Blacks live at or below the FPL, compared to 15.2% of 
Whites. More than two-thirds of PLWHA participating in NYC’s Medical Monitoring Project  (MMP) receive public 
assistance, and, among the 2011-2012 CHAIN participants, 95% (93% in Tri-County) live below 300% of the FPL.   
 The epidemic in NYC is concentrated among the very poor, which significantly adds to the cost and complexity of care, 
especially for the public sector. Two of NYC’s highest-prevalence boroughs rank nationally as the poorest urban county 
(the Bronx) and the county with the greatest income disparity (Manhattan).35 Poverty increases the likelihood of 
unfavorable health outcomes. Lower income is associated with poorer HIV treatment adherence which leads to costly 
sequelae.36 In the Highbridge/Morrisania neighborhood of the South Bronx, where 42% of residents live below the FPL, 
individuals are 4.5 times more likely than residents of other NYC neighborhoods to be hospitalized for HIV/AIDS.37 
 (e) Trends Related to Municipal and State Budget Cuts. Austerity measures in NYS are impacting the Medicaid program, 
affecting more than 66,000 PLWHA in the EMA who depend on the program. As part of a statewide Medicaid redesign, 
the State reduced spending in FY2011-2012, including across-the-board rate reductions and caps on total program growth. 
Additional reductions are anticipated in FY2012-2013. As part of Medicaid redesign, Part D wraparound Medicaid coverage 
has been eliminated, which increases the burden on NYS’s AIDS Drug Assistance Program (ADAP). Utilization limits have 
been established for many Medicaid-funded behavioral health interventions, and PLWHA eligible for home care are being 
transitioned to long-term managed care programs.  
 In addition to Medicaid reductions, City health programs have been cut due to fiscal challenges. NYC’s public hospitals, 
which care for nearly 20,000 PLWHA annually, lost significant Medicaid funding in 2011-2012 as part of reductions in the 
NYS budget, as well as $16 million in general City support in FY2012. Cuts were also made to NYC DOHMH screening 
programs for HIV co-factors, such as STIs.  

Other Co-Morbidities.  Substance Abuse. The EMA’s efforts to manage its HIV epidemic are complicated by a high 
prevalence of drug and alcohol abuse (an estimated 8,050/100,000 among the EMA’s general population). In FY2011, the 
EMA spent more than $274 million (through Part A and Medicaid) on substance abuse treatment services for PLWHA. 
The cost to provide Part A services to PLWHA with substance abuse problems is 13% higher than the average PLWHA.  
 Mental Health Disorders. More than 23% of NYC CHAIN participants (33% in the Tri-County region) have low scores 
on a standardized mental health functioning measure.38 The EMA has therefore developed mental health services 
specifically for PLWHA. In FY2011, the EMA spent more than $210 million on mental health services for PLWHA (Part A 
and Medicaid combined).  

Tuberculosis. The number of new TB cases co-infected with HIV has fallen from 241 in 2000 to 58 in 2011 yet 
prevalence rates among PLWHA are more than 15 times higher than TB rates among non-PLWHA.39 Co-infection with TB 
increases the total Part A per-client costs six-fold, with additional average costs (above the average for other PLWHA) of 
more than $25,000 for each PLWHA with TB.   

Hepatitis. The epidemiology of Hepatitis C Virus (HCV) in NYC closely tracks that of HIV, with the highest HCV 
prevalence reported in neighborhoods with the highest percentage of persons with diagnosed HIV infection (e.g., South 
Bronx, Harlem, Chelsea, and Central Brooklyn). The high prevalence of HCV increases the cost and complexity of HIV 
care for PLWHA. Lifetime treatment costs of HCV alone exceed $100,000, with costs up to $280,000 for those who require 
a liver transplant.40 Specialized clinical care and support services are needed for patients with HIV/HCV co-infection to 
manage the diseases simultaneously and guard against potential drug interactions  

(3) Impact of Formerly Incarcerated Individuals on Service Delivery System. From 2009-2011, approximately 230,000 persons were 
released from NY’s state and local prisons and jails into the EMA. Of those released, an estimated 13,500 were PLWHA. 
This estimate is based on the NYS Department of Corrections’ estimated prevalence rate of 6% for the city’s incarcerated 
population consistent with the NYC jail prevalence of 6% (4.7% among males and 9.7% among females).41 Nearly half 

 Funded by the CDC, the Medical Monitoring Project tracks a representative sample of patients in health care facilities.  
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(47% in NYC, 46% in Tri-County) of CHAIN participants report having ever been in jail or prison, with 7% (3% in Tri-
County) experiencing incarceration during the year in which they were diagnosed with HIV.42 Individuals released from jails 
and prisons have more acute health service needs than those who have not been incarcerated.  

A recent cost analysis found that the mean annual cost to achieve HIV viral suppression among formerly incarcerated 
individuals is $8,432, nearly twice the average annual cost of care for Part A clients ($4,606).43 These high costs may be 
attributable to the challenges that formerly incarcerated people - a largely transitory population - often face when they are 
released, including high rates of homelessness, mental health issues, substance abuse, and other chronic diseases. The 
presence of these challenges can undermine continuity of care and linkage with case management, housing, financial 
assistance, and other services. Over two-thirds of NYS inmates return to NYC and reside in seven zip codes in Central 
Harlem, Brooklyn and the Bronx where new diagnoses and HIV prevalence are high.44 
1) C. Impact of Part A Funding: Funding Mechanisms. The flexibility of Part A funding has enabled the EMA to 
develop a range of innovative programs and service delivery strategies that respond to the specific access barriers faced by 
the EMA’s increasingly poor, multiply-diagnosed PLWHA population. 

(1) Availability of Other Public Funding. As shown in Attachment 5, more than $3.1 billion are available for HIV services in 
the EMA in 2012 and are similarly projected to be available in 2013. As this figure does not include amounts spent on 
inpatient medical services and those funded through Medicare and the Department of Veteran’s Affairs (VA), it understates 
the total expenditures for HIV care. 

(2) Coordination of Services and Funding Streams. By maximizing coordination among diverse service systems and funding 
streams, the EMA is able to provide one of the most comprehensive and flexible HIV/AIDS care continuums in the 
country. The HIV Planning Council (PC) annually assesses available resources in all Part A service categories, identifying 
key gaps in the HIV care continuum. For development of the FY2013 plan, this assessment was facilitated, in part, by a 
comprehensive “Payer of Last Resort Tool” and database identifying HIV-related services provided by non-Part A sources. 
Documenting more than 140 programs in 14 service categories funded by more than 40 different sources, this mapping 
exercise helped the PC to ensure that Part A serves as the Payer of Last Resort (POLR) for all services while filling gaps in 
the system of care. The PC also includes representatives from numerous NYC and NYS agencies, as well as providers of a 
range of services funded by multiple payer sources, bringing expertise on the full array of payment sources for HIV-related 
services. Ongoing coordination between DOHMH and the New York State Department of Health (NYSDOH) increases 
efficiency, maximizes the number and accessibility of services available, reduces duplication, and facilitates implementation 
of innovative strategies to address service gaps. 
 (a) Services Funded by Other Federal and Local Sources.   

i) Medicaid. NYS estimates that 61.5% of PLWHA in the EMA are Medicaid eligible, with 66,232 PLWHA receiving 
Medicaid services in 2011, at a cost of nearly $2.4 billion. By remaining up-to-date on Medicaid policies through regular 
updates from NYSDOH, the PC is able to adjust its allocation of resources toward high-priority services not reimbursed by 
Medicaid, such as early intervention services (EIS), MCM with treatment adherence support including directly observed 
therapy (DOT), housing assistance, low-threshold counseling to reduce substance abuse, and food bank/home-delivered 
meal (food and nutrition) programs that include support to engage in care. At the service delivery level, Part A contractors 
also participate in Medicaid, and the EMA enforces policies ensuring that Part A is the POLR. As described later (see p. 14), 
major changes in Medicaid are underway. In 2011 the Grantee secured consulting support to assess the major changes to 
the NYS Medicaid program, including future changes related to Health Homes and Medicaid redesign that affect EMA 
service categories.  
 ii) Medicare. According to data from the Medical Monitoring Project (MMP) and CHAIN, approximately 29% of 
participating PLWHA in NYC and 28% of participating PLWHA in Tri-County have Medicare.45  Many Medicare-eligible 
PLWHA are dually eligible for Medicaid, resulting in overlap between multiple payment sources. NYSDOH routinely 
assesses the impact of Medicare Part D prescription drug coverage on the demand for Part A-funded ADAP services. 
Because Medicare Part D has more restrictive drug formularies than Medicaid, NYSDOH ensures that its ADAP formulary 
includes important classes of drugs that are not covered by Medicare (e.g., atypical antipsychotics and antidepressants that 
are crucial for the care of PLWHA with chronic and severe mental illness). With support from the PC, ADAP also covers 
the medication costs for PLWHA who incur out-of-pocket expenses due to the Medicare Part D “donut hole”.  
  iii) Children’s Health Insurance Program (CHIP). The EMA’s planning process for FY2013 was informed by an analysis of 
CHIP coverage. Like other payers, CHIP is considered in the POLR tool used by the PC. 
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 iv) Veterans Affairs. Providers assess clients for current or past military service and provide the opportunity for veterans 
to seek HIV care at VA facilities, while advising clients they are not obligated to obtain care from the VA. The VA provides 
special support benefits beyond medical care that complement and occasionally exceed RW services.  

v) Housing Opportunities for Persons with HIV/AIDS Programs (HOPWA). The same bureau of DOHMH that oversees RW 
services also administers HIV/AIDS housing programs. The HOPWA grant supports permanent housing and housing-
related services while RW supports transitional housing, rental assistance and housing placement assistance. Resource 
allocations and services are coordinated between the two programs to ensure optimal use of grant funds. HOPWA services 
and funding were considered by the PC in developing its FY2013 plan, which includes a request for additional Part A 
housing funds. Coordination between grants is focused on improving health and housing outcomes and increasing access to 
and maintenance in permanent, stable housing. 
 vi) CDC Prevention. HIV Prevention programs are also based in the DOHMH bureau that oversees HIV care and 
housing, sharing resources and expertise in program planning and evaluation. DOHMH has consolidated oversight of all 
publicly funded HIV testing initiatives with shared planning and technical assistance (TA) for HIV care and prevention 
programs to promote knowledge of HIV status and linkage to care. In 2011, Prevention and Part A collaborated on a single 
Request for Proposals (RFP) for EIS including HIV testing and linkage to care. Contracts were awarded to 27 RW and 20 
CDC-funded agencies. In 2011, DOHMH clinics and DOHMH-funded programs conducted 173,103 HIV tests, yielding 
947 confirmed positive tests, with RW-funded programs accounting for 53,398 rapid tests and 294 confirmed positive tests. 
 vii) Services for Women and Children. The PC’s service mapping exercise took into account a range of social services 
programs, including those specifically targeted to women and children. In FY2011, Medicaid reimbursed more than $719 
million for health services - including HIV-specific care - for women, infants, children and youth in the EMA. The same 
year, programs in the EMA received $9.2 million in Part D funds for women and children. In FY2012, Part D awardees 
experienced a $3.1 million funding cut, the effects of which will be monitored by the EMA.  
 viii) Other State and Local Social Service Programs. Part A coordinates closely with the NYC HIV/AIDS Services 
Administration (HASA), which offers social work case management, streamlined entitlement support, and housing 
assistance to nearly 32,000 indigent New Yorkers with symptomatic HIV disease and their families. Participation by various 
NYC agencies, including the Department of Homeless Services (DHS), and AIDS housing advocates, keeps the PC up-to-
date on policy developments related to HASA and other key NYC agencies. As HOPWA and Part A services are 
administered by the same DOHMH unit, there is close coordination of NYC-funded social work case management, 
housing support, and the broader Part A continuum. 
 ix) Local, State and Federal Public Health Programs. Data from DOHMH and NYS programs that provide correctional 
health services, HIV testing, treatment for TB and STIs, and alcohol and other drug use services are factored in by the PC 
during the needs assessment process and used for the development of standards of care. PC members include staff from 
correctional health, substance abuse and mental health treatment programs funded through diverse federal, state and local 
sources.  

x) Local and Federal Funds for Substance Abuse/Mental Health Treatment Services. Medicaid provides substance abuse services 
to more than 21,390 PLWHA in the EMA at a total cost of $264 million, including both inpatient and outpatient services. 
Medicaid covers mental health services for more than 25,470 PLWHA in the EMA at an annual cost of $204.8 million. In 
2011, the Substance Abuse and Mental Health Services Administration (SAMHSA) Minority AIDS Initiative-Treatment 
Capacity Expansion program awarded DOHMH a three-year grant ($1.32 million annually) to expand access to mental 
health and substance abuse screening and treatment for HIV prevention priority populations, particularly in Black and 
Hispanic communities. The grant supports ongoing planning and systems-level integration of substance abuse, mental 
health and HIV services in NYC, including Part A.  

xi) Other Ryan White HIV/AIDS Program Funding. Senior staff from the NYSDOH AIDS Institute (NYS AI), which 
administers more than $200 million in ADAP and RW Part B funds as well as a substantial HIV/AIDS service program 
funded by State tax levy funds, have been active participants on the EMA’s PC since the beginning of the RW CARE Act. 
Close cooperation between the EMA and NYS is reflected in the NYS AI’s oversight of the EMA’s quality management 
program and in joint HIV service planning. At the agency level, one-third of Part A contractors also have Part B contracts. 
Each year, the PC collaborates with NYSDOH to help ensure the financial sustainability of ADAP, using unobligated and 
carryover funds to increase planned ADAP funding for services in the EMA. 

Representatives from Parts C- and D-funded programs are active members of the PC. Twelve NYC Part A care 
coordination programs (funded through the MCM service category) also have Part C or D contracts. Additionally, three 
Tri-County care coordination providers have Part C programs and one of those providers also receives Part D funding. 
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The PC will be monitoring the effects of a $3.1 million funding cut to NYC RW Part D awardees in FY2012 to ensure 
women and children remain engaged in care as the service system adapts to this reduction. As Part F provides funding 
for 16 oral health programs for PLWHA in the EMA and Medicaid covered dental services for more than 26,000 
PLWHA in FY2011, Part A supports only one HIV-dedicated oral health care program, which is located in the Tri-
County region. The Tri-County oral health program served 237 persons in 2011, providing them with services not 
supported by Medicaid. The PC will monitor future funding levels of Parts D and F awardees in NYC and the Tri-
County region to ensure access to critical health services. 

New York State HIV/AIDS Programs. Through the NYS AI, the state supports numerous HIV-related services, including 
a network of multi-service agencies in heavily affected minority communities. These NYSDOH-funded agencies coordinate 
their funding with Part A to meet the needs of clients. Representatives of the NYS AI and of NYS AI-funded providers 
participate as members of the PC. NYSDOH presents developments and health reform policy changes in state-funded 
services and meets regularly with DOHMH Part A staff to coordinate planning of HIV services. In addition, NYSDOH 
supports substance abuse service settings that complement Part A and SAMHSA-funded programs. Service mapping 
undertaken to inform the PC’s service prioritization and resource allocation considers all state-funded programs, enabling 
the PC to obtain a comprehensive overview of all relevant services in the EMA.  
1) D. Assessment of Emerging Populations with Special Needs. This section highlights the special needs, barriers to 
access, and associated service costs for the six populations the PC has identified whose service needs, HIV prevalence, or 
incidence rates are growing: 1) women of color; 2) MSM and transgender persons of all ages; 3) young MSM (YMSM); 4) 
immigrants; 5) PLWHA age 50 and over; and 6) homeless and unstably housed persons. 
 (1) Emerging Populations (a), (b), and (c) 
Women of Color. In FY2011, women accounted for 28.8% of PLWHA but 41% of Part A clients. Consistent with the 
epidemiology of HIV/AIDS in the EMA, roughly 93% of all female Part A clients were women of color. Women confront 
unique health care challenges that increase the cost and complexity of HIV care. Many women are diagnosed late in the 
course of HIV infection; 23% of newly diagnosed women in NYC in 2011 received an AIDS diagnosis within 31 days.46 
HIV-positive women enrolled in the EMA’s CHAIN study are less knowledgeable than their male counterparts about the 
availability of primary medical providers and social service agencies in their neighborhood of residence.47 Women living 
with HIV in NYC are more likely than male PLWHA to have persistent high viral load.48 Barriers to health care for women 
include poverty, criminal justice system involvement, and lack of access to transportation or affordable child care. In 
comparison to the more affluent Manhattan borough, women living in predominantly minority poor neighborhoods in the 
Bronx and Brooklyn represent a disproportionate share of new HIV diagnoses.49 The largest proportion of new HIV 
diagnoses is among females ages 40-49 who also may be more likely to have additional health issues, such as diabetes, 
cancer, hypertension, and heart disease.50  
 Women with HIV have unique health care and social service needs, such as gynecological care, child care and family-
centered services. Women enrollees in CHAIN are more than twice as likely as heterosexual male study participants to 
report domestic violence, which is associated with poor treatment adherence.51 In the Tri-County region, female PLWHA 
enrolled in CHAIN are more likely than men to have a need for transportation and rental assistance.52 Extrapolating from 
per-client estimates of expenditures, the EMA estimates that women account for more than $39 million, or more than one-
third, of Part A spending. Women with HIV/AIDS are disproportionate users of EIS, home care, psychosocial support 
services (supportive counseling and family stabilization services [SCF]), and Minority AIDS Initiative (MAI) services, which 
include MCM and housing. 

MSM and Transgender Persons of All Ages. MSM represent the largest share of new male HIV diagnoses in every NYC 
borough and in the Tri-County region. The unique intersection of poverty and race/ethnicity for MSM and transgender 
PLWHA increases the complexity and cost of care. Although MSM in NYC on average are more likely than other risk 
exposure categories to have viral suppression, they have the highest mean viral load among persons with detectable viral 
load.53 A significant number of HIV-positive MSM are immigrants, who experience many of the health care barriers faced 
by other foreign-born PLWHA (see below). In 2010, 29% of newly diagnosed MSM in NYC were foreign-born, 73% of 
whom are from the Caribbean and Central and South America.54 

Compared to White MSM, MSM of color in NYC are less likely to be in HIV care within three months of their HIV 
diagnosis (68.9% vs. 74.4% in 2010-2011), and more likely to receive a concurrent HIV/AIDS diagnosis (15.3% vs. 14.5% 
in 2010-2011). MSM recipients of Part A services are predominantly Black and Hispanic and are more likely than White 
MSM to be low-income and less likely to have private health coverage. MSM of color participating in the CHAIN study 
report the widest service utilization gap of any transmission risk category with respect to ART, with 33% not accessing 
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treatment. Three out of four MSM of color in CHAIN who need substance abuse services and 69% of those requiring 
supportive mental health services are not accessing them. Almost two-thirds of MSM of color in the CHAIN cohort who 
are homeless or unstably housed are not obtaining permanent housing assistance. 

According to a nationwide survey of health departments and AIDS program officers, stigma and discriminatory 
attitudes of providers frequently impede HIV service access for Black MSM and transgender individuals.55 A DOHMH 
survey found that Black and Hispanic MSM are significantly less likely than Whites to have disclosed to their health care 
provider their attraction to partners of the same sex/gender.56   

In FY2011, Part A provided health services to 18,497 self-identified lesbian, gay, bisexual and transgender (LGBT) 
clients in NYC (including 481 transgender clients), representing more than an estimated $26 million, or more than 20% of 
all Part A spending. (This likely undercounts the number of LGBT clients served, as not all clients answer personal risk 
questions.) MSM of color are especially heavy users of Part A-funded HIV primary care and HIV medications, accounting 
for roughly one in three EMA clients enrolled in the NYS HIV Uninsured Care Program , for total treatment costs of more 
than $70 million.57 The average annual cost of Part A services for HIV-positive MSM is estimated to be $9,488 (compared 
to $4,606 for the general PLWHA population). 

Young MSM of Color (YMSM). The EMA is witnessing an increase in HIV diagnoses among YMSM. In 2009, for the first 
time, men under age 30 accounted for more than 50% of new diagnoses among MSM in NYC.58 Black MSM are more 
likely to be diagnosed at a young age, with Black MSM comprising 47% of new HIV diagnoses among MSM under age 30 
in 2010.59 The annual number of new HIV diagnoses in this population is high; 1,361 YMSM of color were diagnosed with 
HIV in 2010-2011.  

According to DOHMH surveys, there are high rates of drug and alcohol use among YMSM of color. A 
disproportionate share of the estimated 13,400 homeless young persons in NYC are MSM of color, and the chaotic life 
conditions associated with unstable housing significantly increase the risk of HIV infection and reduce utilization of needed 
services.60 Many YMSM of color experience trauma and mental health challenges that may further diminish health care 
access. A recent multi-city survey of HIV-positive MSM (including those in NYC) found that 47% reported childhood 
sexual abuse, with such abuse 2.6 times and 1.8 times as likely to be reported by Hispanic and Black MSM, respectively, as 
by Whites.61 These challenges can create intensive service needs for YMSM of color and contribute to poor medical 
outcomes. Adolescent MSM, in particular, have poor medical outcomes. In 2008, only 38% of PLWHA ages 13-19 
exhibited viral suppression compared to more than two-thirds among PLWHA age 50 and over.62 The EMA spent an 
estimated $1.2 million on RW services for PLWHA ages 13-19 in FY2011. 

Immigrants. Foreign-born individuals are especially likely to be diagnosed late in the course of infection. While 28% of 
foreign-born NYC cases were concurrently diagnosed with HIV and AIDS in 2010, only 19% of non-foreign-born NYC 
cases were diagnosed concurrently.63 Foreign-born PLWHA confront barriers to care, including limited access to 
mainstream information and support systems, and difficulty locating linguistically and culturally appropriate services. Fear 
and stigma, which are especially pronounced for undocumented individuals, deter many from seeking care or accessing 
services or support. In 2010 in the NYC borough of Queens (with 48% foreign-born residents)64 18.5% of households 
lacked health insurance coverage65, compared to the citywide average of 13.4%.66 Although experience demonstrates the 
ability to deliver high-quality services and achieve good medical outcomes among HIV-positive immigrants, some groups of 
foreign-born PLWHA experience a higher risk of illness and death. For example, in 2008-2010, the death rate among 
Caribbean-born PLWHA was 18.8 per 1,000, versus 17.6 per 1,000 citywide. 

The EMA’s large number of foreign-born individuals increases the cost and complexity of HIV care. When uninsured 
immigrants living with HIV require health care, they are more likely to turn to the public sector, which includes the public 
hospital system and hospital emergency rooms. To address the significant health care challenges faced by foreign-born 
PLWHA, the EMA has used Part A funding to establish a broad range of programs tailored to meet the needs of diverse 
immigrant groups. Part A supports service providers that have the capacity to deliver services in more than 50 languages. In 
a reflection of their often-acute economic vulnerability, HIV-positive immigrants account for 75% of all recipients of Part 
A rental assistance in FY2011. On average, a foreign-born Part A client utilizes more services than other clients, resulting in 
an estimated cost of $9,743 per foreign-born client, more than twice the amount of the average Part A client. Total 
estimated spending in FY2012 on this population is nearly $6.3 million. 

 The NYS HIV Uninsured Care Program includes the AIDS Drug Assistance Program (ADAP); ADAP Plus, which supports HIV primary 
care; insurance continuation; and home care services. 
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PLWHA Age 50 and Over. As of June 30, 2011, an estimated 47,861 individuals in the EMA at least 50 years old were 
living with diagnosed HIV/AIDS, including 14,858 PLWHA 60 years old or older.67 The proportion of NYC PLWHA over 
age 50 increased from 30% in 2005 to 43% in 2011. People over 50 accounted for 17% of new HIV (non-AIDS) diagnoses 
in 2010-2011. Among persons over age 50 and newly diagnosed in 2010-2011, 81% were Black or Hispanic.68 

Newly diagnosed PLWHA over age 50 are significantly more likely to test HIV-positive late in the course of infection. 
Older males are especially likely to be diagnosed late. Nearly one in three (31.1%) newly diagnosed persons 50 and over did 
not enter HIV primary care within three months of diagnosis in 2010-2011. Furthermore, 37.1% of PLWHA ages 50-59 
and 41.7% of PLWHA 60 and over at the end of 2010 had no evidence of receiving HIV primary care. Among PLWHA 50 
and over, annual age-adjusted death rates in 2010 among Blacks were 27.4 per 1,000 population and among Hispanics were 
23.4 per 1,000 population, compared to 14.1 per 1,000 population among Whites.69 In all three cohorts examined for the 
CHAIN mortality study (deaths in 2003-2008), cohort members 50 and older as of 2003 experienced greater excess 
mortality than those under 50, where mortality in both groups was compared with general-population mortality among 
individuals matched to CHAIN participants on age, race/ethnicity and gender.70  

As PLWHA age, effective medical management of HIV also requires the management of conditions commonly 
associated with aging. CHAIN participants over 50 are more than twice as likely as participants under age 35 to report 
having hypertension, nearly three times as likely to report having heart problems, twice as likely to report having diabetes, 
and nearly three times as likely to report suffering from arthritis or rheumatism.71 In addition, a study of older PLWHA in 
NYC indicates that many struggle with the impact of stigma, substance abuse, and the deterioration over time of supportive 
social networks.72 

The growing prevalence of older adults in the EMA’s PLWHA population increases the cost and complexity of care. 
PLWHA age 50 and over accounted for about 35% of all ADAP and HIV Uninsured Care Program clients in 2011. In 
FY2011, Part A EIS programs reached 13,238 individuals over age 50 with testing and linkage to care for those newly 
diagnosed. PLWHA over 50 are especially heavy users of Part A food and nutrition programs, accounting for 52% of food 
and nutrition clients in FY2011. The EMA conservatively estimates that direct Part A spending on HIV services for 
PLWHA over age 50 totaled at least $27 million in FY2011 representing one quarter of all program expenditures. 

Homeless and Unstably Housed. In 2011, it was estimated that more than 49,000 individuals were living unsheltered, in 
homeless shelters, or in emergency single room occupancy dwellings (SRO) in the EMA.73 An analysis of Electronic 
System for HIV/AIDS Reporting and Evaluation (eSHARE) data (see p. 62 for more information on eSHARE ) indicates 
that 26% of HIV-positive NYC Part A clients were unstably housed; 28% have a lifetime history of homelessness; and 
11% of clients with 2012 updated housing data report a recent history of homelessness (defined as within the past year). 
Housing instability among PLWHA receiving Part A services is increasing as the epidemic becomes more concentrated 
among poor, multiply-diagnosed individuals.  

Approximately 60% of HIV-positive enrollees in NYC CHAIN (56% in Tri-County) who report being unstably 
housed also report substance abuse problems, and 25% (39% in Tri-County) report mental health disorders. Compared 
to CHAIN participants who are stably housed, homeless CHAIN participants are five times as likely to lack an HIV 
primary care provider, almost twice as likely to fail to receive medical care when they need it, and almost 50% more 
likely to drop out of care. In the CHAIN study, homeless cohort members are 47% less likely to receive ART than 
cohort members with stable housing and over 80% less likely to adhere to ART regimens. In comparison to stably 
housed CHAIN participants, homeless participants are 85% more likely to have a low CD4 count (below 200), and 76% 
more likely to have a detectable viral load (at more than 400 copies/ml).74  

When PLWHA are homeless or unstably housed, the cost of HIV care is significantly increased.  Unstably housed 
CHAIN participants are 44% more likely to be hospitalized than participants who are stably housed.75 On average, 
homeless PLWHA had average per-client costs that were significantly higher ($6,495) for Part A services than the costs 
for the average Part A client in FY2011. 

Out-of-care CHAIN participants who receive housing assistance are more than 2.5 times as likely to enter HIV 
primary care as those who do not receive assistance. CHAIN participants who receive housing assistance are 23% more 
likely than other unstably housed participants to remain in care.76 The EMA’s experience indicates that many of the 
costs associated with homelessness can be averted through investments in supportive services that stabilize the housing 
of PLWHA.  
1) E. Unique Service Delivery Challenges. Encompassing both the country’s most densely populated, urban 
neighborhoods and suburban/rural areas of the Tri-County region, the EMA confronts unique challenges to the delivery of 
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HIV/AIDS care. The EMA also has the highest cost of living of any metropolitan area, increasing the need for emergency 
grant funds in the EMA.77 

Late Diagnosis. During the first six months of 2011, 19.6% of individuals testing HIV-positive were diagnosed with 
AIDS within 31 days of their HIV diagnosis.78 Late diagnosis is especially common in low-income communities. In the first 
half of 2011, approximately 23% of Brooklyn and Bronx residents newly diagnosed with HIV were concurrently diagnosed 
with AIDS, compared to 15% of Manhattan residents, who have a higher average income.79 In the first half of 2011, IDUs, 
persons with heterosexual risk, and persons with no assigned transmission risk were more likely than MSM to receive a 
concurrent diagnosis.80  
 Late diagnosis increases the complexity and cost of delivering health services to PLWHA. Individuals who are 
diagnosed late are more likely to require hospitalization than early testers,81 with total health care costs twice as high during 
the first year after diagnosis for late testers.82 Individuals who are diagnosed concurrently with AIDS are more than twice as 
likely to die during the four months immediately following diagnosis as individuals who are diagnosed earlier after HIV 
acquisition and then progress to AIDS.83 The EMA’s efforts to address this challenge are described in Section 2.   

Linkage to Care. As indicated by the NYC Treatment Cascade , an estimated 86% (95,340) of NYC PLWHA in 2010 had 
ever been linked to care.84 While higher than national estimates of PLWHA engagement in HIV care85, these figures suggest 
that over 15,400 PLWHA in NYC need HIV care linkage. Delayed entry into and gaps in care lead to poorer health 
outcomes, increasing the complexity and costs of providing care once PLWHA are linked. To ensure reporting and 
documentation of linkage to care, DOHMH implemented a performance-based reimbursement structure in all Prevention 
and Part A testing contracts with discrete payment points for rapid HIV testing, confirmatory testing, and confirmed 
linkage to care for newly diagnosed PLWHA. This payment methodology creates incentives to identify new positives, 
confirm their status, and promptly connect them to care.  

Since 2009, DOHMH has funded MCM programs, implementing a comprehensive model of HIV care coordination 
that actively supports early engagement in care and re-engagement of those out of care. In March 2011, DOHMH awarded 
seven contracts to provide targeted testing and linkage to care for high-risk youth, and five contracts to conduct linkage to 
medical care with transitional care coordination (TCC) services for homeless or unstably housed PLWHA. Several of the 
EMA’s outpatient substance abuse contracts also utilize EIS funds to conduct outreach, early identification, and linkage to 
care services. 

Treatment Adherence.  Many PLWHA have difficulty adhering to prescribed treatment regimens, in particular those 
facing substance abuse, mental illness, and lack of stable housing. Many persons who initially access care in the EMA 
drop out for extended periods; 27% of the current NYC CHAIN cohort report having dropped out of care for at least 
six months since their first HIV care visit (18% in Tri-County). Failure to adhere to therapy is the leading cause of 
treatment failure and can create HIV resistance to medication, which in turn increases rates of HIV-related illness and 
death.86 

 To prevent treatment failure, the EMA uses Part A funds to support evidence-based, client-centered programs that 
aid PLWHA to remain in care. The EMA will continue to provide health promotion and treatment adherence support 
in FY2013 as part of MCM, using health promotion, patient navigation, DOT, and care coordination that target 
homeless and unstably housed PLWHA. In FY2011, the EMA provided client-centered MCM with treatment 
adherence support to 6,587 PLWHA at an average cost of $7,259 per client. Because persons previously diagnosed with 
HIV who have fallen out of care may be identified by testing programs, DOHMH-funded testing programs re-connect 
persons who have not seen a medical provider in nine months or longer back to medical care.   

Linguistic and Cultural Complexity. NYC is not only the nation’s most densely populated municipality, but it also has 
extraordinary linguistic and cultural diversity. In the NYC borough of Queens, which is the most diverse county in the 
nation, more than 120 different languages are spoken and 48% of the population is foreign-born. Particularly for a disease 
that remains as stigmatized and complicated as HIV, effective service delivery demands that clients have access to providers 
who are equipped to provide culturally and linguistically appropriate services, which increases the cost and complexity of 
providing care. Part A plays a critical role in delivering such services by providing support services in 50 languages, 
including American Sign Language, that are tailored to specific immigrant communities from all corners of the world. The 

 The “NYC Treatment Cascade” shows HIV-infected persons across the continuum of engagement in care. Modeled on the CDC-developed 
U.S. Treatment Cascade, it was first developed in NYC in December 2011 using data from a variety of sources, including a CDC surveillance 
manuscript, NYC surveillance manuscripts, and NYC MMP results. A revised and improved version of the NYC Treatment Cascade was 
developed in 2012 using surveillance data as the single source. 
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EMA’s Part A program supports providers that specifically serve Asian, African and Caribbean immigrants, Spanish 
speakers, (Y)MSM of color, transgender PLWHA and other key populations. Additional costs of providing care to such a 
diverse population include those associated with recruiting staff with particular linguistic and cultural competencies, offering 
translation services and accompaniment to facilitate communications with providers, and providing translated materials to 
non-English speaking clients. 

Changes in Health Care System. Structural changes to state and federal health care systems currently underway will change 
the future delivery of care for chronic conditions, including HIV. NYSDOH is implementing Medicaid Health Homes after 
selecting providers in 2011-2012. The NYS Health Home program will reimburse interdisciplinary care management, care 
coordination and health promotion for individuals with chronic illness seen in an approved integrated health care system 
and community provider network. Client enrollment is now voluntary, with mandatory enrollment pending approval of a 
Medicaid State Plan Amendment. The full impact of health homes on the HIV service delivery system and the local Part A 
program will not be known until the program is mandatory for all PLWHA receiving Medicaid. In addition, in September 
2010 NYS began requiring that all HIV-positive Medicaid recipients enroll in a managed care program. These changes in 
the EMA’s health system continue to complicate a difficult health care environment for many low-income, high-need 
PLWHA. Part A programs will be utilized to ensure a supported transition in this uncertain environment to reduce the risk 
that PLWHA will fall out of care.  

The implementation of the Affordable Care Act (ACA) will require vigilant monitoring and rapid response by health 
providers as they grapple with new rules related to the legislation. As a result of additional federal funding and 
requirements, many providers are expediting the transition to electronic health records, facilitating the development of 
service referral networks with data sharing. The EMA will monitor changes to the health care delivery system using tools 
developed by the grantee. These tools include monitoring and scenario planning functions to ensure Part A addresses 
unmet need, functions as POLR, and funds services which support PLWHA engagement and maintenance in care.  
1) F. Impact of Decline in Ryan White Formula Funding. (1) and (2).  In FY2012, there was a combined Formula and 
Supplemental award reduction of $571,960. The program portion was absorbed by a reduction to ADAP, which has 
historically and is expected to be restored through midyear and closeout reprogramming of anticipated unspent funds.  
1) G. Unmet Need.  

The EMA estimates that approximately one-third (36%) of persons diagnosed, reported, and presumed to be living with 
HIV or AIDS are not currently in care. The estimate represents 40% of persons diagnosed, reported and presumed to be 
living with HIV (non-AIDS) (PLWH) and 33% of people diagnosed, reported, and presumed to be living with AIDS 
(PLWA).  

 (1) Updated Estimate of Unmet Need. (See Attachment 6.) 
  (2) Process for Updating Unmet Need Estimate.  Using routine surveillance data, the EMA compared the number of 
people diagnosed, reported and presumed to be living with HIV or AIDS with the number of people presumed to be 
receiving HIV-related medical care as indicated by CD4 and viral load tests performed in Calendar Year (CY) 2011 and 
reported through March 31, 2012. 

The DOHMH HIV Epidemiology and Field Services Program and the NYSDOH Bureau of HIV/AIDS 
Epidemiology calculated the number of persons diagnosed and reported in the EMA and presumed to be living with 
HIV or AIDS as of December 2010. The number of cases not yet reported due to reporting lag was considered to be 
negligible. Cases reported to the DOHMH were excluded if they had evidence of residence outside of NYS in 2011 
based on state and date of HIV or AIDS diagnosis (N=126). A total of 41,482 PLWH and 63,643 PLWA were 
diagnosed, reported and presumed to be living in the EMA as of December 31, 2010.  

To estimate unmet need, the number of persons in the EMA without laboratory evidence of HIV-related primary 
medical care in 2011 was calculated as a proportion of the total number of PLWHA in the EMA. The percent not in 
care was defined as the percent of PLWH or PLWA who did not have at least one CD4 or viral load test reported in 
2011. 

Attachment 6 shows that an estimated 40% of PLWH and 33% of PLWA were not in care. Unmet need may be 
overestimated due to the large number of PLWA diagnosed in NYC before 2000 who are currently classified as living 
and not in care (N=14,945). An unknown number of these individuals may actually be dead or no longer living in NYC, 
despite national death matches and CDC’s interstate deduplication initiative. This limitation is common to older 
HIV/AIDS surveillance systems like that of NYS and NYC. 
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3) Unmet Need Table: 2009-2011 
Table 1: Estimated number and percent of PLWHA with unmet need NY  EMA 2009-2011 

Year  #PLWHA % %PLWHA # PLWH % PLWH #PLWA % PLWA 

2009 35,446 35% 14,867 38% 20,579 33% 
2010 35,887 35% 15,521 38% 20,366 32% 
2011 37,438 36% 16,535 40% 20,903 33% 

Sources: New York, Kings, Queens, Bronx, and Richmond counties (NYC): NYCDOHMH, HIV Epidemiology and Field Services Program: 
2011 data as of 3/31/12, 2010 data as of 3/31/11, 2009 data as of 6/30/10; Putnam, Rockland, and Westchester counties: NYSDOH,
Bureau of HIV/AIDS Epidemiology: 2011 data as of 8/15/12, 2010 data as of 8/4/11, 2009 data as of 8/20/10 

(4) Unmet Need and Planning Process. The table above uses data through December 2011. 
(a) Demographics and Location of Unmet Need. In 2011, 36% of PLWHA in the EMA had unmet need.  PLWH were 

more likely to be out of care than PLWA (40% vs. 33%). Among PLWH, estimated unmet need is higher among Blacks 
(42%) compared with Whites (38%), while among PLWA Whites are more likely to have unmet need than Blacks (40% 
vs. 31%). By age, unmet need among PLWH was highest among persons aged 30-39 (43%). Among PLWA, unmet 
need increased with age from 22% among ages 20-29 to 41% among ages 60 and older. By risk categories among 
PLWH, IDU and heterosexual exposure groups are more likely to have unmet need than MSM, and PLWH with 
unknown risk have the highest level of unmet need (49.8%). Queens and the Tri-County region have the highest rates 
of unmet need among PLWH (43% and 42%, respectively) and PLWA (38% and 37%, respectively) in the EMA, as 
determined by epidemiological and service utilization data.  

(b) Trends. The estimates of PLWHA not receiving regular HIV-related primary health care in 2009 – 2011 were 
constant at 35-36%. While unmet need among PLWA remained approximately stable from 2009 to 2011 (32-33% each 
year), among PLWH it increased slightly (40% in 2011 vs. 38% in 2009-10). Among PLWH, unmet need increased in 
both sexes, all racial/ethnic groups except APIs, all EMA counties except Rockland, and all major transmission 
categories. By age, the increases were exclusively among PLWH 40 years and older (36% to 40% overall).The increase 
in PLWH with unmet need may be attributed to greater EMA-wide testing and outreach efforts (described in Section 
2), which identify new HIV cases, coupled with the reluctance of many newly diagnosed persons to seek services 
immediately.  

(c) Methods for Assessing Service Needs, Gaps and Barriers to Care. As a component of its annual needs assessment, the PC 
was briefed on the latest data on unmet need for HIV primary care. The PC compares findings from unmet need to 
other data sources to identify trends and service needs, gaps, and barriers to care, as well as to identify service priorities 
to reduce unmet need. Service needs and gaps in service utilization among participants in the CHAIN longitudinal client 
cohort are monitored on an ongoing basis. Unmet need by demographic group and neighborhood is compared to HIV 
surveillance trends and to Part A service utilization to identify service needs. The PC’s understanding of barriers to care 
and needs of those who have had a lapse in care was also informed by a DOHMH survey (completed in 2010) of Part A 
clients who recently returned to care. As part of a multi-year effort to address unmet need, the PC took steps in its 
FY2013 plan to improve linkage to and continuity of care.  

(d) Efforts to Reduce Unmet Need. Unmet need data reinforced the continuation of the current service portfolio 
promoting access to and maintenance in primary care, along with the proposed modifications outlined in the FY2013 
Spending Plan. As described in Section 5, the PC considered unmet need in re-prioritizing EIS programs, which are 
designed to test and link PLWHA to continuous care, and MCM programs which support continuous engagement in 
medical care and adherence to ART. The FY2013 plan includes EIS with HIV testing co-located with substance abuse 
services. In a further effort to respond to unmet need the EMA has added additional payment points to its EIS and 
food and nutrition Part A contracts that link PLWHA to care. Coordination with HOPWA and the proposed expansion 
of housing services also aim to address unmet need. The DOHMH Field Services Unit (FSU), within the Bureau of 
HIV/AIDS Prevention and Control (BHAPC), also re-engages persons who are in the HIV Surveillance Registry and 
have been out of care for longer than nine months with Part A funding. FSU staff make the first appointment for 
return-to-care and facilitate client attendance, including providing transport or reimbursement of public transportation 
fare after a kept appointment.  
2) Early Identification of Individuals with HIV/AIDS (EIIHA).  
2) A. Strategy. To increase the number of PLWHA aware of their status and promote early entry into care, the DOHMH 
and PC collaborate with other local, state, and federal government agencies to coordinate HIV prevention and care services, 
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maximizing available resources. RW funds are used to provide EIS to clients where other funds are inadequate. The 
discussion of the EMA’s EIIHA strategy will focus only on those early identification and linkage to care strategies 
implemented by the EMA health departments. 

(1) Strategy to Identify Individuals Unaware of their HIV Status.  
(a) Specific Goals this Strategy is Intended to Achieve. The goals and objectives from the EMA’s Comprehensive Strategic Plan 

for HIV/AIDS Services 2012-2015 (Comprehensive Strategic Plan), consistent with the National HIV/AIDS Strategy 
(NHAS) goals, provide the framework for service models that promote awareness of HIV status and timely linkage to 
medical care for new positives, and reduce health disparities in disproportionately impacted populations. Three of the goals 
developed for the Comprehensive Strategic Plan are in direct parallel with the NHAS goals and the EMA’s four early 
intervention goals, corresponding objectives, and framework presented below. 

Goal 1: IIncrease the number of individuals who are aware of their HIV status. Objectives: 1) Increase the number of 
individuals receiving voluntary HIV testing across health care and social support service provider settings. 2) Decrease 
delayed diagnosis of HIV.  
Goal 2: Promote early entry into care. Objective: Increase the proportion of newly diagnosed individuals who enter into 
primary care within three months of HIV diagnosis. 
Goal 3: Reduce HIV/AIDS health disparities. Objective: Reduce socio-demographic differences in delayed diagnosis of 
HIV. 
Goal 4: Increase the number of HIV-negative individuals referred to services that contribute to keeping them 
HIV negative. Objective: Increase the number of HIV negative individuals referred to comprehensive prevention services. 

 i) Goals and Objectives and Consistency with NHAS. The pursuit of the EMA’s early intervention Goals 1 and 4 support the 
NHAS goal of reducing HIV incidence. When individuals become aware of their HIV status they take measures to preserve 
their health and reduce the risk of secondary transmission.87 HIV prevention education and support for individuals who are 
HIV negative can reduce risky behaviors and help keep them HIV negative. The EMA’s Goals 2 and 3 also mirror NHAS 
goals: 1) increasing access to care and optimizing health outcomes; and 2) reducing HIV related health disparities.  

ii) Increasing Awareness of HIV Status. The EMA’s goals are also consistent with the aim of making individuals with 
unknown HIV status aware of their status. Increased testing (Goal 1) will make people aware of their status and reduce 
concurrent HIV/AIDS diagnoses. Increased referrals of HIV negative individuals to HIV prevention services (Goal 4) will 
reduce risky behaviors and HIV incidence. Goals 2 and 3 strive to prevent delayed diagnoses and promote early entry into 
and continuity of HIV care for people newly diagnosed and for those who have been lost to care. 

 (b) Coordination with Other Programs/Facilities and Community Efforts. The EMA utilizes a two-tier approach to pursuing the 
EIIHA goals of identifying individuals who are unaware of their HIV status and linking them to care. The basic tier of this 
approach involves the promotion and funding of sustainable, routine HIV screening programs in health care facilities, 
consistent with CDC’s 2006 Revised Recommendations for HIV Testing of Adults, Adolescents, and Pregnant Women in Health-Care 
Settings. Based on the recommendations, NYS law requires that health care facilities offer HIV testing as a routine part of 
medical care to those ages 13-64.   
      Since some individuals unaware of their HIV status may not use services in health care facilities or may refuse an offer 
of an HIV test in health care settings, the EMA also implements a second tier of services to identify individuals unaware of 
their status. The second tier involves targeting testing activities to known high-risk and historically underserved populations. 
These activities are consistent with CDC’s 2001 Revised Guidelines for HIV Counseling, Testing, and Referral. Strategies used 
include targeted testing in venues where persons at high risk for HIV may be found and using evidence-based recruitment 
practices such as the Social Network Strategy (SNS) [see p. 23]. Coordination with other programs, both within and outside 
of the DOHMH, is essential in the implementation of these activities. 

Health Department Programs. Many divisions within DOHMH collaborate to provide services to identify and test persons 
for HIV, ensuring that limited resources are effectively used without supplanting funds. The Assistant Commissioner for 
the DOHMH BHAPC establishes Bureau-wide policies to ensure that testing and linkage to medical care services reach 
affected subpopulations and historically underserved communities. Shared data systems include the NYS AIDS Institute 
Reporting System (AIRS), the DOHMH’s eSHARE, and the HIV Surveillance Registry.  

In 2010, the NYC DOHMH Division of Disease Control was awarded a three year demonstration grant from the CDC 
for Program Collaboration and Service Integration (PCSI) to decrease duplication of efforts across DOHMH programs 
working on HIV/AIDS, viral hepatitis, STDs and TB. PCSI staff collaborate with all Disease Control Bureaus in order to 
facilitate collaboration across programs. The PCSI Steering Committee includes senior leadership from the Division of 
Disease Control, including the Assistant Commissioner of BHAPC, and provides guidance on all PCSI activities. The PCSI 
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Data Advisory Committee works on data sharing and integration. It includes surveillance staff for each of the PCSI diseases 
along with senior staff members from different bureaus. A Training/Outreach Workgroup is comprised of staff who 
provide or oversee training to community-based clinical and non-clinical providers that serve populations at risk for 
targeted diseases. Projects are organized into three main areas: data sharing, training/communication, and service 
integration.   

Beginning in 2008, the Bureau of STD Control, BHAPC, and the DOHMH Public Health Laboratory launched a 
testing program using pooled nucleic acid amplification tests (pNAAT) to increase detection of acute HIV infections. Since 
April 2010, to make the program more cost-effective, pNAAT testing is targeted to those in risk groups where acute 
infections have been identified, including MSM, persons who have shared injection drug equipment and persons who 
exchange sex for money. In 2011, 39 acute HIV infection cases were diagnosed in NYC STD clinics via pNAAT. The 
DOHMH is also one of three jurisdictions funded by CDC for the STOP88 study to evaluate the cost effectiveness of using 
fourth generation HIV tests (combination HIV antigen-antibody tests). Three city STD clinics and the city Public Health 
Laboratory are part of this study. 

The DOHMH Bureau of Correctional Health Services (Correctional Health) coordinates comprehensive medical, 
mental health, and dental services for inmates in NYC correctional facilities. All NYC jail inmates are offered an HIV test 
during their medical intake. Correctional Health has implemented a program to re-offer a test to individuals who refuse 
testing during intake to increase the acceptance of HIV tests. Inmates who are HIV-positive are linked to medical care 
while incarcerated and receive discharge planning services to support continued engagement in medical care and other 
needed services upon release. This coordinated effort includes Correctional Health, NYC Department of Corrections 
(DOC), Prison Health Services, DOHMH, NYSDOH, other medical facilities, and community-based organizations (CBO). 
RW Part A funds support the Rikers Island Transitional Consortium (RITC) which includes the DOHMH Transitional 
Health Care Coordination (THCC) Bridge Program housed on Rikers Island and four community-based partners. The 
consortium is responsible for ensuring that HIV-positive clients are released from jail with a discharge plan and connected 
to primary care in the community within 30 days of release.        
       As part of its EIIHA strategy, DOHMH and the Health Departments of the Tri-County region provide partner 
services to the sex and needle-sharing partners of HIV-infected persons to notify them of their potential exposure and offer 
STD/HIV prevention counseling, testing, and referral. The BHAPC’s FSU staff is located on-site at 75 primary locations, 
including 10 major hospitals in high prevalence neighborhoods throughout NYC. The FSU staff also work at affiliate 
locations and the Rikers Island jail to elicit, inform and test partners of newly identified individuals. Acceptance of partner 
services in facilities with FSU staff is high; 85% of the cases reported to the FSU are interviewed. In 2011, the FSU 
program notified 671 partners of newly diagnosed HIV patients and found 53 newly diagnosed cases among these partners 
(seropositivity of 7.9%). The DOHMH’s Contact Notification Assistance Program (CNAP) offers partner services to 
hospitals and other facilities that do not have on-site FSU staff. 
 To further strengthen coordination efforts between HIV prevention and care, and to promote planning and 
information sharing, government representatives are members of the PC and the NYC HIV Planning Group (HPG), a 
group of community and governmental representatives and agencies tasked with the development of a comprehensive HIV 
prevention plan for NYC. These representatives, along with DOHMH epidemiologists, provide data reporting and analysis 
expertise to both the PC and the HPG.   
 Other Programs, Facilities and Community Efforts. For more than a decade, DOHMH has developed and sustained strong 
partnerships with numerous governmental and non-governmental entities to increase EIIHA. These EIIHA partnerships 
include NYC government agencies (i.e. DOC, DHS, and Department of Education), NYS correctional facilities, state and 
local mental health departments, substance abuse and prevention programs, organizations serving the homeless, hepatitis 
prevention programs, universities, family planning and women’s health agencies, and other community and faith-based 
groups.   
 Since early 2006, DOHMH has collaborated with and funded medical facilities in the EMA to conduct HIV screening 
in clinical settings and targeted HIV testing in the community. DOHMH currently funds 83 contracts to provide HIV 
testing services throughout NYC. DOHMH’s HIV Prevention Program funds 13 contracts to conduct routine HIV 
screening and 16 contracts to conduct targeted HIV testing. The RW program funds an additional 12 contracts to conduct 
routine HIV screening and 42 contracts to conduct targeted HIV testing. To coordinate and facilitate effective referral and 
linkage to care, HIV testing Project Officers (PO) communicate regularly with all funded agencies to promote linkages to 
community providers and to share best practices, ensuring that activities are complementary and not duplicative. In addition 
to funding testing programs, DOHMH provides training on HIV testing to any agency in NYC that requires it. This 
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includes assistance applying for a state laboratory permit and planning a rapid testing program, along with training for staff 
on providing HIV testing. DOHMH hosts conferences and workshops on routine HIV testing, and gives Grand Round 
presentations to the staff of local hospitals and diagnostic treatment centers on the importance of routine screening in 
clinical settings.    

The WCDOH coordinates Project WAVE (War Against the Virus Escalating), an initiative including public and private 
agencies that provided 1,550 HIV tests at 68 community events in 2011. 

(c) Incorporation of EIIHA Strategy into RFPs. In advance of CDC’s 2006 Revised Recommendations for Expanded HIV Screening 
in Health Care Settings, DOHMH released an HIV testing RFP using CDC grant and City tax levy funds to support 
routinization of HIV testing in health care settings. This RFP also supported targeted testing of affected subpopulations 
and underserved communities, consistent with CDC’s 2001 testing guidelines.  
 In 2009, DOHMH rebid Part A-funded MCM programs implementing a comprehensive model of HIV care 
coordination that actively supports early engagement in care. In early 2010, DOHMH released a “prevention with 
positives” pilot initiative focusing on risk reduction and health promotion in health care settings that includes partner 
elicitation/notification strategies for HIV positive individuals. In June 2010, DOHMH released a Part A RFP targeting 
testing and linkage to care for high-risk youth, and linkage to medical care with TCC services for homeless or unstably 
housed PLWHA, which started in March 2011. Several of the EMA’s outpatient substance abuse contracts use EIS funds to 
conduct outreach, early identification, and linkage to care services. In February 2011, DOHMH rebid its testing programs 
funded by CDC and RW to align testing programs with current recommendations, new laws and advances in technologies. 
This RFP also allowed DOHMH to effectively coordinate funding of contracts to ensure adequate coverage of affected 
subpopulations and historically underserved communities, without duplicating services. These new contracts began on 
October 1, 2011.  

(d) Incorporating EIIHA Activities and Strategies into the Program’s Contracts/Agreements with Providers Performing EIIHA-Related 
Activities. Elements supportive of DOHMH’s EIIHA strategy are required in funded testing contracts — routine screening 
in clinical settings, especially those in NYC neighborhoods disproportionately affected by HIV, and targeting affected 
subpopulations and historically underserved communities detailed in the EIIHA strategy. To improve reporting and 
documentation of HIV testing, referral, and linkage to care, DOHMH introduced a performance-based reimbursement 
structure in all Prevention and Part A testing contracts with discrete payment points for rapid HIV testing, confirmatory 
testing, and confirmed linkage to care for newly diagnosed PLWH. This structure creates incentives for providers to 
identify new positives, confirm their status, and promptly connect them to care. DOHMH POs closely monitor and 
support all funded programs to ensure contract compliance. 

 (e) ADAP and Other Medication Resources for New Positives.  The NYSDOH, administrator for the HIV Uninsured Care 
Program, is in ongoing communication with the PC and the DOHMH about program needs and resources. The NYSDOH 
participates in PC meetings and reports to the Council on ADAP utilization trends and projected funding needs as part of 
the annual priority setting and resources allocation process. The PC maintains a longstanding commitment to supporting its 
two highest priorities – ADAP and ADAP Plus; in FY2012, the PC allocated $12.5 million to ensure continued access to 
medications and $7.6 million (including over $380,000 in MAI funding) to primary care for PLWHA.  

(f) Strategy to Address Disparities. The subpopulations disproportionately affected by HIV/AIDS in the EMA also 
experience disparities in access and high-quality services. These subpopulations include Blacks, Hispanics, MSM, 
transgender women (particularly transgender women of color), homeless and unstably housed persons, and currently and 
formerly incarcerated persons. These and other high-risk groups are identified in the EIIHA Matrix (Attachment 9). 
Additionally, there are disproportionately impacted NYC neighborhoods including the South and Central Bronx, Harlem, 
Central Brooklyn, and lower Manhattan, and in the urban Southern Westchester County area of the Tri-County region. 

DOHMH aims to decrease disparities through strategic initiatives designed to increase access to HIV testing and EIS in 
these affected subpopulations and historically underserved communities. Given finite resources, the DOHMH 
preferentially funds agencies that provide services and target testing to these groups, particularly in non-clinical settings. 
These agencies must demonstrate cultural competency and have a history of working with the populations of focus. 
Disparities should also be reduced through continued integration of HIV testing as a routine part of medical care.   
 The EMA uses RW funding for EIS to target disproportionately affected subpopulations and underserved communities 
of color to reduce disparities in HIV status awareness, and promote early diagnosis and access to care. In 2011, NYC-based 
EIS funded through RW conducted 53,398 rapid HIV tests, of which 294 (0.55%) were confirmed positive. Of all 
individuals with confirmed positive results, 219 (74%) received their results and 156 (71%) were linked to medical care. 
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(g) Programmatic, Systemic, and Logistical Challenges Associated with Making Individuals Aware of Their HIV Status. It is a 
challenge to provide risk-based HIV testing because clients are either unaware of their risk or they do not disclose risk-
taking behavior to providers due to stigma, fear of differential treatment, and/or other reasons. The lack of accurate risk 
information impedes finding undiagnosed persons.  

It is also insufficient to rely on patient records to determine whether someone has previously tested and is aware of his 
or her HIV status. There is no universal registry for HIV testing conducted in NYS; testing results are not routinely shared 
between agencies. Even within an agency, testing results may not be readily available. When testing information is available, 
it is not always time-efficient to review each medical record before offering a test. Additionally, many facilities are still 
dependent on counselors to perform HIV tests, which limits the number of individuals tested and impedes the 
implementation of routine screening.  

In September 2010, the NYS legislature updated the HIV testing law to simplify the consent process (see p. 30-31). 
However, to date, facilities have been slow to adopt the new consent methods. To align services with the new testing law, 
facilities need to review their processes with their general counsel, update protocols, train staff and institute evaluation 
processes. Regulations for the 2010 laws were not released until 2012, so most hospitals waited until they were released to 
start this process. Although providers have been notified of the change in testing law through various means and DOHMH 
detailing efforts are active, some providers remain unaware of the change (see p. 25).  

(h) Role of the Ryan White Program in Facilitating Routine HIV Testing within the EMA. The RW Program is part of the EMA’s 
comprehensive strategy to promote and facilitate routine HIV testing in clinical settings, coordinating efforts with grantees 
of local, CDC, and other funds. Planning is coordinated to ensure that there is no supplanting of funds for services that 
either already exist or could be covered by other sources. The FY2013 plan allocates $10.8 million for EIS testing and 
linkage to care targeting high-risk populations and 12 of these funded contracts are dedicated to routine screening in clinical 
settings. 

(i) Coordination with other Ryan White Parts. The continuum of care provided across RW parts in the EMA is intricately 
woven. RW Part A EIS programs offer testing to clients, referring (eligible) newly diagnosed individuals to Parts A, B, C, 
and D programs for medical care and support services. Additionally, Part A EIS fill the gap in testing at Part C-funded 
agencies that use their Part C funds primarily for outpatient medical care (OMC) and other medical services, while Part B 
does not fund testing.  

(j) EIIHA Strategy Coordination with Special Projects of National Significance (SPNS) System Linkage and Access to Care Activities. 
With the goal of improving access to and retention in high-quality care, DOHMH has partnered with the NYS AI to 
develop regional HIV service provider collaboratives across various funding streams. The first HIV regional group 
launched in 2010 in Upper Manhattan in response to the considerable HIV burden in this predominantly minority area of 
the EMA. In 2011, the NYS AI was awarded a SPNS grant to fund this initiative, which will also develop additional 
regional quality management networks across the EMA and State. Called NY Links, this effort uses state-of-the art quality 
improvement (QI) methods and a collaborative model to build core medical and support providers’ capacity to better link 
persons newly diagnosed with HIV and retain PLWHA in care while also working towards other NHAS goals. 

The Upper Manhattan Regional Group (UMRG) Collaborative of NY Links consists of clinical providers, service 
providers and community members living with or affected by HIV/AIDS. This group works in concert with NYSDOH 
and DOHMH to improve health outcomes through QI. NY Links has engaged over 20 agency partners to participate in the 
UMRG, including 13 agencies currently funded by DOHMH to employ EIIHA strategies in their provision of services. The 
goal for the coming year is to identify interventions that most effectively facilitate PLWHA’s early entry into and retention 
in medical care. The most successful linkage to care interventions will be shared and implemented in additional clinical and 
supportive services sites across NYS. Linkage activities will be coordinated with the State’s EIIHA strategy. 

(2) EIIHA Matrix.  (See Attachment 9.)  
2) B. EIIHA Plan 

(1) Barriers Which Obstruct Awareness of HIV Status.  
(a) and (b) Priority Needs and Cultural Challenges which Obstruct Awareness of HIV Status. A myriad of priority needs and 

cultural challenges create barriers to awareness of HIV status among New Yorkers. In addition to the ten parent groups 
mentioned in the guidance, the EMA has identified six additional parent groups. Some parent groups are at higher risk for 
HIV compared to the general EMA population (e.g. MSM, Blacks, incarcerated individuals/releases); other parent groups are 
not (e.g. Whites, heterosexuals, women). Each parent group can be broken down into smaller, more specific populations, or 
target groups. Within the parent groups (listed in Attachment 9) the DOHMH BHAPC has identified more than 110 target 
groups. All target groups are members of at least two parent groups. For instance, the target group Black YMSM belongs to 
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the parent groups youth, Blacks, MSM, and men. The priority needs and cultural challenges of these parent groups 
independently and in tandem create barriers to awareness of HIV status. The challenges are presented below by parent 
group, given that no target group belongs to only one parent group. Cultural challenges faced by target group members are 
diverse and dependent on many factors, including an individual’s ethnic background. To adhere to the page limit of this 
grant application, it is not possible to identify cultural challenges specific to members of all target groups, as not all groups 
can be listed below. Barriers that obstruct awareness of HIV status among members of the target groups at highest HIV 
risk in the EMA are also described below and several key groups are included in Attachment 9.  

Blacks. This parent group can be divided into target groups such as drug users, MSM, high-risk heterosexuals, and 
immigrants or persons who are foreign-born (all of whom themselves may serve as parent groups). These target groups may 
experience barriers including stigma associated with HIV, cultural and language differences, and little self-perception of 
being at risk for HIV. The Tuskegee Syphilis Study and other historical events have contributed to distrust of medical care 
and public health by some members of the Black community. This mistrust may be expressed as distrust of public health 
messaging about HIV, failure to accept a reactive HIV test result, and/or reluctance to be linked to HIV medical care.    

Hispanics. This parent group can be divided into target groups such as drug users, MSM, high-risk heterosexuals, and 
immigrants or persons who are foreign-born (all of whom themselves may serve as parent groups). These target groups may 
experience barriers including HIV stigma, cultural and language differences, fear of deportation (for undocumented 
persons), and lack of perceived risk for HIV.  

Substance Abusers/IDUs. This parent group of injecting and non-injecting drug users experience stigma related to their 
drug use and fear of law enforcement involvement, which may inhibit their disclosure of risk behavior to service providers. 
Their drug use may impede their seeking or receiving testing and medical services as they manage the more pressing 
imperatives of addiction.  

MSM. The MSM parent group includes target groups of YMSM, MSM of color, other MSM, persons who exchange sex 
for drugs or money, drug users, and homeless and unstably housed persons. They may not disclose their sexual activities to 
providers and, when offered a test, may refuse testing, fearing the perception of others. Young MSM may experience 
homelessness, lack of family support, and limited access to health care. They also may not perceive themselves at risk for 
HIV. MSM of color may also be challenged by stigma associated with homosexuality, limited access to culturally sensitive 
care, and linguistic differences. 

Whites. This parent group, Whites, includes at-risk target groups, such as MSM, high-risk heterosexuals, persons who 
exchange sex for drugs or money, drug users and homeless and unstably housed persons. These groups also share barriers 
with other target groups listed in this section. 

Immigrants and Foreign-Born Populations. Members of the parent group of immigrants and persons who are foreign-born 
may experience some common barriers as a group. Within the parent group, target groups include drug users, MSM, high-
risk heterosexuals, immigrants without legal documentation, and those who exchange sex for money or drugs. Persons who 
are foreign born from high-prevalence countries may not be aware of HIV and HIV risk. In some cultures, there is high 
stigma associated with HIV, and even HIV testing, due to associations with homosexuality and drug use. Fear of exposure 
and ultimately deportation may impede undocumented individuals from seeking services. In addition, differences in culture 
and language may also add to the barriers for immigrants and foreign-born persons to get tested.  

Heterosexuals. The parent group, heterosexuals, can be divided into target groups such as drug users, persons with 
multiple sexual partners, persons who exchange sex for drugs or money, sex partners of recently incarcerated individuals, 
homeless and unstably housed persons, Black and Hispanic men and women, and immigrants and foreign-born persons.  

Men, Women, and Youth. These parent groups - men, women, and youth- can be divided into target groups such as drug 
users, persons with multiple sexual partners, persons who exchange sex for drugs or money, homeless and unstably housed 
persons, MSM, Black and Hispanic men and women, and immigrants and foreign-born persons.  

Persons 50 Years and Older. Members of this target group can be a part of many parent groups or further divided into 
target groups such as drug users, persons with multiple sexual partners, persons who exchange sex for drugs or money, 
homeless and unstably housed persons, MSM, Black and Hispanic men and women, and immigrants and foreign-born 
persons. 

Partners of PLWHA. Partners of PLWHA may be a part of any parent or target group. Research has shown that MSM 
partners of PLWHA are likely to engage in risky sex.89 Additionally, a person living with HIV may not be willing and/or 
able to disclose their status to their partners due to shame or stigma. Further, they may be reluctant to report their partners 
to testing programs or to the health department. For those who meet anonymously through clubs or social websites, 
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contact information is often unavailable. Even when contacted, partners may be reluctant to respond, especially to a 
government agency. 

Incarcerated/Releasees. Individuals currently incarcerated may reject HIV testing for fear that it may lead to being 
perceived and treated differently by other inmates. Because movement within the jails is restricted and closely monitored, it 
is challenging for inmates to discretely seek HIV testing services. Recent releasees may decline an offer of HIV testing as 
they focus on re-engagement and survival in the community.  

Transgender Individuals. For transgender persons, the barriers to HIV awareness include being marginalized from society 
and having other survival priorities such as food, housing and/or personal safety. Transgender persons who exchange sex 
for money or drugs may not disclose this information to providers.  

Individuals who Engage in Sex Trade for Money/Drugs. People who exchange sex for money or drugs often have other basic 
priorities, such as food, shelter, and personal safety, which take precedence over knowing their HIV status. For fear of 
stigma, HIV criminalization, and/or arrest related to sex work, they often do not disclose their risky behavior to service 
providers.   

Users of Commercial Sex. Users of commercial sex venues and clients of sex workers are unlikely to disclose their 
behaviors to others, making them harder to identify. Commercial sex venue owners are often distrustful of government for 
fear of closure and may not be interested in collaborating with health departments. They are often unwilling to allow public 
health activities, such as HIV testing or HIV prevention education, to happen on their premises, fearing these activities may 
affect their business. 

Homeless/Unstably Housed. Homeless and unstably housed individuals are often focused on their daily survival, with HIV 
testing a low priority.  Given their housing status, individuals in this target group may not have the resources to seek health 
care and may not know where and/or how to access HIV testing. 

Low and Moderate Risk Individuals. Finally, barriers that obstruct awareness of HIV status among moderate and low risk 
individuals are similar to those of other target groups. A primary barrier is a misunderstanding of HIV transmission and 
epidemiology, which leads to individuals’ perceived risk being lower than their actual risk and the feeling that testing is 
unnecessary. Additionally, HIV stigma impedes some from testing. 

(2) Activities to Address Barriers that Obstruct Awareness of HIV Status.   
(a) and (b) Activities to Address Priority Needs and Cultural Challenges which Obstruct Awareness of HIV Status. When coupled 

with partner services, the DOHMH BHAPC’s two-tier approach to pursue the EMA’s EIIHA goals addresses the priority 
needs that obstruct HIV awareness. The basic tier involves the expansion of sustainable, routine HIV screening programs 
in health care facilities for all teenage and adult patients seeking medical services, in accordance with CDC 
recommendations and NYS law. This includes using RW and other funding to support HIV testing programs in health care 
settings, as well as implementing jurisdiction-wide initiatives such as The Bronx Knows, Brooklyn Knows, and NY Knows, which 
promote HIV testing and normalize the testing experience. This tier of services addresses the challenge of reaching a 
member of a parent or target group if that individual did not disclose risky behavior to a provider. 
      The second tier of the approach involves targeting testing activities to affected and historically high-risk populations 
(such as the groups mentioned above), including testing in non-clinical venues. Strategies used include offering testing in 
venues where persons at high risk for HIV may be found and using evidence-based recruitment practices such as SNS and 
testing the partners of persons recently diagnosed with HIV. As part of CDC’s 2007 grant for Expanded and Integrated 
HIV Testing for Populations Disproportionately Affected by HIV, DOHMH issued an RFP to implement SNS, an 
innovative HIV testing recruitment strategy. Through the use of SNS, “recruiters” engage at-risk “associates” from their 
social networks. SNS is promoted and supported by CDC and yields a higher percentage of positive results in comparison 
to the average for community testing and referral programs. In 2011, SNS programs conducted 2,333 tests and identified 35 
confirmed positive cases (1.5% positivity rate). Twelve of the 30 new HIV non-clinical testing contracts that began in 
October 2011 use the SNS recruitment strategy. 
 The EMA collaborates with agencies that have experience with and connection to heavily impacted populations to 
provide targeted testing services. Through the agencies’ experience and relationship with particular target groups, they are 
aware of the unique barriers and challenges that obstruct the awareness of HIV status and have developed strategies to 
address them. As much as possible, these agencies provide services in a culturally sensitive, non-judgmental manner, often 
using peers and staff representing the population served. This approach improves client trust and a sense of support. For 
example, programs targeting homeless and unstably housed persons work with DHS to reach individuals through mobile 
testing programs. Agencies working with the incarcerated and new releasees collaborate with the DOC and Correctional 
Health.  
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To reach the partners of HIV-positive persons, DOHMH has extensive programming for partner notification. All 
DOHMH-funded testing programs are contractually required to elicit and report to DOHMH the names (if provided) of 
recent sex and needle sharing partners of identified HIV cases. FSU and other disease intervention specialist staff provide 
partner elicitation and notification services.  

For health care providers that care for PLWHA, DOHMH offers trainings in CDC’s Ask, Screen, Intervene curriculum. 
This curriculum reminds providers to screen patients for behavioral risks and STDs, and provide tailored behavioral 
interventions, and partner services. 

 Activities to remove barriers to HIV awareness among PLWHA are ongoing and regular. Monthly conference calls, 
quarterly site visits, and semiannual provider meetings support contractors’ efforts to promote testing and linkage to care. 
Close monitoring ensures that contractual obligations are being met and that providers are compliant with all NYS and 
federal testing guideline. These activities are ultimately overseen by the DOHMH BHAPC Director of HIV Testing.  

(3) Actions Taken to Promote Routine HIV Screening in EMA. Promotion and funding of routine HIV screening is the basic 
tier of activities that the EMA conducts to identify individuals who are unaware of their status, especially moderate- and 
low-risk individuals, and those likely missed through targeted testing. 

(a) Coordination with Other Organizations to Promote Routine HIV Screening. Since the NYS Legislature amended the state’s 
HIV testing law in 2010, DOHMH continues to work with NYSDOH to provide resources for NYC providers and 
residents regarding the amendment. A joint letter from the NYS and NYC Commissioners of Health was issued and sent to 
NYS providers, and DOHMH created a website with resources for NYC providers and residents. Additionally, from 2010 
to 2012, DOHMH conducted two public health detailing (PHD) campaigns in the Bronx and Brooklyn to notify smaller, 
private providers of the change in law and promote routine HIV screening. In addition, DOHMH worked with NYSDOH 
to release new HIV testing regulations in February 2012. A challenge to implementation of the mandates of the testing law 
is that no funds are available to support the increased level of service, so DOHMH continues to work with providers to 
maximize billing of third party payers, including Medicaid, for HIV testing services. 

Extensive efforts to coordinate services with other DOHMH and non-DOHMH organizations and agencies – using the 
two-tier testing approach to identify individuals unaware of their HIV status, test and link them to care – are described 
earlier in this section.  

(b) Role of Early Intervention Services to Promote Routine HIV Screening. Since 2007 the  EMA has used Part A funds to support 
EIS, which include routine HIV testing. Currently, twelve RW EIS programs are funded to provide routine testing in health 
care settings. The PC allocated $10.8 million for FY2013 EIS initiatives to identify new PLWHA. In 2011, Part A EIS 
programs conducted 53,398 rapid HIV tests, of which: 294 were confirmed positive (0.55%); 219 received their results 
(74%); 196 were referred to medical care and - of these - 156 were linked to care (80%). New reimbursement 
methodologies, designed to provide additional incentives to programs for identifying new infections, providing 
confirmatory test results, and navigating and linking patients to care, have been implemented in the substance abuse testing 
programs, and were expanded to all EIS programs through the FY2011 RFP.   

 (c) Describe the Role of Outreach in Promoting Routine HIV Screening. While CDC has recommended routine HIV screening in 
high prevalence jurisdictions since 2001, many providers are unaware of these recommendations. In addition, lack of 
systemic processes in some clinical settings is a barrier to routine HIV screening. The DOHMH uses CDC, City tax levy 
and other non-RW funds to outreach to the clinical community, from hospitals to private practices, to educate them about 
the recommendation, to promote routine HIV screening, and to provide TA in change implementation. Additional CDC 
and City tax levy funding supports print and media marketing campaigns encouraging routine testing. Outreach is not a 
separately funded category in the EMA, but EIS providers do effectively engage their communities to identify individuals 
for targeted testing. 

One approach DOHMH has taken is to outreach to hospitals and community health centers through special initiatives, 
such as The Bronx Knows and Brooklyn Knows. Outside of Manhattan, the Bronx and Brooklyn are NYC boroughs with the 
highest HIV diagnosis rates. In 2008, DOHMH launched a three-year HIV testing initiative in the Bronx to increase 
voluntary HIV testing so that every Bronx resident is made aware of his or her HIV status and has access to quality care 
and prevention services. DOHMH organized a meeting with chief executive officers of all Bronx hospitals and major health 
centers to discuss the importance of routine HIV screening and garner their commitment to implement and expand HIV 
screening in their institutions. As the initiative progressed, DOHMH approached and engaged more partners, including 
colleges and universities, faith-based organizations, and elected officials. Outreach efforts led to a 49% increase in testing 
from baseline to the final year of the initiative, and DOHMH expanded on this success by launching Brooklyn Knows in 2010. 
The result of this initiative is a reflection of private-public collaboration, using RW and non-RW funds, and insurance 
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reimbursements. At the end of The Bronx Knows, 90% of visited health care providers indicated that they offered all patients 
aged 13-64 HIV testing as a routine part of medical care. And 99% of health care providers indicated they intended to 
adopt or had adopted the practice of offering an HIV test to all patients ages 13-64.  

In order to approach small and private practices, DOHMH used the PHD approach to promote routine HIV screening, 
as well as educate providers about HIV testing mandates per revised NYS law. The DOHMH PHD program provides 
primary health care providers with brief, targeted messages on preventive health interventions and chronic disease 
management to improve patient care. From October 2010 through February 2011, PHD staff conducted outreach with 
Bronx health care providers in private and group practices. Staff visited providers with HIV Testing Action Kits containing 
clinical tools, provider resources, and patient education materials to assist clinicians with starting or expanding routine HIV 
screening at their sites. The kits included posters and easels for placement in clinical waiting rooms.  

A similar campaign was conducted in Brooklyn from November 2011 through April 2012, reaching 320 healthcare 
practices and 1,309 individuals. As part of this campaign, new materials were created in the eight most common languages 
to promote routine HIV screening. PHD staff report that many providers became aware of the NYS testing law due to 
their efforts and made changes to testing accordingly. 

(4) Identifying, Informing, Referring, and Linking. 
(a) Identifying Individuals Unaware of Their HIV Status. 
(i) Essential Activities to Identify HIV Positive Individuals Unaware of their HIV Status. Achieving universal knowledge of HIV 

status in a region with more than 9.6 million residents in the face of declining prevention funding is a critical challenge. The 
BHAPC has several initiatives underway to increase HIV status awareness among all New Yorkers including the two-tier 
approach described above: routine HIV screening to individuals who seek services at health care facilities, and testing 
services in areas and settings where individuals at high-risk for HIV transmission can be reached.  

a. Essential Activities Currently Implemented. DOHMH has widely expanded HIV testing in the EMA since the CDC 
released its revised recommendations for HIV testing in clinical settings in 2006. As a result, DOHMH-funded testing 
(including both RW and Prevention funds) has grown by more than 400% since 2006. The 67% of New Yorkers age 18-64 
who report having ever been tested for HIV in 201090 is much higher than the 35.9% of all Americans age 18 and older 
who report ever having been tested.91   

 In addition to the basic tier of service that the EMA provides to all residents, high-risk individuals receive augmented 
services to identify, inform, refer, and link those who are unaware of their status. These populations, discussed in the 
previous section, present identification challenges because they may not access the health care system or may refuse an offer 
of HIV testing. Examples include young MSM of color and substance abusers. To reach these individuals, the DOHMH 
funds testing initiatives in non-clinical settings, including CBOs, to conduct large-scale targeted testing initiatives such as 
The Bronx Knows and Brooklyn Knows. By targeting two boroughs with high HIV diagnosis rates, DOHMH directs resources 
to underserved communities where subpopulations most affected by HIV reside. Through the collaborative work of 76 
partner agencies representing 140 testing sites, at the end of the third year of the initiative (2011), DOHMH greatly 
surpassed The Bronx Knows initiative goal (250,000) by conducting 607,570 HIV tests with 4,820 confirmed positives. Of 
those, at least 1,700 individuals were reported to be newly diagnosed and more than 75% have been linked to care. With the 
success of The Bronx Knows testing initiative, DOHMH expanded the initiative to Brooklyn, where 35 testing partners have 
conducted 234,796 HIV tests since December 2010.  
 Targeted testing programs and SNS are important activities to identify high-risk individuals unaware of their HIV 
status in the EMA. Non-clinical strategies help reach individuals outside the system of care, especially hard-to-reach high-
risk populations such as YMSM of color, IDUs, immigrants, and youth. The testing portfolio includes additional non-
clinical sites to reach high-risk individuals who do not seek medical services, including venue-based outreach testing and 
priority populations testing located within high prevalence neighborhoods. Approximately half of all testing contracts 
funded by DOHMH - and about two-thirds of contracts funded through RW - are in non-clinical venues. DOHMH also 
currently funds 12 CBOs to provide HIV screening using SNS. The NYC providers received SNS training and continue to 
receive ongoing TA, including both one-on-one and group sessions.   

To promote provider awareness, education through DOHMH’s Training and Technical Assistance Program (T-TAP) 
includes a training session, called Early Diagnosis of HIV, designed to increase awareness among clinicians about the 
importance of diagnosing HIV infection in its early stages. Course content relevant to high-risk individuals includes when to 
suspect acute HIV infection, the clinical presentation of acute HIV, and laboratory tests for acute HIV. DOHMH also 
implemented the Acute HIV Infection screening program in 2008. 
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b. Essential Proposed Activities Not Currently Implemented. Although the BHAPC has implemented its essential proposed 
activities, some of these activities have yet to be fully realized. Testing activities expanded significantly in recent years, but 
routinized testing in health care settings has not been fully implemented in all facilities. Additionally, while EIS and testing 
contracts funded by DOHMH include contractual requirements mandating that agencies develop and implement 
monitoring and evaluation plans for targeted testing activities, some populations remain hard-to-reach. Several steps have 
been taken to ensure that both routinized testing in health care settings and effective targeted testing initiatives are 
implemented throughout the EMA. DOHMH POs are working with RW and CDC-funded contractors to continue 
promoting routine HIV screening. These efforts will continue to promote full implementation of all activities. 

i and ii. Timeline and Responsible Parties. In the upcoming fiscal year, POs will continue to ensure that agency-level plans are 
in place to expand targeted testing activities. DOHMH TA, including quarterly site visits and biennial meetings, will 
encourage program development. DOHMH will work with hospitals to implement and/or expand the use of multi-
platform analyzers (MPA) to increase testing volume. In the new fiscal year, DOHMH will also collaborate with hospitals to 
streamline the HIV testing consent process by documenting oral consent or incorporating opt-out HIV testing into the 
general medical consent. CBOs will also receive TA from DOHMH to improve their targeted testing strategies to reach 
more individuals unaware of their HIV status. All activities are overseen by the DOHMH Director of HIV Testing.  

iii. Coordination with other Ryan White Parts. There are no Part B testing programs. Part A and B programs are both referral 
sites for newly diagnosed and out-of-care PLWHA; coordination between Parts A and B prevents duplication of non-
testing services. When appropriate, newly diagnosed individuals are referred to Parts C and D programs. Collaboration, 
communication, client-level data collection, and monitoring of POLR requirements ensure coordination of Parts A, B, C, 
and D, ADAP, and other programs. 

a. Describe Progress from Previous Fiscal Year. In the previous fiscal year, the DOHMH and NYSDOH collaboratively 
evaluated the impact of the 2010 HIV testing legislation on HIV testing and early entry into care for presentation to the 
Governor in 2012. A review of public health data sets and other available information indicates that the number of persons 
being tested in NYS increased after enactment of the law. Linkage to HIV care remains above the national average and 
persons with HIV can readily access ART. 

iv. Coordination with Prevention and Disease Control/Intervention Programs. To maximize the coordination of activities used to 
identify individuals unaware of their HIV status with prevention and disease control/intervention programs, a single HIV 
testing RFP was released by the DOHMH using RW and Prevention funds. This RFP required the implementation of 
standardized service models and data collection regardless of funding source, enforced POLR requirements, eliminated the 
possibility of duplication of services across the two funding streams, and promoted coordination of monitoring and 
evaluation activities. Additionally, STD screening and prevention service referral for HIV-negative persons are coordinated 
with EIIHA activities. 

 a. Describe Progress from Previous Fiscal Year. In October 2011, DOHMH awarded and executed 55 contracts. Eight 
hospitals are currently using MPAs and 12 agencies are using SNS to conduct targeted HIV testing. Also, while The Bronx 
Knows HIV testing initiative ended in June 2011, the initiative’s Steering Committee continues to sustain and build upon its 
work. Finally, since launching in 2010, Brooklyn Knows has grown to 95 community partners, and has conducted 234,796 
tests, a 28% increase from baseline.  

(b) Informing Individuals of Their HIV Status. Similar to its approach for identifying individuals unaware of their HIV 
status, the BHAPC has a two-tier model for informing individuals of their HIV status, with a standard for all residents and 
additional supports and strategies for high-risk populations.   

i) Essential Activities to Inform Individuals of their HIV Status.  
a. Essential Activities Currently Implemented. The basic tier of service for informing unaware individuals includes the 

recommended use of rapid/point-of-care testing and enzyme immunoassays (EIA) that produce a result in less than 60 
minutes in all DOHMH-funded testing agencies, which allows most patients to learn of their HIV status on the same day 
that they were tested. DOHMH also trains providers, posts testing and prevention resources online, and offers the CNAP 
program to help providers inform newly diagnosed persons of their status. To increase the likelihood that all individuals 
with a preliminary positive test result receive confirmatory testing, DOHMH requires programs to collect confirmatory 
specimens on site. In addition, in 2010, confirmatory testing became a discrete payment point in EIS HIV testing contracts. 
The additional payment point and required on-site collection of specimens has resulted in a higher proportion of 
preliminary-positive testers with confirmatory tests. Because DOHMH funds point-of-care and other rapid testing, very few 
individuals are not post-test counseled, whether tested anonymously or confidentially. In the rare instance of a client not 
receiving a result, agencies follow pre-established policies and procedures to notify the client. DOHMH BHAPC provides 
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additional supports for agencies charged with informing high-risk individuals of their HIV status, as many high-risk 
individuals are transient and do not have reliable contact information. Programs are advised to immediately verify contact 
information, such as a cell phone number, that the counselor can hear ringing, or an identification card with an address. 
DOHMH advises agencies to collect emergency and additional contact information and provides programs with a “Non-
Traditional Contact Info” form that can be used to collect other types of information. In addition, DOHMH places FSU 
staff on-site at agencies located in the highest prevalence neighborhoods to support agency staff in locating hard-to-reach 
individuals to inform them of their status. 

b. Essential Proposed Activities Not Currently Implemented. Even when all planned activities to deliver HIV testing results are 
executed, not all results are received. Lack of sufficient contact information and inability of the client to accept a positive 
result due to stigma, shame or fear may obstruct efforts to inform individuals of the results of their confirmatory test. 
Reasons for clients’ failure to return for results may also include a dismissive attitude about their illness because they are not 
symptomatic or because they are prioritizing survival tasks. DOHMH has also matched the names of those who did not 
return for confirmatory testing with the HIV registry and found that a large proportion had previously been diagnosed with 
HIV. Therefore, ongoing efforts to reinforce and strengthen currently implemented activities are critical. Enhanced training 
is required and will continue to be offered every two months to improve provider outreach to individuals who do not 
return for test results.   

i and ii. Timeline and Responsible Parties. All funded programs are required to have protocols to ensure that clients are 
informed of their HIV status. In addition to significant financial incentives built into the contractual payment model, since 
November 2011 DOHMH has offered semiannual training in motivational interviewing to staff at RW- and CDC-funded 
testing programs to overcome some of the barriers to communicating rapid or confirmatory HIV results. The skills 
developed through this training will improve staff effectiveness by meeting individuals “where they are at” when they test. 
Trainings will be offered every two months and registration is open to all. The Director of Testing oversees all activities. 

iii. Coordination with Other Ryan White Parts. Coordination between Parts A and B prevents duplication of services. There 
are no Part B testing programs. The PC membership includes Part B, C and D funded providers who provide input on the 
coordination of Part A, B, C and D resources during the priority-setting process. Policies are in place to ensure non-
duplication of services. 

a. Describe Progress from Previous Fiscal Year. In the previous fiscal year, DOHMH staff have routinely reviewed program 
data to ensure that contracted testing programs are maximizing the number of individuals informed of their HIV status, and 
making appropriate referrals for medical care and support services to Parts A, B, C, and D programs. For all DOHMH 
contracted testing programs in 2011, 82% (670/815) of patients with a confirmed positive test received their test result, and 
86% of those referred to medical care (529/618) completed that linkage (vs. 80% and 80%, respectively in 2010).  

iv. Coordination with Prevention and Disease Control. The current testing contracts require that all funded agencies inform 
individuals of their test results in accordance with the performance standards developed by DOHMH. Programs are 
reimbursed through discrete payment points for confirmatory testing and linkage to care. All programs use a common data 
system. Prevention Program monies also fund FSU to offer partner services to persons newly diagnosed with HIV. FSU 
staff co-located in healthcare settings assist with locating and informing clients who have not received their confirmatory 
results. Additionally, STD screening and prevention service referral for HIV-negative persons are coordinated with EIIHA 
activities. 

a. Describe Progress from Previous Fiscal Year. DOHMH established contractual targets for agencies in the previous fiscal 
year. DOHMH-funded agencies are expected to provide test results to at least 85% of persons who test positive for HIV, 
consistent with CDC’s goals for grant-funded testing programs. POs routinely follow up with agencies to monitor this goal. 
In CY2011, RW Part A-funded testing programs in NYC notified 99.95% of clients of their rapid HIV results and notified 
85% of clients of their confirmed HIV positive test results (vs. 99.8% and 74%, respectively in 2010). 

(c) Referring to Medical Care and Services and (d) Linking to Medical Care. The EMA recognizes the importance of immediate 
referral to medical care and attendance at the first primary care appointment, preferably within 90 days of confirmatory 
HIV diagnosis. All testing programs are required to link HIV positive persons to medical care and refer them to case 
management services, in coordination with Prevention and Disease Control programs, both to confirm that PLWHA are 
linked to care and to ensure that those testing negative for HIV remain negative. Given that referral and linkage are 
considered one activity with a single payment point in the EMA, referral and linkage to care will be jointly discussed in this 
section.   
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i) Essential Activities to Refer and Link Individuals Recently Informed of their HIV Positive Status to Medical Care.  
a. Essential Activities Currently Implemented. Linkage to care is a distinct contractor payment point dependent upon 

verification of kept appointment, and contractors have considerable financial incentives for linking clients promptly (within 
90 days). DOHMH has made specific efforts to refer and connect newly diagnosed persons with Part A care coordination 
programs so that they can be prioritized for engagement in medical care. In these programs, trained teams support client 
engagement in care, refer and connect them to other needed services, collaborate with primary care providers to monitor 
and reassess service needs, and provide intensive adherence support.   

Part A EIS and MCM programs that began in March 2011 target homeless and unstably housed youth and adults and 
incorporate accompaniment services to link them to medical care and ensure they keep their appointment. New RFPs also 
incentivize co-location of testing, treatment and support services to facilitate receipt of all needed services by high-risk 
persons. Furthermore, all RW programs are contractually required to reassess their clients’ care status at least every 120 days 
and link them to medical care when needed. The amended NYS HIV testing law also requires medical providers to ensure 
that follow-up medical care is arranged for all persons newly diagnosed with HIV.  

b. Essential Proposed Activities Not Currently Implemented. While multiple coordinated efforts to refer and link HIV positive 
individuals to care have been implemented, some PLWHA remain unconnected to medical care. To further promote 
linkage to care for these individuals, DOHMH worked with CDC on providing the strengths-based case management 
intervention demonstrated effective in the Antiretroviral Treatment Access Study (ARTAS).92 This intervention improves 
the odds of successful linkage to care. DOHMH began offering the training to all funded testing programs in 2011. To 
enhance the ARTAS training, DOHMH also provides training on motivational interviewing to all funded programs. In the 
new testing contracts, DOHMH also funded linkage navigators who serve as dedicated staff tasked with referring clients to 
medical care and accompanying them to medical appointments. The skills honed through the motivational interviewing and 
ARTAS training will help linkage navigators to better identify client strengths that make linkage possible. Training efforts 
will be continued and offered to all testing programs.  

i and ii. Timeline and Responsible Parties. Training sessions will continue to be offered every two months in the upcoming 
year by DOHMH T-TAP staff. Registration is open to all. The Director of HIV Testing at the DOHMH will oversee these 
trainings, which will be supported with RW and Prevention funds.  

iii. Coordination with other Ryan White Parts. Part A EIS programs are required to execute linkage agreements with other 
providers, most of whom have Part A, B, C and D programs, which receive referrals of eligible positives for follow-up 
primary care and supportive services. Regular communication between the programs ensures ongoing collaboration. 

a. Describe Progress from Previous Fiscal Year. In the previous fiscal year, funded testing programs have worked in close 
collaboration with RW care coordination programs (or other case management programs as appropriate) to refer and link to 
care individuals recently informed of their HIV diagnosis. DOHMH requires all HIV testing programs to begin the linkage 
navigation process upon a rapid reactive test, rather than wait for the confirmed positive HIV test result, and to cover 
linkage navigators on staff as part of their funding. In 2011, DOHMH contracted testing programs identified 815 HIV 
confirmed positive individuals, of whom 76% (618/815) were referred to care (2010 comparison data unavailable). 86% of 
those referred to medical care (529/618) were linked to medical care (vs. 70% in 2010). DOHMH also provided 12 
trainings for navigators to apply the evidence-based ARTAS model to assist HIV positive clients in scheduling and 
attending their HIV medical appointment. 

iv. Coordination with Prevention and Disease Control/Intervention Programs. Under all RW and Prevention funded programs 
offering HIV testing in the EMA, linkage to care is paid separately upon verification of kept appointment. As discussed 
earlier in this section, the new model effectively uses available resources to refer and link new HIV cases without 
supplanting funds. Prevention-funded programs are encouraged to refer eligible clients to RW care coordination programs. 
FSU staff, funded by Prevention dollars, assist testing programs in linking newly diagnosed HIV-positive clients to care. 
Additionally, STD screening and prevention service referral for HIV-negative persons are coordinated with EIIHA 
activities. 

a. Describe Progress from Previous Fiscal Year. In addition to rewarding prompt linkage to care through the contracting 
process, POs are providing intensive TA to funded agencies on best practices for linkage to care within 90 days, including 
methods used by ARTAS. Between October 2011 and August 2012, DOHMH provided 12 ARTAS trainings to 169 
persons and five trainings in motivational interviewing to 116 persons. 

iv) Verifying Post-Referral Medical Care Access for Newly Diagnosed PLWHA. 
a. Essential Activities Currently Implemented. DOHMH requires all funded testing programs to link at least 80% of persons 

with a confirmed HIV positive test result to medical care. Funded agencies that do not provide HIV primary care are 
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encouraged to prioritize referrals to RW care coordination programs for newly diagnosed individuals. Non-clinical testing 
sites are contractually required to demonstrate linkage relationships with HIV primary care providers. The EMA has 
instituted verification procedures as part of its fiscal and administrative duties; as condition of payment, contractors must 
provide documented proof of successful linkage to care for those who test positive. Forms of acceptable documentation 
include: a CD4 or viral load order and/or result from the agency at which the client was linked; the word ‘HIV’ or ‘AIDS’ 
in a medical note or email from the treating agency in the context of the client’s diagnosed condition; or orders and/or a 
prescription for any ART, from the agency at which the client was linked.  

DOHMH’s master contractor, Public Health Solutions (PHS), conducts semiannual site visits of funded HIV testing 
programs. To verify that funded programs are providing services as contractually prescribed, PHS staff review a random 
sample of charts from persons who test negative for HIV. PHS staff also review the charts of all persons who test positive 
for HIV to verify testing and linkage services reported by the programs. Clients reported as linked to medical care must 
have at least one form of acceptable documentation in their charts. Agencies that fail to provide adequate documentation 
may be placed on administrative watch. 

b. Essential Proposed Activities Not Currently Implemented. Although mechanisms have been established to verify post-referral 
medical care access for newly diagnosed PLWHA, some agencies are not always able to obtain verification for all newly 
diagnosed clients. DOHMH POs will continue to provide TA to further the receipt of linkage verifications and ensure that 
reported services are appropriately documented.  

i and ii. Timeline and Responsible Parties. DOHMH and PHS will continue to regularly monitor contractual and 
programmatic performance and provide assistance with quality improvement plans to help improve documentation and 
verification of linkage. The Director of HIV Testing will oversee these efforts.  

c. Describe Progress from Previous Fiscal Year. Currently funded agencies are contractually obligated to confirm that a 
minimum of 80% of clients with a confirmed positive HIV test are linked to medical care and attend their first 
appointment, consistent with CDC’s goals for testing programs. DOHMH has a long-established process for verifying 
post-referral medical care access. The EMA, along with its master contractor, PHS, oversees this process and ensures its 
continued success. PHS regularly reviews the charts of HIV positive clients to verify documentation of connection to 
medical care and agency policies and procedures to ensure connection to medical care. Finally, DOHMH offers referral to 
partner and prevention services to all persons newly diagnosed with HIV, either through the DOHMH FSU or the CNAP 
program. In 2011, 86% of HIV-positive persons who were referred to medical care (529/618) by a DOHMH-funded 
program were linked to medical care (vs. 70% in 2010).  

v) Verifying Post-Referral Medical Care Access with Private Care Providers.  
a. Essential Activities Currently Implemented. DOHMH requires that funded contractors establish memoranda of 

understanding (MOU) with HIV primary care referral sites, inclusive of large hospitals and private HIV care providers. All 
funded programs are expected to provide documentation to verify that clients have accessed medical care services, even if 
services are provided by a private HIV care provider. PHS staff verify that these documents are in place and adequate 
during semiannual site visits. 

b. Essential Proposed Activities Not Currently Implemented. Although mechanisms have been established to verify post-referral 
medical care access for newly diagnosed PLWHA, some agencies are not always able to obtain verification for all newly 
diagnosed clients. DOHMH POs will continue to provide TA to ensure that reported services are appropriately 
documented. 

i and ii. Timeline and Responsible Parties.  DOHMH and PHS will continue to monitor contractual and programmatic 
performance and provide assistance with quality improvement plans, as appropriate. The DOHMH Director of HIV 
Testing will oversee these efforts. 

c. Describe Progress from the Previous Fiscal Year. (Same as iv) c., above.) 
vi) Efforts to Address Legal Barriers to Routine Testing. For over seven years, DOHMH worked with the NYS Legislature to 

change the State HIV testing law, requiring that HIV testing be voluntary and a separate written consent accompany each 
testing session. The law prevented true opt-out HIV testing, as recommended in CDC’s 2006 Revised Recommendations for 
HIV Testing of Adults, Adolescents, and Pregnant Women in Health-Care Settings. On September 1 2010, the NYS Legislature 
amended its HIV testing law. The new law mandates an offer of HIV testing to all patients 13-64 years who receive services 
at an emergency department, as an inpatient, and in primary care settings, with limited exceptions. The new law allows for 
documented oral consent to be used for HIV tests that produce a result in 60 minutes or less and that a written consent for 
HIV testing be included in a signed general consent for medical care. Additionally, the new law requires that, for clients 
with positive HIV test results, providers arrange an appointment for follow-up HIV medical care, if the client consents. The 
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changes to the law remove some barriers that NY providers have encountered in routinizing HIV screening. As mandated 
by the law, the NYS and NYC health departments will soon finalize a report to the Governor that evaluates the impact of 
the testing law. 
2) C.  EIIHA Data 

(1) Estimate of Individuals Unaware of Their HIV Status.  Although the exact HIV prevalence in the EMA remains unclear, 
sampling and back-calculation methods have been used to estimate the size of the undiagnosed population locally and 
nationally. The most universally accepted national estimate is that generated by the CDC,93 which estimates that 
approximately 21% of all persons living with HIV infection are undiagnosed. Applied to the EMA, this estimate suggests 
that the number of persons diagnosed, reported, and presumed to be living with HIV or AIDS as of December 31, 2010 
constitutes only 79% of total infections, with an additional 30,763 persons infected but undiagnosed.  

(2) and (3) Data Collection and Sharing with other Ryan White Programs and Disease Control and Prevention/Intervention.  See also 
(4) in Attachment 10: HIV Testing and Awareness Data. In CY2011, through a combination of local, state and federal funds, 
296,388 rapid HIV tests were conducted in the EMA. Bronx Knows and Brooklyn Knows partners conducted an additional 
343,923 tests in CY2011. These initiatives report the cumulative testing of partners using reimbursements from 
insurance providers, as well as RW, CDC, and City tax levy funds. Because many partners in the Bronx and Brooklyn 
do not receive funding for their testing activities that contribute to the initiatives, DOHMH has only aggregate testing 
data, which cannot be de-duplicated from funded testing. Additionally, there are different reporting requirements for 
HIV testing conducted by programs not funded by RW or Prevention; therefore, the EMA does not have complete 
data for all variables listed in Attachment 10. For RW and most Prevention-funded programs, however, data for almost 
all of the requested variables are available.  

For all RW (DOHMH and Tri-County) and most Prevention programs, a total of 173,103 rapid tests were 
conducted in CY 2011. Of those informed of their status, 801 or 0.46% were confirmed HIV positives. All testing 
programs are required to refer those informed of their status to care. Of the 801 confirmed positives, 648 or 81% were 
linked to care. Of the 173,103 rapid tests conducted by these agencies, 15,838 (9.1%) persons did not receive their test 
results. Of those who did not receive rapid test results, 237 or 1.5% were preliminary positives.  

All agencies funded by DOHMH through Prevention and RW are required to report the number of persons who 
receive their results and are subsequently linked to care. Part B funds do not support testing services, but data on other 
medical and support services for PLWHA are shared with DOHMH and the PC for use in planning. The recent change in 
testing law has allowed for sharing of HIV surveillance data with public health disease programs. The DOHMH is working 
on sharing data with NYSDOH, including the Part B Program, and other parts of DOHMH, such as the Bureau of STD 
Control and Bureau of TB Control. The HIV Testing Unit provides programmatic oversight, TA, and program evaluation 
of both RW and Prevention funded testing programs, ensuring consistency regardless of funding source. 
2) D. Early identification of Individuals with HIV/AIDS (New TGA). Not applicable to EMA. 
2) E. Enhanced Comprehensive HIV Prevention Planning and Implementation for Metropolitan Statistical Areas 
Most Affected by HIV/AIDS (ECHPP).  

(1) Identified NHAS Goals. DOHMH is coordinating Prevention and Part A resources to strengthen synergies to prevent 
new infections. NYC has identified strategic actions to contribute to achievement of the goals in the NHAS. The RW 
programs are in place and will continue through FY2013.   

NHAS Goal: Reducing Incidence of HIV. 
Reduce AIDS diagnosis by 25%. Part A supports EIS programs with HIV testing and linkage to care for those who test 
positive, with the goal of promoting early diagnosis and preventing individuals from progressing to AIDS.  
NHAS Goal: Increasing  Access to Care and Improving Health Outcomes for PLWH.  
Increase to 80% the proportion of HIV-positive individuals with evidence of regular care by current minimum standards (at least 2 visits for 
routine HIV medical care in 12 months, and at least 3 months apart). Part A supports 28 care coordination programs, six 
providers in the Rikers Island correctional care consortium of pre-release planning and linkage to care, and five 
transitional care coordination (TCC) programs for homeless and unstably housed persons. All funded programs for 
services beyond initial linkage, regardless of service category, must reassess clients at least every 120 days. eSHARE 
collects primary care status by requiring data entry of the date of last visit. Programs aim to maintain continuous 
engagement in primary care, improve medical outcomes and help patients achieve self-sufficiency.    
(a) Achieve 95% or greater medication adherence, among 75% of PLWHA on ART at last update. (b) Increase by 10% the percentage of 
HIV-diagnosed persons in care whose most recent viral load test in the past 12 months was undetectable. (c) Increase to 85% the proportion 
of PLWHA whose CD4 counts either remain stable or improve, among all those with documented CD4 counts in 12 months. ADAP, 
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supported with Part A funding, pays for medications for the medical management of HIV disease and the treatment of 
other co-morbid conditions. Recognizing that poor adherence is the primary cause of HIV treatment failure, Part A 
funding provides treatment adherence support through MCM that includes education, health promotion, and/or DOT, 
along with regular adherence assessments using standardized measures. eSHARE also directs programmatic attention to 
viral load and CD4 counts by requiring data entry of the date of the last lab tests and values.  
By 2015, increase the number of Ryan White clients with permanent housing from 82% to 86%. Part A funding supports 16 
programs in NYC that provide housing placement, emergency rental assistance or transitional housing to improve 
medical outcomes for homeless and unstably housed PLWHA. 
NHAS Goal: Reducing HIV-Related Disparities. 
Increase percentage of HIV-diagnosed MSM, Blacks, and Latinos, respectively, with undetectable viral load by 20%.  
(b) By December 2013, continue to ensure there are no statistically significant differences by sociodemographic group in retention in primary 
medical care. Part A supports EIS and MCM programs to increase early diagnosis of all persons infected with HIV, 
enhance linkage to and engagement in care, and coordinate a range of medical and social services and return out-of-care 
patients to medical care using culturally competent evidence-based practices including motivational interviewing. The 
care coordination programs aim to reduce the proportion of MSM, Black and Hispanic clients with gaps in primary 
care.  
 (2) Planned Activities. As part of the ECHPP planning process the HIV Prevention Program organized a “Super 

Committee” comprised of government and community co-chairs from the EMA HIV PC, the NYC CDC HIV Planning 
Group (formerly the NYC HIV Prevention Planning Group), the NYS CDC HIV Planning Group, senior leadership from 
all units within the BHAPC, and the NYC ECHPP management team. The purpose of the Super Committee is to ensure 
that the goals and strategies created as part of the planning process are comprehensive and in line with parallel jurisdictional 
plans (including the Comprehensive Strategic Plan). The Committee has met bimonthly since February 2012 and will 
continue meeting for the duration of the planning cycle.  
3) Access to HIV/AIDS Care and Plan for FY2013. Through a combination of multiple federal, state and local funding 
streams and health programs, the EMA ensures a comprehensive continuum of HIV care for PLWHA. The success of the 
continuum can be illustrated by a 17% decline in total HIV diagnoses and a 38% decline in deaths among PLWHA in NYC 
from 2004 to 2010.94 The FY2013 plan – developed through a year-long, inclusive, evidence-driven community planning 
process – aims to build on this success, continuing funding for proven programs to increase health care access, improve the 
quality and effectiveness of care services, and reduce health inequities. 
3) A. Continuum of Care for FY2013 
The EMA’s Continuum of Care. The EMA’s care continuum has been designed to advance three major goals identified in the 
Comprehensive Strategic Plan: 1) increased awareness of HIV status; 2) early entry into primary care; and 3) optimal 
management of HIV infection. All efforts aim to advance the fourth goal: reduction of HIV/AIDS health disparities. The 
continuum is responsive to findings of the local needs assessment and consistent with the Statewide Coordinated Statement 
of Need. The continuum described below will be supported through FY2013. Part A service category allocations can be 
found in Attachment 8. 

As Medicaid covered services for 66,232 PLWHA in the EMA in 2011 at a total cost of nearly $2.4 billion, the program 
dwarfs the EMA’s Part A grant and will continue to be the largest payer for HIV health care into 2013 and beyond. Part A 
(168 contracts in NYC and 27 in the Tri-County region) serves more than 23,000 PLWHA and reaches tens of thousands 
more with EIS programs. Part A delivers services to non-Medicaid eligible individuals and fills gaps in the continuum by 
providing services not covered by Medicaid. Part A plays a strategic role by developing service models that enable PLWHA 
to overcome obstacles to favorable medical outcomes by promoting early entry into and engagement in medical care. 
Consistent with the epidemiological and sociodemographic characteristics of the EMA’s epidemic and RW Program 
eligibility, low-income people of color represent the overwhelming majority of those served by the HIV care system. In 
FY2011, non-White PLWHA accounted for 92% of Part A clients. 
Goal 1: Increase the number of individuals who are aware of their HIV status. 
 HIV Testing. As described in Section 2, the EMA prioritizes efforts to promote widespread knowledge of HIV 
serostatus. To reach persons who do not access care or who may refuse an offer of HIV testing in health care settings, the 
EMA supports mobile testing services, community-based testing promotion initiatives, extensive case-finding outreach, and 
borough-wide saturation initiatives in the Bronx and Brooklyn, with the goal of having 100% of residents in these high-
burden areas know their HIV status. 
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Sixty Part A contracts ($11.3 million in FY2012) reach more than 50,000 individuals with EIS funding, including rapid 
HIV testing and linkage to care for newly diagnosed individuals or PLWHA who have been out of care for nine months or 
more. These programs have been particularly successful in reaching women at risk of infection, who represent 32% of 
clients tested. As a result of EIS programs, 156 newly diagnosed individuals were linked to medical care in 2011. The PC 
adopted revised EIS guidance to ensure that Part A EIS programs include effective case-finding, testing promotion, 
engagement and linkage strategies. 

As described in Section 2, DOHMH rebid its testing programs funded by CDC and RW in 2011 and contracts began 
on October 1 of that year. The contracts include EIIHA strategies in the provision of services, inclusive of testing parent 
and/or target populations and ensuring timely access to medical care, regardless of where an HIV positive individual enters 
the continuum of care.  

Goal 2: Promote early entry into HIV care. 
 Medical Case Management. MCM services are located throughout the EMA, with a focus on high prevalence 
neighborhoods in the South Bronx, Upper and Lower Manhattan, Central Brooklyn and Southern Westchester. The care 
coordination program launched in 2009 employs a medical home model, in which programs are located in or integrally 
linked with a state-licensed medical care provider to support early entry into care for PLWHA.  

In addition, the EMA supports TCC for homeless or unstably housed PLWHA, with the goal of stabilizing living 
situations, providing transitional MCM and linking PLWHA to ongoing case management and medical care. TCC is based 
on Critical Time Intervention (CTI), an empirically supported time-limited MCM model designed to reduce homelessness 
and improve health outcomes. The model incorporates three phases, “Transition”, “Try Out”, and “Transfer of Care”, 
which help the client build stability and assimilate into a system of support in the community. During each phase, the TCC 
team assesses and addresses need (i.e., medication compliance, substance abuse management, housing crisis management), 
culminating in graduation from the program once a client is stabilized and engaged in a medical home. 
 HIV Primary Care. Both Medicaid and Part A programs in the EMA work to ensure that every PLWHA is linked to and 
retained in care. The Medicaid Health Home Initiative will further support this goal for enrollees. This central locus of 
clinical and support services aims to ensure access to primary care, ART, comprehensive case management, care 
coordination and health promotion, comprehensive transitional care, patient and family support, and linkage to community 
and support services.  

Medicaid is the primary public payer for HIV-related primary care in the EMA. In FY2011, Medicaid reimbursed OMC 
to 57,810 PLWHA at a cost of $165 million and reimbursed essential laboratory services used to monitor response to 
treatment for nearly 37,000 PLWHA. 
 The HIV Uninsured Care Program – administered by NYS but supported with $17.3 million in Part A funding in 
FY2012 (ADAP and ADAP Plus) – provides an essential safety net for indigent PLWHA who are not Medicaid-eligible or 
who are awaiting initiation of Medicaid benefits. In FY2011, more than 12,300 PLWHA in the EMA received HIV primary 
care, through ADAP Plus.95 

Oral health care for PLWHA is primarily supported by Medicaid, which in FY2011 provided dental services to 26,117 
PLWHA at a cost of $12.75 million. The FY2013 planned allocation for oral health care is $121,796 for one program in the 
Tri-County region, which has limited oral health care services. RW Part F funds 16 oral health programs in the EMA (15 
are in NYC). Medicaid-funded eye care was provided to 13,129 PLWHA in 2011; 7,312 PLWHA received home health care 
through Medicaid (non-institutional long-term care); and 5,344 received institutional long-term care. An additional 580 non-
Medicaid-eligible PLWHA received home health care through Part A.  
Goal 3: Promote optimal management of HIV infection.  
 Medical Case Management. MCM services provided through care coordination activities include client needs assessments 
and reassessments, service navigation, health education and promotion interventions, medication adherence interventions, 
client-centered support and health coaching, and assistance with benefits and other social services with care team case 
conferences to review client progress. In FY2011, more than 5,453 high-need PLWHA benefited from Part A care 
coordination services, with high rates of ART utilization, strong treatment adherence, and marked improvements in CD4 
counts and rates of viral suppression. The Part A care coordination initiative complements Medicaid-funded case 
management programs, which reached 18,567 PLWHA in FY2011. 

HIV Medications. Medicaid provided HIV-related medications to 58,523 PLWHA, with total HIV medication 
expenditures exceeding $846 million in 2011. ADAP – supported with $9.7 million of Part A funding in FY2012 – provides 
essential HIV medications to uninsured and underinsured individuals. In the 12 months prior to August 31, 2011, Part A-
subsidized ADAP provided medications to more than 14,500 PLWHA in the EMA, with non-White recipients accounting 
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for more than 80% of clients.96 NY’s ADAP program has an expansive formulary, including all ARTs but also prophylaxis 
and treatment for opportunistic infections, medications to treat mental illness and substance abuse disorders, and other 
drugs needed to provide comprehensive care to the EMA’s diverse PLWHA population.  

Case Management.  As a reflection of its commitment to improved health outcomes and to a genuine partnership with 
state and local governments, NYC has historically provided streamlined access to housing assistance, entitlements and social 
services, including case management. Through September 2012, HASA served 32,427 PLWHA in NYC, as well as over 
13,000 family members of HIV-positive individuals.97 Black and Hispanic PLWHA account for 84% of HASA clients in 
FY2012. Following a comprehensive client assessment, HASA case managers work with NYC eligibility specialists to link 
PLWHA to entitlements, such as cash payments, Medicaid, federal disability benefits, nutrition and transportation grants. 
Correctional Health coordinates comprehensive medical, mental health, and dental services for inmates in NYC 
correctional facilities. Re-categorized to Case Management (non-Medical) in FY2013, RW Part A funds support the Rikers 
Island Transitional Consortium (RITC). The consortium is responsible for ensuring that clients who are released from jail 
with a discharge plan from the DOHMH THCC are connected to primary care in the community within 30 days of release.  

Substance Abuse Services. Medicaid provides substance abuse services to nearly 23,400 PLWHA at a total cost of $264 
million, including inpatient services and outpatient support. Various federal and state programs also support a diverse 
network of substance abuse treatment services delivered by more than 300 facilities in NYC. More than 70 drug treatment 
clinics have been certified to administer buprenorphine treatment for opiate addiction. Part A supplements these clinically-
oriented interventions with a variety of programs that are designed to address the factors that prevent many clients with 
substance abuse problems from accessing services. Part A supports recovery readiness services and relapse prevention 
interventions for nearly 3,392 PLWHA annually. Part A substance abuse programs are co-located or affiliated with medical 
and mental health settings and ensure clients are linked to these and other services. In 2012, substance abuse programs were 
offered the opportunity to receive training and implement four evidence-based practices: Healthy Living Project, 
Motivational Interviewing, Seeking Safety and Therapeutic Education System.  
 Psychosocial Support Services. SCF services assist PLWHA to cope with initial HIV diagnosis as well as a range of stressors 
which may present throughout the course of the illness, such as grief, fear, stigma and isolation. For many PLWHA, 
medical, social and emotional challenges are exacerbated by inadequate support systems, economic disadvantage, substance 
abuse, and unstable housing. SCF is used to link PLWHA and their families to needed services such as primary care, 
entitlements and benefits, food and nutrition, and legal services. To reduce barriers to care, SCF clients are not given a 
multiaxial mental health assessment, therefore the services are not reimbursable by Medicaid or other third-party payers. 
 Housing Assistance. Access to housing increases health care utilization as much as four-fold.98 The EMA prioritizes safe 
and stable housing to PLWHA to promote improved health outcomes. In FY2011, Part A helped prevent hundreds of 
PLWHA from becoming homeless, providing rental assistance to 541 clients, permanent housing placement assistance to 
442 individuals, and transitional housing to 366 PLWHA. Part A provides TCC for homeless or unstably housed PLWHA 
to stabilize their living situations and link them to long-term case management and care. Part A housing resources are 
coordinated with other services, including those provided by HASA and HOPWA. 

Food and Nutrition Services. Scientific evidence links adequate and appropriate nutrition to improved health outcomes for 
PLWHA and there is persistent need for food and/or nutrition services among PLWHA in the EMA. Food and/or 
nutritional supplementation to food-insecure clients may improve effectiveness and adherence to HIV/AIDS-related 
medications and treatments.99 Additionally, ancillary services like food and nutrition support timely entry and continued 
engagement in medical care.100 Food and nutrition services delivery provides an opportunity to link clients to other 
necessary healthcare and support services vital to the promotion of health outcomes of PLWHA. In FY2011, over 3,200 
PLWHA in NYC received Part A food and nutrition services, including home-delivered meals, congregate meals, pantry 
bags, food vouchers, and/or nutritional assessment and counseling. Part A food and nutrition providers are compensated 
to support client engagement in medical care, with service navigation support to those out of care. 

Other Support Services. Due to the diversity of needs presented by PLWHA, the EMA invests in non-core support services 
that promote health care utilization and stable health. During the first five months of 2012, for example, HASA provided 
NYC-funded work readiness training, computer training, and skills-building workshops to hundreds of unemployed 
PLWHA in NYC, to prepare them for re-entry into the job market. 

Support services not only address daily life challenges that affect health care access and treatment adherence for low-
income PLWHA, but also serve as essential opportunities to link individuals to HIV primary care. Providers of Part A 
social services are mandated to document the primary care status of each client and to take steps to ensure linkage to care 
for PLWHA who are not regularly using medical services. 
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Unlike NYC with its wide-reaching subway system, the Tri-County region, whose 900 square miles for the most part 
cover suburban communities, has a very limited public transportation system which is largely confined to urban areas. 
Continuing RW Part A investments, therefore, have been made to the medical transportation category. In FY2011, 7,500 
taxi and 1,000 public transit rides were provided for 358 clients traveling to medical and support services appointments. 
3) B. Table FY2013 Implementation Plan. (See Attachment 7.) 
3) C. Narrative. The FY2013 plan continues and strengthens support for Part A services that have helped the EMA 
achieve dramatic reductions in AIDS deaths and improvements in health service utilization. As in prior years, the FY2013 
plan is carefully focused on factors that support favorable health outcomes for the populations most in need. The plan 
reflects continued steps in a comprehensive, multi-year review and re-competition of the Part A portfolio. The EMA’s 
portfolio reassessment is intended to ensure that services respond to current and emerging needs and take into 
consideration scientific and public health advances.   

To develop the FY2013 plan, the PC, with DOHMH support, assessed and scored all services for their impact on 
access to and maintenance in HIV primary care using HIV surveillance data, program evaluation data, quality 
management performance data, consumer survey and focus group results, and published studies. To bridge service gaps 
and meet clients’ needs, the FY2013 plan continues funding for services that have proven effective in promoting 
equitable health care access and initial engagement in care, and addressing medical and social co-morbidities.  
 In the FY2013 plan, 70.3% of program costs are allocated toward core medical services. A waiver to the HRSA 75% 
core medical services allocation requirement is included in Attachment 8. Using an objective planning tool informed by 
available data (see p. 51), the PC prioritized the following services for FY2013 (listed in order of priority with core medical 
services italicized): ADAP; outpatient/ambulatory care services; MCM; mental health services; substance abuse services; housing services; 
EIS; food bank/home-delivered meals (food and nutrition services); legal services; psychosocial support services; non-
MCM; health education/risk reduction; home health care; oral health services, and medical transportation. 

(1) Links to Strategic Frameworks. The EMA’s Comprehensive Strategic Plan provides the framework for the EMA to 
develop its annual spending plan and service prioritization. The plan is based on the vision that all PLWHA residing in 
the New York EMA will have equal access to comprehensive health and social services in order to achieve the best possible quality of life and 
health outcomes, which will contribute to controlling the epidemic. Derived primarily from the EMA’s CHAIN project and the 
PC’s annual needs assessment findings, the Comprehensive Strategic Plan identifies the following services for which 
utilization is low despite sufficient service availability supported by Part A and other funding sources: 1) treatment 
support, 2) MCM, 3) mental health services, 4) substance abuse services, 5) housing assistance, and 6) food or 
nutritional assistance. In addition, it is estimated that 37,438 (36%) PLWHA in the EMA did not have evidence of HIV-
related primary care in 2011. The plan identifies key monitoring indicators, baseline measures, and standardized 
monitoring and evaluation approaches, which enable the EMA to assess and improve the care continuum on an 
ongoing basis. The FY2013 plan supports the goals outlined in the comprehensive plan: 

Goal 1: Increase the number of individuals who are aware of their HIV status. The FY2013 plan provides $10.8 million (Base plus 
MAI) in funding for targeted EIS to promote knowledge of HIV status, including $1.5 million for targeted youth 
outreach and $300,000 for testing in correctional settings. 
Goal 2: Promote early entry into HIV care. In addition to the $10.8 million in EIS funding, the plan also supports care 
coordination programs which provide patient navigation to medical appointments, and the Positive Life Workshop (a 
self-management education workshop for newly diagnosed and out of care PLWHA). The FY2013 plan provides $33.2 
million in Base and MAI funds to support medical and non-MCM across the EMA, including care coordination to 
improve early entry into HIV care for newly diagnosed individuals by providing navigation assistance through the health 
care system as well as health education about HIV and the importance of early initiation of ART. 
Goal 3: Promote optimal management of HIV infection. The FY2013 plan will support OMC, provide medications for an 
estimated 928 PLWHA, and support treatment adherence and medication management interventions for an estimated 
1,189 PLWHA in the EMA. The plan supports MCM and non-MCM across the EMA with $33.2 million. Funds are 
used to provide care coordination to improve continuity of care and health outcomes and discharge planning for 
inmates and recent releasees. The plan allocates $1.25 million to TCC programs for homeless and unstably housed 
PLWHA to increase access to and maintenance in HIV primary care.  
Goal 4: Reduce HIV/AIDS health disparities. The FY2013 plan concentrates services in low-income, minority communities 
where primary health resources are scarce and prevalence of co-morbidities is high. The FY2013 plan provides intensive 
services to emerging populations with special needs (see below), including service delivery in 50 languages. $9.5 million in 
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funding for substance abuse services funding will help reduce the disproportionate risk of illness and death experienced 
by PLWHA who use drugs. 
Goal 5: Ensure that the EMA has a robust plan for the cost-efficient delivery of HIV services. Annually the grantee provides the PC 
with RW Service Category Scorecards which include three years of expenditure and service unit data. Scorecard data 
allows the Priority Setting and Resource Allocation (PSRA) Committee to identify trends in spending and service 
utilization, informing the priority setting and resource allocation process and final spending plan approved by the PC. 
Additionally, the DOHMH contracted with SUNY Downstate School of Public Health to develop recommendations 
for a RW economic evaluation, presented to the PC in June 2010. In FY2011 and FY2012, DOHMH refined the 
economic evaluation plan, with attention to the PC’s feedback and newer data sources available to the EMA. Beginning 
in FY2013, DOHMH will take a staged approach to linking expenditure, cost, resource utilization and outcomes data. 
Results of cost-effectiveness analyses will be presented to the PC to inform service planning, furthering the EMA’s 
commitment to data-driven, cost-efficient and quality Part A services. The EMA also develops standardized 
reimbursement rates for performance-based services, using real program costs, program and staffing model preferences 
and cost data from other funders and jurisdictions as benchmarks. 
    To further ensure that HIV services are delivered in a cost-efficient manner, the EMA has developed strategies for 
responding to changes in the service delivery system, including the use of tools and a special report on Medicaid 
reimbursement commissioned by the grantee (see p. 49) to coordinate services across funding streams. Additionally, the 
PC created a working group to monitor health reform and Medicaid redesign and address the impact on RW services.   
(2) Unfunded Core Medical Services. Considering the unique nature of NYS’s health care financing system, the EMA’s Part 

A plan prioritizes key services to address gaps and obstacles to health care access and favorable medical outcomes. Based 
on this approach, the FY2013 plan does not include the following core medical services: 

AIDS Pharmaceutical Assistance. The EMA has no AIDS pharmaceutical assistance program but instead provides funding 
to NYS-administered ADAP, which pays for medications for PLWHA. 
Health Insurance Premium and Cost Sharing Assistance. The NYS HIV Uninsured Care Program offers comprehensive 
assistance for insurance premium and cost sharing for PLWHA, obviating the need for the EMA to allocate Part A 
funds for this purpose. 
Home and Community Based Care. Medicaid comprehensively covers services under this category. However, where 
coverage gaps still exist, services are included in the FY2013 plan under home health care. 
Hospice Services. Medicaid comprehensively covers hospice services, the demand for which has significantly declined due 
to reduced end-stage disease and mortality.  
Medical Nutrition Therapy. Although not separately prioritized, the FY2013 plan supports nutrition counseling in the 
broader category of food and nutrition services. In addition, NY’s Medicaid and ADAP programs cover a range of 
medical nutritional therapy services. 

  (3) Increased Access to HIV Continuum of Care for Minority Communities. The FY2013 plan prioritizes funding for essential 
Part A services that promote health care access and favorable health outcomes for minority PLWHA. While 77% of all 
PLWHA living in the EMA are people of color, 90% of PLWHA receiving Part A EIS, substance abuse, housing, and 
MCM (care coordination) are people of color. All of these services are prioritized in the FY2013 plan. Part A services are 
located in high-need neighborhoods with high concentrations of minority PLWHA. All MAI services are located in 
communities with 150 or more reported HIV cases. MCM and supportive service providers are concentrated in the South 
Bronx, Central and East Harlem, and minority neighborhoods in Central Brooklyn and Lower Westchester County. 

(4) Addressing the Needs of Emerging Populations. The FY2013 plan prioritizes essential health and social services for 
emerging populations: 

Women of Color. The FY2013 plan continues support for services for HIV-positive women of color. In FY2011, women 
accounted for 28.8% of PLWHA but 41% of all Part A clients. Consistent with the epidemiology of HIV/AIDS in the 
EMA, roughly 93% of all female Part A clients were women of color. Tailored services for women include housing 
assistance for female correctional releasees, mental health services designed for women, family-centered substance abuse 
and SCF services. Care coordination programs funded through Part A are required to offer child care to allow women 
with children to attend medical appointments, and provide home and field -based adherence support, education and 
DOT. 
MSM and Transgender. The same Part A services supported in the FY2013 plan reached over 5,900 MSM in FY2011, 
including medications and/or HIV primary care for more than 4,400 MSM of color. More than 480 transgender PLWHA 
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were served by Part A in FY2011. The EMA uses Part A funding for services that aim to address the needs of MSM of 
color and transgender persons, including EIS, MCM, substance abuse services, and housing assistance. 
Young MSM of Color. To reinforce the importance of reaching YMSM of color who are unaware of their status, the PC 
allocated funds to target EIS testing and linkage services to homeless and street youth.  
PLWHA Age 50 and Over. The same service continuum supported in the FY2013 plan provided HIV services to more 
than 13,000 Part A clients age 50 and over in FY2011, including 6,288 who received HIV medicines and/or primary care 
services.  
Immigrants. The FY2013 plan provides funding for service providers with the capacity to speak more than 50 languages, 
including services specifically tailored to address immigrants from sub-Saharan Africa, the Caribbean, Asia, and other 
parts of the world. In FY2011, Part A provided HIV services to more than 3,900 foreign-born PLWHA, and plans to do 
the same in FY2013. 
Homeless and Unstably Housed. To prevent homelessness among PLWHA, the FY2013 plan prioritizes housing placement, 
transitional housing and emergency rental assistance. Additionally, on-site clinical care, substance abuse services and 
mental health services are provided in HIV/AIDS housing programs. In FY2013, it is estimated that Part A services will 
prevent more than 1,263 PLWHA from becoming homeless and will provide core medical services to thousands of 
unstably housed PLWHA. The FY2013 plan includes a request for additional housing rental assistance funds, funding for 
TCC for PLWHA who are homeless or unstably housed, and EIS for homeless and unstably housed youth. 

(5) Assisting PLWHA to Remain in Care. The care coordination program, supported with Base and MAI funds, provides 
care navigation and adherence services for PLWHA who lack continuity of care, miss appointments, or have sub-optimal 
treatment adherence levels. Part A medical case managers (care coordinators) develop interdisciplinary treatment plans in 
coordination with primary care providers and clients. Care coordinators and patient navigators promote continuity of care 
through health system navigation and accompaniment to medical appointments; in addition, the programs provide health 
promotion, treatment adherence education, and linkages to support services. The case management team helps clients 
reduce barriers to adherence and periodically reassesses treatment adherence levels using standardized tools. The TCC 
service model started in March 2011 addresses the intensive case management needs of homeless and unstably housed 
individuals. The FY2013 plan supports accompaniment to scheduled appointments for 1,555 individuals and treatment 
adherence education, coaching, health promotion and DOT to 1,189 PLWHA. 

In addition, Part A EIS includes linkage support for out-of-care PLWHA or those at risk of falling out of care. The 
FY2013 plan includes focused support for mental health ($6 million), substance abuse services ($9.5 million), and 
housing support ($11.9 million), thus addressing three major factors associated with discontinuity of care. Part A 
providers in multiple service categories –EIS, mental health, food and nutrition, outreach to homeless youth, and TCC 
–are paid to promote engagement in care. 
 (6) Promoting Parity of Services. In FY2013, as in previous years, Part A services, including the comprehensive care 
coordination and TCC programs, will be clustered in high-need, underserved minority communities, with consideration to 
geographic distribution of Part A services and providers’ capacity to provide culturally appropriate services. Care 
coordination clients obtain services co-located or closely linked with primary care providers, ensuring that care coordinators 
and primary care providers have access to medical information and participate in joint case conferences. Base-funded 
initiatives will continue to be complemented by targeted MAI programs that promote early diagnosis and linkage, adherence 
to treatment, and stable housing for PLWHA of color. The CHAIN study will continue to help monitor service equity 
based on race, ethnicity and other demographic characteristics. 
 (7) Ensuring Cultural and Linguistic Appropriateness. The EMA requires all Part A-funded agencies to demonstrate that they 
have policies, procedures, and data collection tools in place that ensure access to care in a culturally and linguistically 
appropriate manner. Since 2009, DOHMH has tracked indicators under the Comprehensive Strategic Plan to assess health 
disparities. The EMA promotes cultural competency by guiding providers on program model design, recruitment of 
culturally and linguistically diverse staff, diversity trainings, and related QI initiatives. Part A funds an array of services in 
more than 50 languages, and all Part A programs are required to have translation services available for non-English-
speaking clients. Mental health and SCF services are tailored to the unique needs of key populations, such as women, MSM, 
unstably housed individuals, and others who need specialized interventions. In addition, a large proportion of programs 
have experience working with specific groups, including immigrants, recent releasees, homeless individuals, and the LGBT 
community. Charged with addressing the health care needs of the most vulnerable, care coordination staff are trained on 
HIV health disparities and cultural competence. 
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 (8) Healthy People 2020 (HP2020). The FY2013 plan advances progress toward the objectives of HP2020.  
HP2020 Objectives 1-3 (reducing new diagnoses, incident infections, and transmission rate): ART helps prevent onward HIV 
transmission. By investing in EIS case-finding and linkage services and in HIV medications to expand access to ART, 
the EMA will work to further reduce monitored viral load and promote reductions in the rate of new infections.  
HP2020 Objectives 4-7 (reducing AIDS cases among key population groups): Continued support for essential HIV primary care, 
medications, and supportive services will help reduce AIDS cases among all population groups. Part A programs are 
concentrated in areas with the greatest disparities. 
HP2020 Objective 9 (diagnosing new infections pre-AIDS): Part A EIS initiatives in the FY2013 plan support earlier diagnosis 
of HIV.  
HP2020 Objective 10 (increasing proportion of PLWHA who receive care consistent with current standards):  
The FY2013 plan includes continued support for QI mechanisms in line with current standards.  
HP2020 Objectives 11 and 12 (increasing survival rates and reducing AIDS deaths): Continued investments in EIS, HIV primary 
care, ADAP, care coordination, and housing, food and nutrition and other supportive services will serve to improve 
survival rates and reduce AIDS deaths. 

 (9) Women, Infants, Children and Youth (WICY).  HRSA allows Part A and Part B programs to waive the RW minimum 
expenditure requirement for women, infants, children and youth. Thus, the EMA submits a prospective waiver for the 
minimum expenditure requirement for each of these populations (see Attachment 11). As Medicaid provides comprehensive 
coverage for HIV-affected WICY populations, the EMA again joins with NYS to submit a prospective WICY waiver for 
setting aside Part A funds for these populations. Medicaid spending for WICY populations was over $719 million in 
FY2011, greatly exceeding the EMA’s required $35.77 million set-aside.  

(10) Use of MAI Funding. The EMA strategically uses MAI funding to reduce health disparities, increase service 
access, and improve health outcomes for underserved minority PLWHA. Planning for MAI programs is integrated with 
service prioritization and allocations for Base Part A funding, and the PC-approved service models are applicable to 
both. Through this coordinated approach, the PC ensures that MAI programs complement, without duplicating, Base-
funded programs to ensure a complete continuum of care for all PLWHA. The EMA has crafted an MAI program that 
targets communities where minority populations live and are more likely to lack access to innovative initiatives that 
address their specific needs. The EMA’s MAI plan supports three categories that promote early identification of those 
who are unaware of their status and facilitate access to care and treatment adherence: 

Early Intervention – Eight programs provide outreach and HIV testing to persons who do not know their status and link 
them to HIV primary care. 
Medical Case Management (including treatment adherence) – Eight programs, including five care coordination programs, one 
TCC program, and two MCM programs in the Tri-County region, support continuity of care and medication adherence.  
Housing Assistance – One program aims to reduce HIV-related morbidity for homeless or unstably housed PLWHA, and 
to increase access to and engagement in HIV primary care by providing housing placement and transitional housing 
support.  
(11) Links with Unmet Need Analysis. The EMA’s estimate of unmet need led the PC to continue support for its 

highest funded category – MCM – providing patient navigation and adherence support to promote continuity of care. 
The persistence of unmet need also prompted the PC to develop service models that verify engagement in primary care 
and services to ensure linkage to care for those out of care. The EMA also developed strategic payment points for 
performance-based providers who link clients to care. Funding was continued for EIS, which also bring out-of-care 
PLWHA into care.  

(12) Need for HIV Medications. The FY2013 plan prioritizes support for HIV medications to non-Medicaid-eligible 
PLWHA, allocating $12.5 million to provide essential drugs to an estimated 928 PLWHA. While developing the 
FY2013 plan, the PC considered utilization trends for Part A-supported ADAP, and invited the NYS ADAP Director 
to address growing demand and projections for 2013.  
 (13) Key EIIHA Populations. The FY2013 plan uses Base and MAI funds to support EIS models with targeted outreach, 
testing and linkage to care for minorities, MSM and YMSM, people 50 and older, transgender persons, immigrants and 
foreign-born, the incarcerated/releasees, substance abusers, heterosexuals, commercial sex workers and sex service clients, 
homeless and unstably housed PLWHA, and partners of PLWHA. The MCM service model includes peer navigators to 
support engagement in care.    
4) Grantee Administration. Through the rigorous monitoring and accountability measures described below, the EMA 
ensures that each Part A dollar is used as effectively as possible to address the country’s largest and most complex epidemic. 
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When indicated, these procedures result in the timely termination of under-performing contracts and the efficient 
reprogramming of Part A dollars. The EMA has transitioned 90% of its Part A portfolio from cost-based grants to 
performance-based contracts, with contracts being paid for contract deliverables, meeting service thresholds, or on a fee-
for-service basis, rather than line-item budgets. Transforming the portfolio into a results-oriented reimbursement model has 
increased efficiency and contributed to a faster reallocation of dollars from under-performing contracts to higher-impact 
services. Through multiple strategies, the EMA ensures that Part A serves as the POLR. 
4) A. Program Organization. With more than two decades of Part A funding, the EMA has remained committed to 
effective program administration, aiming to maximize the efficiency and effectiveness of HIV services. In FY2011, with 
more than 50 new contracts (typically at risk of under-spending), the EMA reported spending of more than 99% and 96% 
of its Base and MAI awards, respectively. 

(1) Part A Administration.  The Mayor of New York serves as the CEO of the EMA. The Mayor has designated 
DOHMH as administrative and fiscal agent for Part A.  As Attachment 1 illustrates, the EMA’s RW program is administered 
by the Care, Treatment and Housing Program (CTHP), in the DOHMH BHAPC. The Bureau is headed by an Assistant 
Commissioner, who oversees 228 staff, including 38.06 full-time equivalent (FTE) positions under the Part A grant as well 
as Prevention and Surveillance programs and the PCSI team lead. The Interim Director of Care and Treatment (C&Tx), 
Director of Research and Evaluation (REU) and the Director of Housing share the administration responsibilities of 
CTHP.  

The Interim Director of C&Tx oversees all staff responsible for service planning, TA, and RW grant administration, 
collaborating with the Director of Administration. There are 24.73 FTE staff in the C&Tx and Administrative units. 
The RW Grant Administrator collaborates with fiscal, program and administrative staff to ensure adherence to all 
applicable HRSA grant and monitoring requirements. The Director of Technical Assistance oversees and coordinates the 
activities of a Program Manager and five Project Officers (PO), who provide TA to contractors in multiple service 
categories. The Director of the Testing Unit oversees the TA provided to the EIS providers, in coordination with the 
HIV Prevention Program. Two C&Tx program planners and one evaluation specialist from the REU are responsible 
for working with the PC to develop needs assessments, and locally-relevant, evidence-based service models. The PCSI 
team lead contributes to RW Part A planning through the use of HIV and co-morbidity data to maximize 
understanding of HIV and co-occurring infections in NYC to plan for effective services. The Director of 
Administration oversees fiscal and contract administration, including eSHARE data system development and 
implementation.  

RW funds 9.23 FTE positions in the REU. Using multiple data sources, including data collection through surveys, 
REU staff evaluate the Part A program and client needs, service utilization, and health outcomes. REU staff track 
progress on Comprehensive Strategic Plan goals, analyze and prepare AIRS and eSHARE data for site visits and 
provider meetings, report on performance indicators, and provide data to the PC to inform the needs assessment and 
priority-setting process.  

The Director of the HIV PC reports to the DOHMH Deputy Commissioner of the Division of Policy and External 
Affairs and oversees 5 FTEs to support the planning and administrative functions of the Council. The PC staff and 
Grantee meet regularly through a weekly meeting of the PC Director with the CTHP unit directors and grant 
administrator, pursuant to a detailed MOU approved by HRSA in 2012, to coordinate planning activities.  
 DOHMH has executed two master contracts to administer subcontracts for the provision of HIV services in the EMA. 
Through competitive solicitations repeated with a frequency indicated by NYC procurement policy, DOHMH has selected 
Public Health Solutions (PHS) as its master contractor for Part A services in NYC. PHS employs 49 FTE staff to help 
administer the Part A program in NYC, including 21.56 monitoring staff, 5.54 contract administration staff, and 21.9 FTE 
planning and administrative staff. Subcontracts in the Tri-County region are administered by the Westchester County 
Department of Health (WCDOH). WCDOH employs 4.5 FTE staff (3.5 program and 1 fiscal) to administer contracts and 
to conduct planning activities in the Tri-County region. With its much larger planning and administrative staff, PHS 
performs several centralized functions on behalf of the Tri-County program, such as administrative trainings, data analysis, 
and financial reporting.  

The EMA’s RW program benefits from the extensive clinical and administrative expertise of numerous unfunded staff 
of the BHAPC and WCDOH’s Division of Planning and Evaluation. In addition, DOHMH facilitates a monthly Part A 
coordination meeting for PHS and WCDOH and a monthly RW data Workgroup with PHS. Recruitment for vacant 
grantee positions, involving widely distributed postings and a competitive process, is in progress and will be completed by 
March 1, 2013. Current vacancy responsibilities are covered by existing staff and/or consultants. 
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 (2) Avoiding Service Duplication. The new web-based data system (eSHARE) for reporting HIV services to DOHMH and 
WCDOH (to which all Part A providers have transitioned between March 2011 and September 2012) generates the 
encrypted unique client identifier (eUCI) required by HRSA for the annual RW Service Report (RSR) and for the purpose 
of de-duplication across RW Program Parts.  
 In addition, the EMA’s performance-based reimbursement system ensures that programs are paid for discrete services, 
not the expense inputs associated with them. POLR monitoring ensures that Part A services are not reimbursed by any 
other payer – including Medicaid - within the same organization. Some clients may be served by multiple RW parts if 
services are not duplicative and are consistent with the client’s treatment plan. For example, a client may receive Part B-
funded mental health services and Part A-funded food and nutrition services. The EMA ensures that RW Part A is used 
only when there is no other source of payment. Section 4.E. provides additional information on POLR monitoring. 
4) B. Program Organization (New TGA). Not applicable to EMA. 
4) C. Grantee Accountability. Close and continual monitoring of Part A contracts ensures compliance with all applicable 
federal requirements and maximizes the return on Part A investments.  

(a) National Monitoring Standards (NMS). Since the release of the NMS in 2011, DOHMH, with its two master 
contractors, has made significant progress in implementing the EMA’s compliance, conducting a review of the EMA’s 
contracting requirements, program and fiscal monitoring procedures, requests for proposals, and site visit tools. The EMA 
has also shared plans for applying the NMS with the NYS Part B program to ensure uniformity in implementation. The PC 
scrutinized the service category definitions in the program standards during the planning process, resulting in the transition 
of: six contracts that provide discharge planning for inmates from the MCM to the non-MCM category; one consumer 
education program service from EIS to health education/risk reduction; and six Tri-County MCM contracts to case 
management. The PC also reviewed and discussed the NMS and their impact on Part A services, client eligibility and 
contracting procedures.   

The EMA was already in compliance with the majority of the NMS when published in 2011 but, in collaboration with 
the PC, DOHMH clarified policies reflected in the standards through work with PHS, WCDOH, and communication to 
subcontractors. These included: 1) the introduction of client income and EMA-residency eligibility verification 
requirements; 2) a directive that providers in applicable core medical service categories actively apply for Medicaid licensing 
if they did not already have this capacity; and 3) the reclassification of certain budget categories to conform to requirements 
regarding occupancy expenses. Additional audit, equipment inventory and anti-kickback requirements were also introduced, 
and PHS and WCDOH incorporated new provisions into contract documents for the current year reflecting the NMS. 

Client eligibility verification: Beginning this year, all Part A contracts include a requirement that clients be screened for 
income and EMA residency eligibility. The EMA developed income eligibility guidelines for all service categories 
(except EIS), consistent with the State’s ADAP program (435% of FPL). On-site monitoring of provider 
implementation of these requirements began this year. 

Medicaid certification requirement: Funded service categories in the EMA that include services potentially billable to 
Medicaid include mental health services, home care, oral health, EIS and MCM. In 2011, PHS and WCDOH notified 
mental health providers that were not part of NYS’s Medicaid program that they would need to apply for licensure or 
partner with a Medicaid-certified provider to retain their contracts. Due to the State’s lengthy approval process, 
providers were given up to two years for full approval, with semiannual updates to PHS. This process is now underway, 
with most providers pursuing licensure. Home care and oral health providers are all Medicaid-certified. In April 2012 
HRSA provided guidance indicating that EIS provided in non-clinical settings are not subject to Medicaid certification 
requirements. Clinical testing sites are already required to bill services to Medicaid or other payers using RW funds only 
when other funding is not available. Medicaid Health Homes, which provide MCM for Medicaid recipients, are rolling 
out now. The EMA is working with NYS to develop clear Health Home eligibility guidance so that RW continues to 
provide last-dollar service support.  

Miscellaneous fiscal and administrative standards: PHS and WCDOH incorporated language into contract documents for 
the current year reflecting the NMS. Rent and utilities have been reclassified as wholly administrative costs (although 
discussions continue with HRSA about possible exceptions). Audit, equipment and anti-kickback language has been 
revised to comply with the monitoring standards and additional HRSA guidance related to space utilized by food 
programs. PHS has increased fiscal monitoring for cost-based contracts from triennial to annual on-site visits, sampling 
additional reported expenditures (see Fiscal Monitoring section below). 

Outstanding issues: The PC and DOHMH have sought clarification from HRSA on several monitoring standards, 
including fiscal monitoring requirements for performance-based contracts, collection and reporting of program income, 
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and exceptions to occupancy budgeting classifications. HRSA has indicated its intent to engage a fiscal consultant who 
will review the EMA’s fiscal monitoring procedures and provide guidance on implementing the fiscal monitoring 
standards for the EMA’s performance-based contracts. The EMA will implement agreed upon recommendations.    

 (b) Tracking Funds. DOHMH separately tracks formula, supplemental, MAI, and carryover funds through a PHS data 
system, PAMS, and AMS Advantage, a WCDOH data system. As part of standard quarterly reports, PHS and WCDOH 
report to DOHMH on expenditures in each of these four funding streams, summarizing funding commitments per service 
category and spending rate. The reports enable the PC to direct the grantee to identify unobligated funds and plan for 
reallocation to high-priority services.   

 (c) Timely Monitoring and Redistribution of Unexpended Funds. Throughout the year, DOHMH, PHS, and WCDOH monitor 
contractor spending and projected underspending. Throughout the year, underspending contracts are reduced based on 
their rate of year-to-date and projected underspending. One-time reductions may be reinstated or even (if funds permit) 
exceeded at the end of the year for demonstrated high performance. Savings from contract reductions are redirected 
pursuant to the PC’s reprogramming plan. The discrete financial value of reported services in performance-based contracts 
facilitates PHS’s ability to identify programs that are not performing at expectations. Likewise, reported over-performance 
makes clear which subcontractors are suitable candidates for enhancements, which are made available throughout the year 
as funds become available. (Funds may be available for a variety of reasons: contract reductions from underspending; 
contract terminations; contract negotiations resulting in lower awards; new contract portfolios with delayed start dates; and 
new grant funds.) Such enhancements allow additional service provision and efficient use of Part A funding. In FY2011, 71 
Part A contracts were reduced (a total of $6.1 million) while 67 better performing contracts received budget enhancements 
(for a total of $7.6 million). In FY2011, the EMA’s spending reached virtually 100% (with total underspending of 0.6% of 
the Base award), a remarkable achievement in a grant exceeding $120 million. Declining contract reductions in the past 
three years suggest that programs have become more adept at projecting their services and better able to implement 
program plans in a performance-based environment. For the EMA, fewer contract reductions signify better adherence to 
the original intent of the PC’s spending plan. 

(d) Fiscal and Program Monitoring Process and Frequency of Reports. PHS supplies all contractors with a copy of the 
Contractor Desktop Reference Guide (DRG), which details expectations for Part A contractors. Updates to the DRG are 
published regularly, with the most recent in July 2012. In addition, PHS and DOHMH developed and provide 
contractors with the “Guide to Requirements for Services: Payability and Data Reporting” (“the Payability Guide”), 
which PHS updates quarterly. The Payability Guide provides guidance on submitting data for performance-based 
contracts. While the major emphasis is on the requirements for payment, the guide also covers certain requirements for 
contract compliance, and provides information on other data reporting and evaluation requirements, as well as 
credentialing requirements for services. The current version is available on the PHS website.  

PHS Contract Managers (CMs) are responsible for both fiscal and programmatic monitoring, ensuring that costs 
and activities are allowable and appropriate within the contract’s budget and scope of services. In addition, contractors 
in most service categories are assigned a DOHMH PO with expertise in relevant programmatic content. POs provide 
one-on-one technical support and convene groups of contractors by service category to facilitate peer-led discussions of 
best practices. The EMA’s multi-faceted contract monitoring process includes monthly electronic data submissions on 
client enrollment and service encounters, narrative reports, expense reporting for cost-based contracts, comprehensive 
quarterly reviews, multiple on-site visits each year, documentation reviews, and other meetings and site visits, as 
warranted. All Part A providers are required to maintain standardized client-level data records with de-identified client-
level extracts reviewed monthly by PHS for payment and by DOHMH for service utilization analysis. Under the EMA’s 
new electronic reporting system, eSHARE, contractors finalize client-level data by the 15th of each month, when PHS 
and DOHMH consider contractor-reported data to be ready for assessment for payment and performance. In addition, 
PHS requires the submission of an electronic Program Narrative Report, which details successes and challenges of the 
previous month and identifies staff vacancies and changes in program operations. These reports are reviewed by PHS 
and DOHMH in advance of the release of monthly payments. To ensure shared subcontractor information between 
PHS and DOHMH, PHS CMs prepare a comprehensive report every other month on any significant contracting issues 
at the subgrantee level, including salient programmatic, fiscal and administrative challenges and successes.   
 Fiscal Monitoring: Performance-Based Contracts. Fee-for-service contractors are paid a reimbursement rate for each 
reported unit of service, making monthly client-level service data the basis for payment. Reimbursement rates are 
developed by DOHMH and PHS or negotiated with contractors, and are based on a methodology that factors in the 
cost of providing the services and assumptions about staff productivity. Care coordination contracts are paid a per-
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member, per-day rate for each enrollment track, with enrollment serving as a summary of required activities. Each day 
of enrollment is automatically assessed to ensure that qualifying services have taken place during the previous period 
(corresponding to the intensity of services for each enrollment track). At the contract level, monitoring focuses on 
verification of claimed services and adherence to programmatic and contractual requirements. Fiscal monitoring 
primarily occurs at the organizational level, as PHS verifies that systems are in place to properly manage federal funds. 
Each year, contractors are required to submit a mid-year expense report accompanied by a general ledger. The review of 
these two reports ensures compliance with unallowable cost standards; explanation of contested expenditures may be 
required. PHS requires that the contractor remove unallowable cost items from the Part A ledger as necessary. In 
addition, biennially, performance-based contractors are required to complete an Internal Controls Questionnaire 
outlining their fiscal policies and procedures and identifying any possible internal control challenges. Contractors that 
identify infrastructural deficiencies are referred for TA. Certain deficiencies, such as outstanding tax liability, are cause 
for further investigation, and may result in withholding of payment and other disciplinary action. PHS conducts 
thorough reviews of contractors’ audited financial statements, A-133 audit reports, and management letters, securing 
written responses regarding any problem identified by auditors. Persistently delinquent audit packages are cause for 
withholding of contract payments.  
 Fiscal Monitoring: Cost-Based Contracts. For contracts that remain cost-based, PHS and WCDOH (all WCDOH 
contracts are cost-based) require contractors to submit monthly line-item expenditures reports. CMs review reported 
spending and withhold payment if contractors fail to submit required monthly programmatic audit reports, if reports are 
incomplete, or if they contain unbudgeted or unallowable costs. PHS and WCDOH conduct fiscal site visits annually 
for all Part A cost-based contracts to review contractor fiscal and administrative operations. During the site visit, staff 
reviews documentation for at least three months of reported expenditures. The support documentation reviewed is 
sampled using a methodology that conforms to the NMS. The fiscal site visit also includes personnel file reviews, 
allocation methodologies for shared costs, time and effort recordkeeping, and, as applicable, an equipment inventory 
review. Contractors with a history of fiscal problems are required to submit support documentation of reported 
expenses – as frequently as monthly if warranted – with payment withheld for failure to comply. Detailed written 
protocols direct PHS staff on how to handle incomplete or inappropriate submissions of support documentation.  

Program Monitoring. Each Part A contract specifies the nature of services to be delivered, eligibility requirements for 
clients, licensing or other requirements for staff, and contractual expectations (e.g., reporting and training requirements). 
Contracts specify the number of clients to be served and units of service to be delivered. Providers are required to 
budget a minimum of five hours of face-to-face client contact per day for all direct-service, full-time-equivalent staff. 
Each contractor providing Part A services must have operational grievance procedures in place (including whistleblower 
policies) and, in NYC, a functioning community advisory board. Each contractor must collect and maintain client-level 
data in accordance with the EMA’s reporting requirements. Using the new eSHARE system, contractors collect 
demographic information, HIV status, primary exposure category, sexual risk information, co-morbid conditions or 
special needs, income, EMA residency, insurance status, housing status, service utilization, clinical outcomes, and other 
information on clients served by Part A. Documentation of semi-annual assessments of residency and income are 
maintained in the client record, as is client HIV status; all are documented in eSHARE. Client-level data are used for 
program monitoring as well as for payment of performance-based contracts.   

(e) Frequency of Fiscal and Program Monitoring Site Visits. CMs and program assistants make at least two site visits each 
year per contract, with more for under-performing contracts. All cost-based contracts also receive a minimum of one 
programmatic site visit per year and, like all performance-based contracts, an annual comprehensive fiscal site visit as 
well to review support documentation of reported expenditures. All new contracts have an initial site visit conducted by 
PHS and DOHMH in the first three months of operation to monitor start-up activities. 
 (f) Corrective Action. Corrective action may be required in response to findings from site visits, review of monthly 
reports or audited financial statements, or quarterly compliance reviews. Examples of matters requiring programmatic 
corrective action plans include low service levels, failure to adhere to required program elements, persistent failure to 
document services or to serve the target population, or failure to follow POLR regulations. Fiscal issues that may merit 
corrective action include audit irregularities, low spending levels or inappropriate expenditures, deficient record-keeping, 
and reporting problems. Where corrective action is warranted, the PHS or WCDOH CM sends the contractor’s senior 
administrator a letter detailing deficiencies that must be addressed. Contractors must present a corrective action plan 
within 15 days, clearly specifying the actions that will be taken to correct deficiencies, responsible parties, timeline, and 
specific outcomes that are anticipated. PHS and WCDOH must approve any plan for corrective action. 
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Twice a year, DOHMH and PHS conduct a comprehensive compliance review. Contracts are placed on conditional 
status when they fail to submit a satisfactory corrective action plan or fail to successfully implement agreed-on 
corrective action. In such cases, senior management of the agency must meet with contract monitoring staff and submit 
a compliance plan within 15 business days. In the current fiscal year, three contracts were placed on conditional status. 
Failure of contracts on conditional status to correct deficiencies may result in contract reduction or termination. To 
ensure effective use of Part A funds, the EMA maintains guidelines for the termination or reduction of under-
performing contracts. These guidelines ensure that all contracts on conditional status for four or more quarters, and 
whose corrective action plan has not been successfully completed in the required timeframe, are recommended for 
reductions or termination. Persistently low-performing contracts (i.e., those with performance under 85% of contractual 
service levels in 50% or more of their service deliverables) may receive permanent funding reductions or be terminated. 
In 2011, 93% of 187 NYC contracts and 93% of Tri-County’s 30 contracts were fully compliant with contractual 
requirements.  

(g) Number of Contractors in 2012 and Site Visits. Part A funding supports 195 contracts in the EMA in FY2012 at 112 
different agencies. During site visits, monitoring staff review documentation verifying that services have been delivered 
in accordance with the contract’s scope of services. Monitoring activities undertaken during site visits include client 
chart reviews (to verify, among other things, that eligibility has been ascertained, services are documented and 
consistent with the approved scope of services, and staff are appropriately credentialed); reviews of quality assurance 
documentation (such as consumer advisory group meetings, supervisory notes, and case conference findings); 
observation of service delivery; and documentation of staff training. PHS and WCDOH staffs summarize findings and 
recommendations from site visits in prompt, written reports that are provided to contractors. Site visits also confirm 
that equipment purchased with Part A dollars has been properly logged and tagged.  

Site Visits in FY2012. For the 168 NYC contracts held by 94 agencies in FY 2012, 108 (64%) contracts have 
received site visits through July, 2012. For the 27 contracts held by 18 Tri-County contractors in FY2012, WDCOH has 
conducted 12 (44%) site visits to date. By the end of the current contract year as well as FY2013, all contracts will have 
had at least one site visit from PHS or WCDOH, with most receiving two – in addition to semiannual programmatic 
TA visits from DOHMH for most service contracts. DOHMH and PHS are now introducing joint site visits in which 
contractors will attend a common entrance conference followed by TA and CM reviews of their responsibilities.  

(h) Improper Charges or Other Findings and Corrective Actions. Contracts requiring corrective action are assessed at the end of 
semi-annual review periods. The first review for the current year, covering the period March through August, took place in 
early October; during the first half of this year, four contracts were on “conditional status” for low service levels and 
improper staffing. In 2012, 28 Base-funded Part A contracts, or 14% of all contracts, had corrective action plans or 
compliance plans in place. Four MAI contracts had such plans in place in FY2012. Improper charges were identified at five 
agencies through August 2012. Corrective action plans were developed with all five agencies and resulted in revision of 
unpaid vouchers and/or recoupment of vouchers.  

(i) Technical Assistance. The DOHMH programmatic TA staff complements the TA that PHS provides to 
contractors. With the aim of improving the health and well-being of Part A clients, programmatic TA optimizes program 
performance, improves the accuracy of reporting and utilization of performance data, and enhances the capacity of agencies 
to provide comprehensive services. POs conduct site visits, conference calls, provider meetings, workshops and trainings, 
and participate in contract negotiation and program monitoring. Beginning this year, POs also utilize Cisco WebEx™ 
software to provide TA remotely. Meeting participants are able to collaborate with other colleagues across agencies to share 
files, information and expertise. The desktop sharing function allows POs to troubleshoot eSHARE challenges in real-time 
to provide quick, accurate solutions. Also beginning this year, POs piloted care coordination collaboratives to bring 
programmatic staff together to learn from each other. Additional collaboratives will begin with substance abuse treatment 
services in fall 2012. 

CMs and DOHMH POs meet quarterly to share data on contract performance, review qualitative information on 
services, and develop action plans to address program challenges. While DOHMH POs focus on the programmatic 
elements of services, CMs at PHS monitor contract deliverable progress, conduct fiscal monitoring, and ensure relevant 
administrative requirement compliance, including client-level reporting. POs and CMs collaborate and ensure that 
consistent advice is provided to Part A contractors through joint initial site visits for new service categories and joint, 
annual site visits. Planned site visits and required provider meetings are recorded in a shared Google calendar to avoid 
overlapping visits.  
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In FY2012, programmatic TA was provided for care coordination and TCC (MCM), mental health, substance abuse 
treatment, EIS, SCF, food and nutrition, and outreach to homeless youth contracts (EIS). In the first six months of 
FY2012, TA was provided to 71 of the 165 assigned contracts during 78 site visits dedicated to improving documentation 
and reporting processes. In Tri-County, two contracts received TA in FY2012 to date aiming to improve tracking, 
documentation and reporting services to WCDOH. DOHMH programmatic TA staff held nine provider meetings through 
August 2012. 
 (j) Compliance with Audit Requirements. Consistent with OMB Circular A-133, Part A providers are contractually required to 
submit an A-133 audit report, where applicable. If A-133 is not applicable to the contract, the provider must submit a letter 
of explanation from its auditor. In addition, the EMA requires all contractors to provide agency-wide audited financial 
statements, including the management letter issued by the auditor. A provider that fails to adhere to the EMA’s audit 
submission requirements is immediately deemed to be out of compliance, and all payments to the provider are placed on 
hold until appropriate submission is made. PHS and WCDOH staff carefully review all audit reports. All 81 fiscal 
organizations submitted audit packages in FY2011; 43 (53%) submitted packages on time while 38 (47%) were late. 
 (k) Audit Findings. 53% of Part A contractors’ audit reports (Financial Statement, A-133 Audit reports or Management 
Letters) contained issues noted in FY2011. Issues ranged from general observations to auditor recommendations, some of 
which were unrelated to the Part A programs or the agencies’ infrastructure. Of the issues noted, only 14% were identified 
as material weaknesses. Issues cited included lack of written methodology for expenses allocated to government grants, lack 
of full compliance with federal and OMB guidelines, lack of an updated financial policy and procedures manual, lack of 
time and effort record keeping, insufficient back-up documentation supporting purchases, lack of accounts analysis and 
bank reconciliation performance, inadequate segregation of duties, deficiencies in internal controls, and net assets deficits. 
For contractors with audit findings, PHS and WCDOH request quarterly updates on corrective measures implemented to 
resolve deficiencies. In cases where management provides an inadequate or no response, the agency may be placed on 
corrective or conditional status and PHS and WCDOH request a corrective action plan or compliance plan to resolve the 
audit deficiency, during which payments to the agency are placed on hold. For hospitals whose auditors have issued a 
“going concern” finding (relating to such issues as payroll taxes, working capital and net asset accounts), PHS requests a 
turnaround plan, annual updates via external audit reports, and, where indicated, additional backup documentation. 

(l) Vouchers/Invoice Receipt. PHS and WCDOH pay subcontractors monthly. Cost-based contractors are paid on the 
basis of reported expenditures, while performance-based contractors are paid based on reported services, enrollment 
with service thresholds or deliverables. Payment involves several standardized steps. Monthly reports are due to PHS on 
the 15th of the month (the 30th for WCDOH). Monthly reports include monthly expenditure reports for cost-based 
contracts, as well as a program narrative and client-level data for all contracts. The PHS contract management system 
automatically logs and time-stamps receipt of monthly reports. WCDOH time-stamps the receipt of all monthly 
reports. 

CMs review report content to determine payment. For cost-based contracts, reported expenditures must be 
consistent with approved budgets and allowable per the RW program; CMs follow up with contractors regarding 
questionable items. For performance-based contracts, client-level data reflect services that correspond to approved 
service types for payment. Services exceeding approved amounts for each class are disallowed unless a contract 
modification to shift services among service classes or a request for enhancement funding is approved. 

Toward the end of each month, PHS emails each performance-based subcontractor an electronic report called the 
Master Itemization Report (MIR) which lists all services that have been received to date. Particular services may be 
marked as problematic for a number of reasons, including incomplete data entry, duplicate client entries, and failure to 
meet programmatic requirements. Such problems are identified through a combination of automated software checks 
and site visits by CMs. Some such problems may be correctible while others will result in disallowances during closeout.  

Payments may be withheld despite otherwise complete monthly reports. Reasons for withholding include expired 
insurance policies, delinquent audit reports, or previously identified disallowances in excess of outstanding contract 
balances. All withheld payments are discussed with supervisory staff and documented in contractor charts and the PHS 
contract management database. 

A final report is due from each contractor at the end of the year. At that time, cost-based contractors may request 
budget or service modifications up to 20% of the value of the contract.  In addition, over-performing performance-
based contracts may be eligible for enhancements as long as unobligated funding is available and modified service 
category allocations adhere to the EMA’s core/noncore services distribution and the PC’s reprogramming plan, which 
in the past four years has allowed for spending up to 15% over each category’s original spending plan level.  
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All Tri-County programs are reimbursed on a cost or line-item budget basis. A monthly expense report (with claim 
voucher) is due 30 days after the month of service being reported for actual costs incurred and payments made to staff, 
vendors, and subcontractors. Each expense report must be accompanied by a statistical and narrative report citing number 
of clients served, service units, and a description of services delivered. Signed monthly reports are sent to WCDOH staff 
assigned to monitor each agency.   
 (m) Payments to Contractors. The PHS contract management database computes the payment and notes any disallowances. 
CMs print a payment authorization form and a back-up schedule showing the budget lines or number of services per 
service type or number of days per care coordination enrollment track to be paid, sign and forward to PHS accounting staff 
for data entry into the accounts payable module. Payment is then forwarded to the CMs’ supervisor for final review and 
approval. Upon approval, the PHS Accounts Payable Department issues payments once a week, via live check or electronic 
transfer (as selected by the contractor). Accounting staff log payment dates in the payment system and reconcile all 
payments with the accounts payable system. On average, contractors receive their payment within 30 days of receipt of all 
required reports, with payment withheld until any delinquent report is received. In the Tri-County region, the program 
administrator reviews and initials the voucher for payment by the accountant, who scrutinizes each claim for accuracy, 
unallowable costs and irregularities, and then processes each for payment by the County’s finance system for electronic 
transfer of funds to the agency’s account. 
 (2) Fiscal Staff Accountability. The EMA ensures the efficient use of funds for their intended purpose through fiscal 
monitoring and accountability protocols. Fiscal staff is supervised by a hierarchy of senior managers at PHS and DOHMH. 
Staff prepares and submits quarterly spending reports to the PC for additional accountability. The Director of Finance and 
Operations at PHS reports directly to the Vice President for HIV Programs and Special Initiatives, who is part of PHS’s 
senior management team. 
 i) Roles and Responsibilities of Fiscal Staff. With the EMA’s shift to performance-based reimbursement, fiscal monitoring for 
programs takes place at the organizational level as the Master Contractor seeks to ensure that funded agencies have systems 
and procedures to responsibly manage federal funds. CMs are responsible for fiscal monitoring, supplemented by the work 
of an Audit Coordinator and Fiscal Manager, who review organizational audited financial statements. CMs’ payment 
authorizations are approved by Program Managers and reconciled by an accounting staff to ensure that back-up documents 
support payment.  Program Managers report to Deputy Directors, who in turn are supervised by a member of the PHS 
Executive Team in charge of RW contract management. 

ii) Coordination of Program and Fiscal Staff. The assignment of a CM for Part A contracts ensures that a single staff 
member develops an understanding of each contract’s program and fiscal operations. In addition to monitoring, CMs 
review supporting documentation for cost-based and performance-based contracts and authorize payments, which are 
processed by accountants, as outlined in the attached fiscal staff organizational chart (see Attachment 1). In addition, 
quarterly reviews of the portfolio for compliance with contract terms include the audit review team, so that CMs and 
their supervisors are aware of organizational findings that may affect RW contracts. Finally, to the extent possible, the 
EMA promotes interdepartmental understanding of RW contracts at the subgrantee level, with CMs encouraging 
meetings of program fiscal and data management staff at each site.   

WCDOH employs one full-time RW accountant and additional 0.5 FTE is provided to the program in-kind. The fiscal 
and program staff meet weekly and interact daily to bring fiscal issues to the program administrator and assigned staff 
contacts for each agency. The program administrator, program monitor, and accountant jointly participate in conference 
calls with agencies to address programmatic and/or fiscal irregularities. 
 iii)Fiscal Staff Organizational Chart. (See Attachment 1.) 
4) D. Grantee Accountability (New TGA). Not applicable to EMA. 
4) E. Third Party Reimbursement.  

(1) Third Party Reimbursement Narrative. During FY2011 and FY2012 the EMA has expanded its already robust 
process to ensure that all RW funds serve as the POLR. From the standpoint of service planning, the PC undertakes a 
comprehensive analysis of all other funding and service delivery systems in the process of establishing priorities and 
allocations for funding. The PC uses an objective priority-setting tool that consists of four criteria, with one criterion 
being “Payer of Last Resort/Alternate Providers of Service.” Through use of this tool, the PC specifically designed the 
FY2013 Part A plan to address gaps in Medicaid, Medicare and other systems, for the most part prioritizing core 
services not covered by Medicaid/Medicare (such as EIS, care coordination, and low-threshold harm reduction 
services). In FY2011, the EMA engaged a firm with nationally-recognized expertise in public health benefits law and 
regulation, to develop a comprehensive report on Medicaid coverage for RW service categories.  The resulting report, 
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entitled Eligibility and Coverage of Select Services Under New York Medicaid and Family Health Plus, was issued in April of this 
year. It details Medicaid-reimbursable services for RW-supported service categories, enhancing the PC and grantee’s 
understanding of how best to use RW funds to address service gaps. The report also provides guidance for monitoring 
allowable services. 

In 2011, the EMA further expanded its Third Party Reimbursement enforcement approach by requiring, pursuant 
to the NMS, participation in the NYS Medicaid program for contractors in all applicable service categories. This is 
discussed more fully in Section 4.C. (a) above.  

(a) Monitoring Third Party Reimbursement. Contractual provisions require contractors to carefully monitor third party 
reimbursement. Each service category RFP expressly provides that Part A is the POLR. As mandated in the RFP and in 
the eventual contract, all Part A programs must participate in applicable NYS Medicaid and State-funded uninsured care 
programs. 

During contract negotiations, PHS and WCDOH identify all potentially reimbursable services and explore all 
sources of third party payment. During negotiations, providers must submit “Reimbursement Worksheets” with the 
projected number of reimbursable services for the budget period and the amount of Part A funding that may be offset 
by third party payment. Providers are required to articulate why such services are not reimbursable from a source other 
than RW. These statements, ultimately part of the provider’s contract, expressly prohibit the use of RW funding for 
otherwise covered activities. PHS monitors contracts against their statements in the worksheets. Budgeting for MCM 
contracts has expressly taken into account other case management contracts such as those reimbursed through 
Medicaid, mandating coordination with NYS-funded case management programs and providing lower reimbursement 
for dually enrolled patients based on services that are not covered by Medicaid.   

In 2010, PHS introduced a new level of verification to ensure that services billed to RW have not been billed 
elsewhere. Contracts that include services that are potentially reimbursable by Medicaid and other payers are, at least 
once, subject to a review of all billing records associated with a patient visit. This review forces coordination between 
grants management and Medicaid billing staff. 
 (b) Documentation of Client Screening and Coordination of Benefits. All contractors are required to document the screening 
of every client for Medicaid, Medicare or other third-party insurance eligibility and to help eligible clients apply. The 
EMA’s data system requires input of insurance status for both new and continuing clients, prohibiting use of other data 
fields until such questions are answered. The reporting software captures insurance provider type, effective date of 
coverage, and pending Medicaid or ADAP applications. During site visits, monitoring staff review client charts and 
other data sources that may indicate potential eligibility for third-party coverage. Contractors that provide potentially 
reimbursable services, such as mental health services, undertake documenting insurance status during mandatory 
quarterly reassessments.  

(c) Tracking and Use of Program Income. Like many EMAs, NY is in the process of expanding its implementation of 
HRSA program income requirements. DOHMH and PHS staff participated in a HRSA webinar on sliding fee 
schedules and program income in April and are now finalizing implementation plans with HRSA. PHS and WCDOH 
expect to communicate definitive guidance to subcontractors in FY2012 on the collection, use and reporting of 
potential program income.  
4) F. Third Party Reimbursement (New TGA). Not applicable to EMA. 
4) G. Administration Assessment. Consistent with legislative mandates, the PC assesses the efficiency of the 
administrative mechanism in timely allocation of Part A funds.  
(1) Results of the Administrative Assessment. The PC’s Finance Committee is charged with assessing the efficiency of the 
administrative mechanism in the timely distribution of Part A funds according to the PC’s priorities and allocations. The 
Finance Committee received quarterly commitment and expenditure reports for all Base and MAI funded service categories 
as well as year-end spending reports, in order to assess the speed of the Grantee’s commitment of grant funds. This process 
also facilitated the PC’s comparison of year-end distribution of program funds with the approved spending plan. Finance 
Committee members are granted multiple opportunities throughout the year to question the Grantee, PHS and/or 
WCDOH. The Finance Committee produced a checklist of performance measures for the Grantee, including contract 
executions and renewals, procurement and spending, and promptness of payments.   
 (a) Payments to Contractors or Data Collection.  The assessment did not reveal any issues related to timely 
allocation/contracting of funds, payments to contractors, or data collection.  
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      (b) Deficiencies. The Finance Committee determined that there were no deficiencies in the administrative mechanism and 
no corrective action was needed for FY2011. The Finance Committee reported its findings to the Executive Committee and 
full Council which approved the assessment. 

 5) Planning and Resource Allocation. Consistent with legislative requirements, the EMA used an evidence-
driven, representative and inclusive planning process to prioritize services and allocate resources for the coming fiscal 
year. The PC continued a multi-year planning process of reassessing and rebidding the Part A portfolio, with the aim of 
ensuring that the EMA’s service continuum addresses the most current needs and service delivery challenges consistent 
with the NHAS and its own Comprehensive Strategic Plan. The DOHMH CTHP works closely with the PC 
throughout the planning process. This year, in planning for FY2013, the PC: 

Used a data-driven planning tool to agree on service priorities and funding allocations; 
Relied on up-to-date information regarding PLWHA needs, service utilization and service gaps, including review of 
the EMA’s new Comprehensive Strategic Plan and new data analyses from the EMA’s longitudinal CHAIN cohort 
study; 
Allocated 70.3% of Part A and MAI funding to core medical services; 
Continued funding for MCM, including the care coordination and TCC programs to optimize medical outcomes;  
Allocated 9% of the FY2013 portfolio – filling gaps left by other providers and enhancing existing resources in NYC 
- to reduce the number of individuals who are unaware of their HIV status; and  
Took further steps to reduce unmet need and address the needs of emerging populations by issuing a new directive for 
housing services. 

5) A. Letter of Assurance from Planning Council Chair(s). (See Attachment 2.)  
5) B. Priority Setting and Allocation Process. The EMA used a systematic, evidence-driven process to establish service 
priorities and allocate resources for FY2013 as described below. The EMA’s PC is broadly representative, with people of 
color representing 69% of members, women representing 47%, and non-aligned PLWHA accounting for 33% of members.
  The PC has sole responsibility for setting the priorities and allocations for Part A funds, as per the RW legislation. 

Needs Assessment Committee (NAC). The PC’s annual needs assessment process was initiated by the NAC which, with 
the assistance of the Grantee, analyzed HIV epidemiology, identified unmet needs and service gaps, and assessed overall 
systemic capacity for HIV care in the EMA. The Committee specifically examined epidemiological data on estimated 
numbers of PLWHA not in care, and service barriers and challenges experienced by those individuals as reported in the 
“Return to Care” survey findings (see below). The Committee obtained and analyzed data regarding: HIV epidemiological 
trends; geographic patterns in HIV burden; the impact of co-morbid conditions on HIV care; service utilization trends; 
HIV service gaps; new reports on the needs and utilization patterns of the CHAIN cohort; unmet need among 
PLWHA; mapping of resources; and estimates of provider capacity and capability. Support was provided by DOHMH 
epidemiologists and REU staff to assist the NAC’s understanding of available data sources’ strengths and limitations (as 
summarized in the Comprehensive Strategic Plan). 

Integration of Care Committee (IOC). The IOC guided the PC in defining individual service categories, reaffirming 
continuing models of care and creating a new evidence-based housing services model. Early linkage to HIV primary 
care and other needed support services, continued engagement in HIV primary care, and increased treatment adherence 
are objectives used for developing all Part A service models in the EMA. All services in the EMA’s spending plan must 
be determined, based on available data, to promote either access to, or maintenance in, primary medical care, and to 
promote improved health outcomes. To guide its work, the IOC used the goals and objectives outlined in the 2012-
2015 Comprehensive Strategic Plan, which the EMA submitted to HRSA on May 21, 2012.  

Priority Setting and Resource Allocation Committee (PSRA). Using data assembled by the NAC and service model 
definitions and client eligibility agreed to by the IOC, the PSRA Committee used an objective, evidence-based tool to 
agree on service priority rankings and financial allocations, forwarding its recommendations to the full PC for 
endorsement. The tool requires the Committee to use all available data to score various service categories on a service 
prioritization grid, with four individually weighted criteria for assigning scores to each service category. Higher-priority 
items are accorded greater weight. 
(1)Payer of Last Resort/Alternate Providers of Services (weight = 15%). The PC assessed each service to determine if Part A is 
the sole funding source and whether other sources provide identical or equivalent services. Highest value was assigned 
to services funded only by Part A and where existing provider capacity was found to be inadequate to serve PLWHA. 
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(2)Access to Care/Maintenance in Care (weight = 35%). The PC assessed each service to determine the degree to which it 
contributes to access to, or continuity of, HIV primary care, including identifying persons who do not know their HIV 
status. Highest value was assigned to services that clearly and significantly contribute to health care access and/or 
maintenance in care. 
(3)Specific Gaps/Emerging Needs (Demographic/Special Populations) (weight = 25%). The PC assessed each service to 
determine the degree to which it reduces documented service gaps or meets the needs of special populations. Highest 
value was assigned to services that promote health care access and continuity for out of care or underserved 
populations. 
(4)Consumer Priority (weight = 25%). The PC scored services based on consumer input, as provided by the standing 
Consumers Committee (see below), the CHAIN cohort study, consumer focus groups, and the EMA’s consumer surveys. 
Highest value was assigned to services identified by PLWHA as: a) significantly contributing to access to, or 
maintenance in, primary medical care; and b) representing a key consumer priority. 
      In planning for FY2013, the PSRA Committee re-evaluated the ranking of all criteria for every service category in 
the Part A portfolio. Numerous data sources were used, including a database developed for the PC by the NY Academy 
of Medicine which inventories federal, state and local funders of HIV services. This tool includes service types, funding 
source, provider capacity and client eligibility information. The PC also used a DOHMH commissioned report on 
eligibility and service coverage under Medicaid and Family Health Plus, including anticipated coverage under Medicaid 
expansion.  

The growth of other sources of funding in NYS for HIV core medical services through Medicaid expansion and the 
implementation of Health Homes was a critical factor in the PC’s approval of a request for a waiver to the 75% minimum 
core services requirement for FY2013. Also critical to the approval of the request was the historical over-performance and 
high rate of spending among the housing, SCF, and food and nutrition service categories where additional funding has been 
requested in FY2013. Funding for these increases will come from reductions to several core service categories with lower 
projected carrying costs in 2013 due to contract reductions and terminations.      

Tri-County Steering Committee. The Tri-County region receives approximately 5% of the annual Part A award, based on the 
latest NYSDOH-published surveillance data of PLWHA in the EMA. A local Steering Committee conducts service 
planning and makes resource allocation recommendations to the PC. Tri-County’s 32-member Steering Committee includes 
nine PLWHA. Three subcommittees (health, MCM, and housing) inform the Tri-County Steering Committee’s decision-
making. The Tri-County PLWHA Advisory Group and the Hudson Valley HIV Community Network (formerly the Part B 
network) provide additional input. The Tri-County Steering Committee reports to the Executive Committee and full PC to 
obtain final approval of its spending plan.  
 (a) Needs of Persons Not in Care. Given the 36% of PLWHA with unmet need, identifying individuals not in care and 
linking them to outpatient primary medical care is a priority for all services in the EMA. The PC learned about the needs of 
PLWHA not in care through review and discussion of a presentation by DOHMH, “Gaps in Primary Care: Client 
Perspectives from the Return to Care Survey.”101 The project involved interviews with a sample of PLWHA who had 
recently been re-connected to care after a lengthy absence. The study found that 69% of participating PLWHA who 
recalled having a recent gap in care had used health and social services while out of HIV primary care, including at least half 
who required hospitalization and/or emergency room services. The survey – which found sharp drops in feelings of 
hopelessness, denial, and aversion to HIV medications after PLWHA returned to care, and which identified outreach 
services as one of the top two pathways for clients’ return to care – prompted the PC to prioritize EIS case-finding and 
linkage services, including targeted services for youth. Project findings correlating depression and substance abuse with gaps 
in primary care influenced the PC’s decision to prioritize mental health and substance abuse services, allocating $6 million 
and $9.5 million respectively for these services.  

Data from the CHAIN cohort study on food and nutrition needs demonstrated that food insecurity is widespread 
among PLWHA in the EMA, with 89% reporting some need for food and/or nutrition counseling. The study showed that 
PLWHA who are food-insecure report more missed appointments for HIV primary care and more emergency room visits 
compared to those who do not report difficulties securing food. The food-insecure are less likely to be receiving medical 
care that meets minimum clinical practice standards. The PC thus arrived at a data-driven decision to assign a high priority 
to food and nutrition services, allocating $7.3 million for this category. 

The importance of housing insecurity in accessing primary medical care is also made evident by data from the CHAIN 
cohort. About 85% of the CHAIN cohort reports some housing instability (e.g., facing eviction due to inability to pay rent, 
living doubled up on a friend’s couch, living in a single-room occupancy hotel, or living on the street). The unstably housed 
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and homeless PLWHA in the CHAIN cohort stand out as a subgroup with below average levels of utilization across 
multiple service areas, including primary medical care. The PC assigned a high priority to housing services, expanding the 
service model to include short-term rental assistance and housing services, and housing placement assistance, allocating 
$11.9 million for those services. The EMA expects to re-bid the housing services portfolio in 2012-2013. 
 (b) Needs of Persons Unaware of their HIV Status. The PC has committed to identifying individuals unaware of their HIV 
status and linking them to care in FY2013. The PC underscored the importance of EIS in FY2013, allocating $8.8 million in 
Base funding including $1.5 million for targeted outreach, HIV testing, and linkage to care for youth, and $2 million in MAI 
funding for high-risk Black and Hispanic individuals. PC guidance directs the funding to testing and linkage to care services 
in licensed medical and community-based settings. 
 (c) Needs of Historically Underserved Populations. The PC reviewed data to address the needs of historically underserved racial 
and ethnic minorities. Needs of PLWHA of color were assessed through an analysis of epidemiological trends, utilization 
patterns by race/ethnicity, disproportionate service needs as documented by the CHAIN cohort, and, through mapping of 
Part A services, a comparison of geographic distribution of HIV/AIDS cases. These analyses informed the PC’s decisions 
to prioritize services for low-income communities of color through MAI. High priority was given to continued funding for 
care coordination on the basis of outcome monitoring data indicating improvements in care continuity, treatment 
adherence, viral load, and CD4 counts for the high-need minority PLWHA who primarily use the program. 
 In 2012, as part of its priority-setting process, the PSRA Committee reviewed available data on utilization of services by 
key underserved populations, including women of color, young MSM of color, PLWHA 50 or older, immigrants, substance 
abusers, and transgender individuals. Service category “scorecards” that track three-year utilization trends by number of 
clients served and service units delivered, as well as expenditures in the different categories, enabled PSRA members to 
identify services that are heavily used by underserved populations.  
 (d) Involvement of PLWHA. The active engagement of PLWHA is integral to the planning process and helps ensure 
that decisions made by the full planning body address the actual needs of consumers.  PLWHA constitute 48% of the 
PC’s 40 members. More than one-third of members are PLWHA who are not aligned with a Part A agency. The 
majority of non-aligned PLWHA are people of color. PLWHA actively serve on all PC committees and make up 28% 
of the Tri-County Steering Committee which submits funding recommendations for the region to the PC. Two-thirds 
of the PC staff are PLWHA, including the Director who also serves as the Governmental Co-Chair. PLWHA were 
closely involved in feedback on service quality, needs, and priorities through consumer focus groups, as well as the 
Return-to-Care Survey and the ongoing CHAIN cohort study. One-quarter of the PC’s priority-setting ranking is based 
on expressed consumer priorities.  
 The PC’s Consumers Committee, first formed in 2003, continues to provide a forum where PLWHA, both PC and 
community members, can be actively engaged in the planning process and address other PC-related business that has 
direct impact on their lives. HIV-positive PC members and PC staff, along with contracted trainers, assist community 
members in understanding the needs assessment and PSRA processes, the principles of HIV epidemiology, community 
planning, quality management, group dynamics and decision-making, and budgeting and spreadsheets. Committee 
members are offered training during the planning cycle aimed at maximizing meaningful and informed participation and 
decision-making. The Committee plays a key role in recruiting new members, advocating for appropriate support for 
consumer engagement in the planning process, and promoting orientation, training and mentoring of new PC members. 
To develop the FY2013 plan, the PC specifically sought the Consumers Committee’s input regarding special 
populations and geographic areas of the EMA that remain disproportionately affected by HIV. Members of the 
Consumers Committee serve on all committees of the PC, as well as on the NYC Community Advisory Board for the 
MMP Project, the Consumer Advisory Committee of the NYSDOH HIV Quality of Care Committee, and the Steering 
Committee of the HRSA-funded National Quality Center convened by the NYS AI.   
 Consumer Focus Groups. A qualitative study of consumers receiving Part A services, in collaboration with the PC, was 
sponsored by DOHMH and involved 125 HIV-positive clients from 38 agencies. Data were collected through 12 focus 
groups in all five boroughs which consisted of PLWHA consumers representing key populations (e.g., women, men, 
transgender persons, older adults, young adults, recent correctional releasees, and Spanish-speaking PLWHA). Focus 
group results were used by the PC’s PSRA Committee to gauge the utility, priority, impact, accessibility and quality of 
RW Part A services as they affect access to and retention in care. Listening sessions will be conducted in all five NYC 
boroughs in late 2012 to capture consumer input on access and barriers to care, gaps in services, and disparities. 

Client Satisfaction Survey. In an effort to consistently integrate the client’s perspective into the EMA’s monitoring and 
evaluation process, the EMA has successfully implemented its first centralized RW Part A client satisfaction survey. 
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Conducted in the spring of 2012 using an instrument designed in collaboration with the PC and Consumers Committee, 
the pilot phase included a sample of all clients receiving RW Part A services during a six-week period in six Part A 
service categories. The DOHMH received responses from 36% of these clients. In the future, this survey process will 
include all agencies providing Part A services (surveyed over two years), in order to gather quantitative client input that 
is representative of the full portfolio and comparable across service categories, agencies, and time. During this pilot 
phase, analyses highlighting important contextual and quality-of-care issues are being conducted for reporting to the PC, 
provider groups and consumers in the fall of 2012. Additional analyses are being utilized to guide revisions to the tool 
and process for future iterations of the survey. 

(e) Use of Data in Priority Setting and Allocation Process. The PC and committees considered all available data to assess 
need (including disparities), develop service models, prioritize services and allocate resources for FY2013 consistent 
with the revised goals in the EMA’s Comprehensive Strategic Plan.  

Service Gaps and Other Findings from Longitudinal Cohort Study. Further evidence of service gaps from the CHAIN study 
and HIV/AIDS surveillance drove the PC’s allocation of $28 million for MCM, including care coordination. The 
decision to allocate over one quarter of FY2013 program dollars to MCM was also supported by data from the 
CHAIN study, which demonstrates a correlation between receipt of MCM with reduced mortality and increased 
likelihood of receiving ART, as well as by DOHMH-reported outcomes data showing MCM program achievements 
during FY2008-FY 2010 with respect to viral suppression, immunological improvement, and treatment adherence. 
Evidence also shows that sizable service utilization gaps for substance abuse services continue, prompting the EMA to 
allocate $9.5 million to substance abuse services.   

Focus Group Data. PLWHA focus group participants identified mental health services, housing assistance, and medical 
outreach as the top three services for promoting access to HIV primary care, supporting the PC’s decision to allocate 
$6 million for mental health services, $11.9 million for housing services, and continued support for TCC for homeless 
or unstably housed PLWHA in FY2013. The high priority assigned by focus group participants to medical outreach 
also supported the PC’s continuation of an innovative case finding and linkage program for newly diagnosed youth. 

Service Utilization Trends. The PC reviewed evidence that a notable percentage of newly diagnosed persons (29% in 
2009 and 16% in 2010) have not entered HIV primary care within three months after testing HIV-positive. In 
response, the EMA maintains a high level of funding for EIS: $10.8 million is allocated in FY2013 ($2 million of which 
is MAI funding), including targeted outreach and testing for youth, and return-to-care services targeting individuals 
found to be out of care for at least nine months. The PC also allocates health education/risk reduction funds to 
support an HIV self-management education workshop for persons newly diagnosed with HIV and those with barriers 
to care. 

Populations with Special Needs. Presentations on rates of homelessness and housing instability among the PLWHA in NYC 
and continuing access-to-care barriers faced by homeless or unstably housed PLWHA led the PC to redefine the housing 
services model to include strengthened short-term rental assistance, housing placement assistance and short-term housing 
with linkage to care. The PC directed a total of $11.9 million to housing services for FY2013.  

Broad Trends in Health Care Financing and Delivery. While the PC continues to prioritize investments in core medical services 
in the FY2013 plan, the implementation of Health Homes and expanded Medicaid coverage in the EMA prompted the PC 
to create a plan that can adjust need for some of these services. The PC allocated $7.6 million to OMC, $12.5 million to 
ADAP, and $28 million toward MCM services. These funds will support medications and OMC visits for eligible PLWHA. 
Additionally, eligible PLWHA will be accompanied to scheduled appointments and will receive interdisciplinary health 
promotion and support interventions to coordinate management of their HIV medications. The PC’s prioritization of 
these medical services was also supported by results from consumer focus groups identifying HIV medications and 
outpatient care as two of the top three priorities for core services. 

 (f) Changes and Trends in HIV/AIDS Epidemiology. Changes in HIV/AIDS epidemiology played a key role in the 
development of the FY2013 plan. In response to the significant number of newly diagnosed persons and to ensure that 
PLWHA are promptly linked to medical services at the time of diagnosis and are provided with all the support needed to 
stay connected to care, the EMA allocated $28 million for MCM services (using both Base and MAI funds). Comparing 
epidemiological and service mapping, the PC directed Part A services to be strategically placed in the most heavily affected 
neighborhoods. Epidemiologic data clearly shows that there is a high prevalence (20-25%) in the EMA of concurrent AIDS 
diagnoses – a sign of late recognition of HIV infection. (However, the prevalence of concurrent diagnoses appears to be 
gradually declining over time, suggesting that the EMA’s EIS measures are having an important public health effect.) In 
response to this finding, the EMA allocated $10.8 million for EIS including funding to identify individuals previously 
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diagnosed with HIV infection who are not currently in care and return them to care. Furthermore, the EMA has created 
generous payment points for linkage to care which provide incentives for programs to ensure connection or reconnection 
to medical care. 
 (g) Cost Data. The PC considered evidence regarding unit costs for key services. The average annual cost of enrollment 
in a Part A care coordination (MCM) program is $7,300 per client, or approximately $20 each day. The average cost for a 
prescription covered with Part A funds (ADAP) is $390. Average cost for a service unit of HIV primary care (e.g., primary 
care visit, ambulatory surgery, laboratory monitoring, nutritional supplement) reimbursed by the NYS Uninsured Care 
Program is $213. Investing in these services aims to improve health outcomes, thereby reducing the costs for preventable 
hospitalization and emergency department visits. The PC reviews the service category scorecards for each Part A service 
category, considering the original funding allocations and modifications for each service category over a three year period 
along with client utilization data, including data on expenditures and units of service.  

(h) Unmet Need. As described in Section 1 (see p. 14-16), the EMA’s unacceptably high unmet need estimate 
(including client demographics) was a driving factor in the PC’s service planning and prioritization for FY2013. The 
effort to reduce unmet need supported the prioritization of care coordination efforts under the MCM program, 
outreach for homeless and street youth, and TCC program for homeless or unstably housed PLWHA. As housing 
instability, food insecurity, substance abuse, and mental illness have been shown to contribute to care discontinuity, the 
PCs prioritization of housing, food and nutrition, substance abuse, and mental health services also demonstrates a 
strong commitment to reduce unmet need through a mix of core and supportive services addressing the range of 
psychosocial, behavioral and structural factors for HIV health outcomes. 

(i) Addressing Funding Increases or Decreases. Using a goal-seeking algorithm designed for the PSRA Committee, the PC 
begins scenario planning 2-3 months before the start of the grant year. For FY2012, the EMA received a decrease of 
$571,960 in the Base award and an increase of $199,092 in the MAI award. There were slight modifications to the 
FY2011 carrying cost from what had been presented during the scenario planning process due to the completion of 
contract renewals at lower-than-anticipated final amounts (an additional $69,790 in savings). The uncommitted funds in 
MAI were obligated by transferring $374,786 in Base-funded ADAP-Plus services to MAI. The reduction in the Base 
award was absorbed by a reduction to ADAP. The reduction to ADAP was restored by the PC through reprogrammed 
funds over the course of the year. 
 (j) MAI Funding. MAI funds are concentrated in two core service categories (MCM and EIS) and one support service 
category (housing services), targeting the most heavily affected minority communities. 
 (k) Data Related to EIIHA. The EMA uses several sources of data in its planning process regarding persons unaware of 
their status, including epidemiological and community data. An estimated 30,763 PLWHA in the NY EMA are undiagnosed 
and unaware of their status. DOHMH analyzes geographic and demographic changes in new infections and concurrent 
HIV diagnoses to identify populations unaware of their status. In 2011, several populations were disproportionately likely to 
receive concurrent diagnoses of HIV and AIDS, including foreign-born PLWHA, individuals with heterosexually acquired 
infection, IDU, Blacks, Hispanics, API, Native Americans, and people over age 50. These data were used by the PC to 
determine EIS and MAI allocations and by the DOHMH to develop the EMA’s EIIHA strategy. The PC has used this 
information to continue high levels of Part A funding for substance abuse services, as well as to direct FY2013 funds to 
target EIS for homeless and street youth, through outreach.  
    (l) Other Federally Funded HIV/AIDS Programs. The PC (through the PSRA Committee) uses a “Payer of Last Resort 
Tool,” a searchable database of all funders of HIV services in the EMA, including federal payers, in its planning process. 
This tool includes information on service type, source of funding, provider capacity and client eligibility by payer. In 
addition, the PC used a report commissioned by DOHMH on eligibility and coverage of services under Medicaid and 
Family Health Plus, which provided information on additional payers of HIV services, including those expected under 
Medicaid expansion and other programs initiated under the ACA. The data from the tool and report informed the PC’s 
priorities, prompting a reduction in the amount allocated in FY2013 for core medical services to 70.3% of the grant award. 
(See Attachment 8.)  Finally, the PC considers changes to relevant federal funding in the area, including HOPWA, other RW 
Parts, SAMHSA, and CDC awards. (See Attachment 5.) 
5) C. Description of the Community Input Process. Not applicable to EMA. 
5) D. Planning and Resource Allocation (New TGA). Not applicable to EMA. 
5) E. Funding for Core Medical Services. (See Attachment 8.) 
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6) Budget and Maintenance of Effort (MOE). The 3.8% decrease in local expenditures between 2010 and 2011 is 
primarily due to the reduction in the local share of Medicaid from 13.2% in 2010 to 12% in 2011 as a result of the extension 
of the Federal Medical Assistance Percentage for states. 
6) A. Budget. The EMA’s budget for FY2013 is submitted with this application, pursuant to the guidance. 
6) B. Maintenance of Effort.  

((1) Maintenance of Effort Expenditure Report for FY 2010 and FY 2011 
  

(2) Process 
Used to 
Determine 
Expenditures in 
Table. 
DOHMH uses 
multiple data 
sources to 
track and 
report local, 
non-grant-
funded 
expenditures 
for core 
medical and 
non-core 
support 
services in 
NYC and the 
Tri-County 
region. 
Expenditures 
are reported 
annually to 
DOHMH by 
September 

15. The NYC Office of Management and Budget (OMB) analyzes the NYS Medicaid HIV/AIDS Claims Report for NYC 
and Lower Hudson (Tri-County) along with other local spending to report local expenditures in the MOE.  

Multiple Core Medical Services. Local Medicaid expenditures for selected HIV/AIDS services in the EMA are monitored 
and reported for ambulatory/OMC, home health care, MCM, medical transportation, mental health services, oral health 
care, and substance abuse.   

Early Intervention. Expenditures reported by the DOHMH FSM include NYC expenditures for partner services and HIV 
rapid testing services in NYC correctional facilities, hospital emergency departments, public hospitals, STD clinics and 
homeless shelters.  

Housing Services. Expenditures for housing services and related assistance for PLWHA provided by the NYC Human 
Resources Administration are reported by the NYC OMB.   

Medical Case Management. For MCM, in addition to Medicaid expenditures, OMB reports expenditures for services to 
individuals and families living with AIDS or advanced HIV provided by the NYC Human Resources Administration. The 
DOHMH Division of Financial and Strategic Management (DOHMH FSM) reports expenditures for the unit that 
conducts partner notification, and return-to-care services.   

Outreach. Expenditures include DOHMH-sponsored HIV health education/risk reduction programs. The DOHMH 
FSM reports condom distribution expenditures.   

Substance Abuse Services. Expenditures, reported by Medicaid, are supplemented by local expenditures for NYC substance 
abuse services reported by the DOHMH FSM.   
7) Clinical Quality Management (CQM).   

Service Category 
2010 Local 

Funds 2011 Local Funds Data Source 

Core Services $109,542,256 $98,001,551   
Ambulatory/Outpatient 
Medical Care 

$15,021,841 $10,653,207 NYSDOH 2010 & 2011 Medicaid HIV/AIDS 
Claims: NYC and Lower Hudson.          

Early Intervention Services $11,831,214 $12,080,668 NYCDOHMH Division of Financial and 
Strategic Management: Financial Management 
System (DOHMH FMS) 2010 & 2011 

Home Health Care $19,495,592 $15,903,185 NYSDOH 2010 & 2011 Medicaid HIV/AIDS 
Claims: NYC and Lower Hudson.  

Medical Case Management     NYSDOH 2010 & 2011 Medicaid HIV/AIDS 
Claims: NYC and Lower Hudson 

$48,366,150 $46,249,311 NYC OMB 
    DOHMH FMS 2010 & 2011 

Mental Health Services $2,774,949 $2,292,354 NYSDOH 2010 & 2011 Medicaid HIV/AIDS 
Claims: NYC and Lower Hudson.  

Oral Health Care $1,935,891 $1,529,738 NYSDOH 2010 & 2011 Medicaid HIV/AIDS 
Claims: NYC and Lower Hudson 

Substance Abuse (outpatient) $10,116,619 $9,293,090 OMB Analysis of NYSDOH 2010 & 2011 
Medicaid HIV/AIDS Claims: NYC and Lower 
Hudson 
DOHMH FMS 2010 & 2011 

Non-core Support Services $72,813,006 $77,404,981   
Housing Services $55,604,000 $65,607,000 NYC OMB 
Medical Transportation $2,218,201 $2,037,782 NYSDOH 2010 & 2011 Medicaid HIV/AIDS 

Claims: NYC and Lower Hudson 
Outreach Services $14,990,805 $9,760,199 DOHMH FMS 2010 & 2011 

Total EExpenditures $182,355,262 $175,406,532   
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7) A. Description of Clinical Quality Management Program.   
(1)) CQM Narrative. 
(a) CQM Plan and Infrastructure. The CQM program is a joint venture between the NYS AI and the DOHMH, also 

involving collaboration with WCDOH, PHS, the PC, consumers and providers. DOHMH contracts with NYS AI to 
conduct the majority of CQM activities with DOHMH oversight. The CQM program includes all service categories with 
intensive efforts focused on: EIS, food and nutrition services, MCM, mental health, outpatient and ambulatory health 
services, substance abuse, and SCF. 

The program assists RW medical and support service providers in implementing effective CQM plans, obtains and 
analyzes quality performance data, identifies areas for improvement, and implements learning strategies and technical 
support to improve service quality. The CQM plan was updated in FY2012 to reflect current program activities and goals, 
and to emphasize co-management of the program with NYS AI.  

(i) Vision/Mission, Purpose and Goals. The CQM program’s mission is to collaborate with service providers and 
infected/affected communities to improve the health and well-being of PLWHA in the EMA and accelerate measurable 
and continuous progress toward effective outcomes and consumer-centered services.  The plan aims to ensure the highest 
quality of care for all PLWHA with four strategic goals: 1) develop comprehensive performance measurement systems to 
assess the quality of Part A services; 2) assist Part A providers in becoming and remaining skilled in using QI tools and 
methods to enhance the quality of their services; 3) improve health outcomes and quality of life for PLWHA by effectively 
applying quality management methods; and 4) continually respond to the changing needs of the EMA. 

ii, iii, iv) Roles and Responsibilities; FTE; QM Contractors. The FY2012 plan allocates $3 million to CQM and related data 
support, of which $1.8 million supports the NYS AI QM contract. The NYS AI CQM program includes 4.5 FTE NYS 
AI staff led by a Medical Director who works closely with the DOHMH CTHP. Reporting to the NYS AI Medical 
Director is the Project Director, who supervises staff that plan performance reviews, analyze indicator data, assess 
organizational CQM capacity, and convene quality Learning Networks (LNs) for Part A providers of specific services. 
The Program Manager ensures the timeliness of program activities, an administrative assistant handles all administrative 
duties, fiscal staff manage financial aspects of the program, and additional staff provide service-specific expertise to 
address the improvement of service delivery.  

 Four expert NYS AI consultants serve as LN leaders and provide one-on-one TA to providers.  Performance 
reviews are conducted by two contracted peer review organizations, Island Peer Review Organization (IPRO) and the 
NY County Health Services Review Organization (NYCHSRO) as well as by the CTHP REU staff now producing 
performance data from eSHARE. An interagency Steering Committee including key staff members from NYS AI, 
DOHMH, WCDOH and PHS meet monthly to oversee progress in CQM activities, review performance data to 
implement any needed programmatic interventions, and plan CQM projects undertaken by Part A programs. 

v) Resources and Training. DOHMH and NYS AI staff provide TA to address program deficiencies and build CQM 
capacity at individual agencies. The Program has placed QI information, including criteria for organizational standards 
for QM, on the PC’s web site. Additionally, NYS AI staff post CQM projects, key information, and best practices on 
Project Space (a secure web-based portal) and utilize webinars to disseminate information to augment and reinforce 
collaborative LN meetings. Three CQM 101 trainings were offered in the past year to all new Part A providers, attended 
by 111 people from 75 Part A contracts, with four such trainings planned for 2013. A CQM 102 training was also held 
for the PC Consumers Committee.  

(b) Program Processes and Activities. CQM Program methodology is based on the principles of QI and performance 
measurement, employing methods that have been established through the experience of the NYS HIV Quality of Care 
Program, a national leader on HIV/AIDS QI.   

The CQM program focuses on both systemic and provider-level QI activities using comprehensive performance 
measures to assess the quality of Part A programs, while building the skills of Part A providers in using CQM methods 
to enhance the quality of their services. All Part A programs are required to have an internal CQM program and to 
actively participate in the EMA’s CQM program, as specified in all RFPs and contracts. Each agency-level plan must 
include descriptions of: responsibilities and accountability; performance measurement strategies and goals; and two to 
three QI projects.  

NYS AI staff conduct periodic organizational assessments (OA) to review the CQM capacity of Part A providers, 
focusing on the existence of a CQM plan and committee, management’s involvement in the program, and current QI 
projects. NYS AI produces a written CQM capacity assessment, including recommended actions, for each Part A 
provider. In CY2011-2012, 67 OA site visits were conducted. All targeted Part A programs have been required to 
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submit an updated plan for review by NYS AI and the DOHMH; 95% of programs have an approved CQM plan. 
Providers are required to participate in their service category LN, to facilitate learning by sharing successes and 
addressing challenges in a CQM context. LNs increase providers’ CQM competencies, identify and promote best 
practices, provide training on CQM strategies, and review performance data and plan CQM projects. LN meetings, 
periodic webinars, and conference calls maintain the engagement of providers in QI activities.  

With the goal of improving access to, and retention in, high-quality care, DOHMH has partnered with NYS AI to 
develop regional public health collaboratives. (See Section 2, p. 21) All NY Links collaboratives will bring together clinical 
and supportive services providers and community members living with or affected by HIV/AIDS to improve regional 
health outcomes through QI.   

 i) Internal Assessment of Administrative Agency’s CQM Program. Several processes are in place to support the assessment 
of the administrative agency’s CQM Program. First, a DOHMH staff member is responsible for overseeing the CQM 
contract, which includes ensuring plan deliverables are met, identifying gaps in the system, and evaluating the program. 
Another DOHMH staff member is responsible for improving the coordination of LNs and providing DOHMH-led 
TA with an emphasis on using data to improve care. In FY2012 the CQM Program conducted a rigorous assessment to 
evaluate the program’s activities, including LNs, trainings, and performance measurement. The CQM evaluation shows 
that Part A providers who completed the survey are generally satisfied with the program and activities. The results were 
shared with key CQM stakeholders, presented to providers at LN meetings, and will be used to guide next year’s CQM 
program.  

ii) Process to Implement, Monitor and Evaluate CQM Program including Quality Assessment Activities. The EMA has multiple 
systems in place to monitor and assess its CQM program: 1) monthly meetings of senior staff from DOHMH, PHS, 
WCDOH, PC and NYS AI facilitate monitoring of progress; 2) DOHMH staff review progress and monthly CQM 
reports, and co-direct LN meetings and planning calls to ensure that goals are met; 3) CQM data and progress reports 
are presented to the PC; 4) clinical standards are reviewed to ensure compliance with NYS AI and Public Health Service 
standards; 5) providers’ individual CQM plans are reviewed to verify infrastructure development for quality activities; 
and 6) PHS monitors NYS AI contractual and fiscal requirements. 

All programs are expected to follow the Public Health Service standards of care. Several mechanisms collect 
performance data on the quality of clinical services. Part A performance indicators have been developed for a number 
of service categories, including mental health, food and nutrition, substance abuse treatment, and MCM. Since 2002, 
Part A-specific data have been collected by contracted external review agencies who conduct on-site chart reviews. 
Chart reviews ensure that clinical practices are aligned with Public Health Service standards as well as standards 
established by NYS AI. To support evaluation and improvement of clinical outcomes as well as clinical practices, the 
EMA (via eSHARE), also collects primary care status measures (PCSM) - the documentation of primary care visits, 
treatment status, CD4 tests and VL tests -  at least every 120 days from programs offering services beyond linkage to 
care.   
 In 2011, the EMA initiated a Part A portfolio-wide client satisfaction survey process, in order to systematically 
integrate client perspectives into evaluation and QM and streamline survey efforts across agencies. In collaboration with 
the PC and with input from the PC Consumers Committee, the EMA developed a survey tool applicable to all service 
categories. DOHMH piloted the survey among 65 NYC agencies representing six Part A service categories. Results 
from the pilot will be reported and used in PC and committee processes, as well as provider LNs, in the fall of 2012.   

The NYS HIV Quality of Care Program routinely evaluates clinical care provided to PLWHA throughout NYS through 
self-reported performance data submitted by clinical facilities through the eHIVQUAL platform. Performance data 
collected includes indicators that address clinical visits, various clinical and psychosocial screenings, viral load suppression, 
and ART management. Over 140 participating facilities are located in the EMA. Results are used as a guide to the quality of 
HIV care being provided.   

iii) Prioritization, Development and Monitoring of Quality Improvement Projects. Via the LNs, Part A providers receive 
training in reviewing and using performance measurement data to set QI priorities. Programs are initially asked to select 
one priority for improvement using quality data reports/performance data sources, considering criteria based on 
frequency of service, impact of service and feasibility of improvement. By applying these criteria and by coaching 
individual programs to identify areas to improve performance, the QM staff and consultants help to ensure that each 
program will focus its project on a significant quality issue. Through ongoing monitoring, DOHMH and NYS AI staff 
coach individual programs to identify areas for improvement. Group activities in LN meetings also provide a forum to 
review performance data. Frequently, all providers in a LN address a common goal. Providers typically present 
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completed QI projects to colleagues, using storyboards. Projects are discussed among LN participants to promote best 
practices.  

iv) Quality Indicators & Use of MAI Outcome Data.   
(1) Quality Indicators. The CQM program has developed indicators for outpatient/ambulatory health MCM and other 

services. These indicators are measured in addition to PCSMs (including lab values). 
Early Intervention Services. Program indicators include: the number of rapid tests conducted; number and percent of 

reactive results; number and percent of clients confirmed positive and receiving their results; number and percent of 
positive patients linked to care within 90 days; number and percent linked to care within 365 days; and number of 
positives referred to other services (including HIV Prevention).  

Food and Nutrition Services. Current indicators include: baseline nutritional and food security screening within 30 days of 
intake; documentation of client’s ART treatment; and attendance at medical appointments. Indicators are being revised in 
FY2012 with a focus on using eSHARE when feasible. 

Medical Case Management –NYC. In 2011 a workgroup of Part A providers and staff from DOHMH and NYS AI used a 
group decision-making process to identify and rank indicators based on activities’ roles in achieving desired patient 
outcomes. Indicators measure four key activities through eSHARE: receipt of health promotion according to program 
track/intensity; quarterly case conferencing; quarterly home or field-based service visits; and quarterly adherence 
assessments for those on ART.  

Medical Case Management –Tri-County. Indicators measure: the occurrence of a comprehensive intake/assessment and 
treatment adherence assessment within 30 days of initial client contact, with reassessment of each every six months; 
service plan development within 45 days and updated every six months, with clearly defined client-centered goals; 
referrals for services and benefits; disease and treatment education; and regular case conferencing between the patient’s 
medical and social service providers. 

Mental Health. Indicators measure several elements of the annual cognitive assessment; monthly assessments of 
psychiatric medication side effects; regular engagement in HIV primary care; and documentation of coordination of care 
with client’s primary care provider. In early 2012, DOHMH and NYS AI began the process of developing new 
performance indicators, using eSHARE. DOHMH and NYS AI plan to engage providers in late 2012. 

Outpatient and Ambulatory Health Services. Over 30 HIV clinical indicators are reviewed annually, including but not limited 
to viral load suppression, STI screening and management, mental health screening, chronic disease monitoring, annual 
gynecology exam, HCV management and health literacy screening.  

Substance Abuse Services. Indicators include: comprehensive assessment within 30 days of initial contact; annual 
comprehensive assessment; behavioral risk reduction; engagement and retention in services; opiate use assessment; and 
assessment of and referral to HIV primary care. 

Supportive Counseling Services. Indicators include: comprehensive assessment; service plan development; care coordination 
with medical and social services; and monthly client support and engagement activities.  Providers are undergoing the 
same indicator revision process with a focus on category-specific indicators. 

Transitional Health Care Coordination. Indicators focus on a range of performance issues including: the rate of program 
acceptance by clients; the rate of those released with a plan who are connected to care; and the number who are 
maintained in care 90 days post-release.  

(2) Use of MAI Outcome data. DOHMH conducts outcome evaluation for Base and MAI-funded programs, using 
client-level data reported by providers. Routine monthly reports are produced to summarize client enrollment profiles, 
service utilization and data completeness on PCSMs. These data are used by DOHMH to identify areas for 
improvement through CQM and TA activities. MAI outcome evaluation focuses on three service categories: EIS, MCM 
and housing assistance. In FY2011, MAI EIS programs documented 30-day linkage to care for 77% of clients receiving 
an HIV diagnosis through those programs, exceeding the target level. Also in FY2011, MAI-funded care coordination 
programs met the target level of 95% or greater adherence among 77% of clients with an eligible post-baseline 
assessment; this indicator has shown continued improvement over the last two years. Documentation of regular primary 
care in MAI care coordination programs showed some improvement, with 87% of clients having documentation of a 
primary care visit during their last six-month period of enrollment in FY2011. In the MAI-funded housing program, 94 
clients received a housing placement by the end of FY2011; among those placed in the first three months of the year, 
100% remained in that housing placement at the end of the year (at least nine months later). DOHMH uses the MAI 
outcome data to help providers develop tools to improve documentation, intervention implementation, and program 
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evaluation and planning, in addition to recommending priorities for CQM projects and raising provider awareness of 
the importance of complete reporting. MAI outcome data also inform PC decision-making regarding service 
effectiveness and priorities for the EMA. 
v) Current QI Projects and Use of Data to Improve Service Delivery. 
(1) Specific QI projects currently being implemented in EMA. The Medical Case Management-NYC LN has addressed increasing 
program enrollment and staff training interventions to improve progress notes and patient care. The substance abuse 
projects have focused on using a sexual and substance abuse risk reduction tool to address client goals over time and 
implementing techniques to increase retention in substance abuse treatment services. Medical Case Management-Tri-County 
LN projects addressed increasing frequency of and care team participation in case conferences and improving treatment 
interventions in MCM patients. Current food and nutrition projects include increasing patient participation in nutrition 
groups and tracking changes in nutrition-related conditions. EIS providers developed criteria to refer newly diagnosed 
patients to care coordination programs. Recently, mental health providers addressed coordination of care because 
performance scores were generally low. Providers then developed QI projects focusing on an aspect of care 
coordination in their program. Subsequent review scores of coordination of care increased in every mental health 
program, as did primary care engagement. Of late, LNs also focused QI projects on improving documentation of 
PCSM indicators with improvements noted (e.g., 85.3% in 2009 to 99.8% in 2010 among substance abuse providers). 
(2) Use of Data to Improve Service Delivery. CQM and evaluation data guide QI activities and improvement projects, and 
inform TA strategies and shape the development of interventions to promote engagement in medical care. All programs 
are required to verify engagement in primary care, and must link out-of-care clients to medical care. EIS, SCF, food and 
nutrition, and MCM programs have staffing to accompany clients to medical appointments. To promote early 
engagement in care, EIS contracts are paid more for completing the combination of rapid HIV test, confirmatory test, 
and linkage to care. Substance abuse treatment providers have been conducting QI projects to improve patient 
retention in medical services, using the continuum of care model. Recently these providers have also been working on 
developing a measure of incremental change in behavioral risk. eSHARE intake assessment and reassessment forms 
allow them to track clients’ levels and types of behavioral risk reduction over time.  
 Trends identified through the CQM program enable the PC to assess the success of Part A services over time in 
enhancing health care access and improving service quality. Over the last several years, as individual service categories 
have been re-bid, the EMA has added specific PCSMs that measure clients’ utilization of primary care, receipt of ART, 
viral load tests and values, and CD4 count tests and values. These primary care indicators, reported at least every 120 
days by all service categories providing post-linkage services, enable the DOHMH to: a) determine whether specific 
services increase access to and continuity of primary care for Part A clients; b) track virologic and immunologic 
outcomes over time; and c) assist providers in improving the quality of clinical services and clinical outcomes. eSHARE 
has several features to assist providers in improving HIV-related health outcomes, including reminders to signal a 
quarterly update to PCSMs. Data entry forms in eSHARE reinforce Part A program expectations by guiding the timely 
conduct of assessments and services, for improved service quality. In addition to CQM, other initiatives by the EMA 
document the impact of Part A services on clinical outcomes. CHAIN consistently demonstrates that clinical outcomes 
for Part A recipients are more favorable than for PLWHA who do not receive Part A services. Specifically, the CHAIN 
study releases reports regarding care quality, including receipt of the current standard of medical care. Results of 
outcome indicators used to monitor service categories are described in Section 7B.  
7) B. Description of Data Collection and Results. All Part A providers are contractually required and trained to 
collect standardized data for each client encounter. Client data are analyzed and stratified by numerous variables, and 
compared to standard indicator targets. NYS AI and DOHMH report CQM and evaluation data to the PC and to 
providers. PC activities are also informed by data from the CHAIN cohort study, through presentations to specific 
committees and the PC. During the past three years, the DOHMH and NYS AI have engaged in a collaborative process 
of developing performance measures with Part A provider input and presenting service category-level and 
program/agency-level data to those providers for integration into service category-level initiatives, peer learning 
exercises, and individual agency QI efforts. In the past year, the DOHMH and NYS AI have worked together to 
identify appropriate uses of eSHARE for quality performance indicator measurement and reporting. Although some 
aspects of care quality may still be collected through manual chart review, the comprehensive eSHARE database 
includes data collection of most dimensions of service quality. In the pilot application of the newer protocol for 
performance indicator development in the Care Coordination LN, all indicators prioritized by the workgroup were 
determined to be measurable in eSHARE. 
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 (1) MIS System. The EMA completed a Part A reporting systems transition (from AIRS to eSHARE) in September 
2012. eSHARE is web-based, permitting enhanced information-sharing between programs within agencies and real-time 
access to demographic, services and outcomes data at the DOHMH.  eSHARE has been designed with skip patterns, auto-
populations, validation and update rules, and other tools to streamline and guide data entry for end users. With eSHARE, 
BHAPC has greater ability to: 1) evaluate program impact; 2) monitor service delivery according to standards of care; 3) 
track clients across Part A programs; 4) match clients with BHAPC’s HIV registry for merged analyses with surveillance 
data; and 5) de-duplicate clients across programs. eSHARE data reports have been presented to the PC and its committees, 
and most contracted service providers. Required primary care utilization and clinical data form the basis for several core 
indicators (e.g., linkage to care, retention in care, receipt of ART, CD4 counts, and viral suppression) that allow BHAPC to 
evaluate programs in accordance with the NHAS, EIIHA, and the Comprehensive Strategic Plan. In September 2012 the 
DOHMH received notification from HRSA for a SPNS capacity-building grant to fund agency-level RW HIV/AIDS 
Program Services Report (RSR) generation and validation as part of the front-end “reports” menu in eSHARE, to allow 
providers to review their own data for completeness and accuracy. 

(2) QM Data Results. Over the last year, the EMA collected and analyzed the following provider data results, using 
findings to inform work by TA providers and the LNs to improve service quality. Data (except for mental health and 
MCM) are from 2010 client record reviews as the 2011 reviews are not yet final.  

Medical Case Management. DOHMH analyzed eSHARE data from June 2011 through February 2012. This first 
official set of results showed that 80% of clients in the quarterly program tracks, 77% of clients in the monthly track, 
and 52% of clients in the weekly and DOT tracks received health promotion services at the frequency indicated by 
their program track. 68% of eligible clients received ART adherence assessments at least every 120 days. While there 
were no CQM reviews in the Tri-County region in 2011, the MCM providers began projects to improve disease and 
treatment education, a topic selected because of deficiencies noted during chart reviews. 

Mental Health Services. The 2011 quality reviews of 732 patients in 15 programs showed strong aggregate scores in 
annual substance abuse assessment (97.1%). QI projects began to focus on care coordination with primary care 
providers after reported low rates (45.5%) in 2008; subsequently, trimester rates rose by more than 35% between 2008 
and 2011, though it still remains an area of focus. 88.5% of patients assessed were on ART. 

Substance Abuse Services. Among 696 patients in 25 programs, 53% had a substance abuse treatment visit every 60 days 
and those with over 60 days between visits were reengaged 43.7% of the time. Of late, QI projects have emphasized 
assessment and reduction of risk behaviors; accordingly, annual scores of risk behavior assessments increased 
considerably from 59% in 2009 to 82.3% in 2010. These data will be used to work with substance abuse treatment 
providers to identify strategies to engage hard-to-reach patients. 

Supportive Counseling and Family Stabilization. Among 245 patients in six SCF programs, 94.7% had an annual assessment 
of client needs, although components of the assessment scores were generally much lower. Scores for primary care status 
assessment were high (94%), but only 66.5% indicated they had a primary care provider. Over 80% of patients were 
assessed for adherence and treatment barriers. This review data will be used to prioritize areas for improvement. 
(3) Review and Validation of QM Data Results. As previously described, the EMA has multiple systems to monitor and 

assess CQM performance data with the expertise of the NYS AI and DOHMH. CQM data and program progress are 
presented to the PC and committees. The IOC uses CQM performance data to define and modify service models, such 
as substance abuse treatment and mental health.  

(4) Client Level Data Capabilities. Client-level data is collected from 100% of Part A providers, using the DOHMH 
eSHARE data system (replacing AIRS for all EMA reporting by September 2012).    

Process for Client Level Data Collection and Reporting to HRSA.  A substantial amount of effort has been dedicated to meeting 
federal reporting requirements; eSHARE complies with all HRSA and CDC reporting requirements, and the grantee has 
worked with its HRSA reporting partner Data Link, a project of PHS, to complete the 2011 RSR. To prepare for the 2012 
RSR deadline, BHAPC has coordinated with Data Link and IT staff at DOHMH to carry out an interim RSR process in 
July-October, involving the generation of partial-year extracts, application of validation checks to those extracts, and 
communication with individual agencies to follow up on missing or erroneous data well in advance of the end-of-year RSR 
submission to HRSA. eSHARE’s results are already being felt throughout the EMA, through applications in programmatic 
TA, CQM, needs assessment, and priority-setting.  
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GLOSSARY 
 
ADAP: AIDS Drug Assistance Program 
 
AIRS: AIDS Institute Reporting System 
 
ARV/ART: Antiretroviral medications/antiretroviral therapy to fight HIV 
 
CHAIN: The Community Health Advisory Information Network (CHAIN), the New York EMA’s 
longitudinal survey of HIV-positive individuals, initiated in 1994 by the Columbia University Joseph 
L. Mailman School of Public Health.  CHAIN evaluators periodically survey PLWHA living in NYC 
and in Westchester, Rockland, and Putnam Counties.  The base cohort of 700 individuals, recruited 
in 1994-95, was replenished in 1998 and again in 2001-03.  In 2002, an entirely new cohort was 
drawn, and a refresher cohort to the existing NYC cohort was interviewed between 2009 and 2011, 
for a total of 319 new (refresher) participants in NYC.  A cohort of more than 400 residents from 
Westchester, Rockland and Putnam Counties was recruited in 2000-2001.  Recruited primarily in 
social service settings and safety-net medical clinics, the cohort broadly reflects the population of 
low-income PLWHA receiving Part A services, although it may not be representative of PLWHA in 
the EMA as a whole.  CHAIN researchers interview participants to assess their perceived service 
needs, monitor service utilization, and track other key issues, such as frequency of homelessness, 
current and prior drug use, satisfaction with services, and the like.  The survey completion rate has 
exceeded 90% in four of the seven rounds of follow-up interviews. 
 
Coaching: A client-centered service approach that aims to promote patient self-care by providing 
patients with needed information, motivation and skills to adhere to prescribed treatment plans. 
 
Continuum of Care: The continuum of care includes early diagnosis; early entry in and consistent care; 
comprehensive, quality care and treatment; return to care services as necessary; health education and 
coaching; and social support services. 
 
Core Services: Services designated by the U.S. Health Resources and Services Administration (HRSA) 
that must collectively account for no less than 75% of each year’s Part A spending plan.  Core 
services funded by the EMA include AIDS Drug Assistance Program; early intervention services; 
home care; medical case management; mental health services; oral health care; 
outpatient/ambulatory medical care; and substance use services.   
 
CTHP: New York City Department of Health and Mental Hygiene’s HIV Care, Treatment and 
Housing Program in the Bureau of HIV/AIDS Prevention and Control 
 
DOHMH: New York City Department of Health and Mental Hygiene 
 
DPHO: District Public Health Office of the New York City Department of Health and Mental 
Hygiene (DOHMH).  The mission of the District Public Health Offices (DPHOs) is to reduce 
health inequalities across New York City by targeting resources, programs, and attention to high-
need neighborhoods in the South Bronx, East and Central Harlem, and North and Central 
Brooklyn.  DPHO areas are often compared with other NYC neighborhoods or non-DPHO areas 
in NYC as a whole to examine geographic disparities in health resources and outcomes. 
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EMA: Eligible Metropolitan Area under Part A of the Ryan White HIV/AIDS Treatment 
Extension Act of 2009 (“the EMA” refers to the New York Eligible Metropolitan Area, including 
the Bronx, Brooklyn, Manhattan, Queens, and Staten Island and Westchester, Rockland, and 
Putnam Counties). 
 
ECHPP: The Enhanced Comprehensive HIV Prevention Planning Project, a three-year 
demonstration project funded by CDC’s Division of HIV/AIDS Prevention for the twelve 
municipalities with the highest number of PLWA in the United States.  Goals include diminishing 
the number of new HIV infections, connecting PLWH to care and treatment and enhancing health 
outcomes, minimizing HIV-related health disparities, and facilitating a more coordinated response to 
the HIV epidemic in the US. 
 
eSHARE: The electronic system for HIV/AIDS Reporting and Evaluation – a new web-based data 
system built by the NYC DOHMH (with the software developer GCOM) to hold information on 
NYC HIV services and clients.  The system has been implemented in phases, with major releases in 
March and October 2011, and January and March 2012. 
 
Evidence-based: Grounded in principles or service approaches that have been validated by scientific 
studies or programmatic experience. 
 
HATEA: Ryan White HIV/AIDS Treatment Extension Act of 2009 
 
HHC: New York City Health and Hospitals Corporation 
 
HIV: Human Immunodeficiency Virus 
 
HOPWA: Housing Opportunities for People with AIDS 
 
HRSA: U.S. Health Resources and Services Administration 
 
Immunological Health: Status of the body’s immune system, as measured by standardized diagnostic 
tests (e.g., CD4 and HIV viral load) 
 
IDU: Injection drug user 
 
MAI: The Minority AIDS Initiative, instituted by Congress within Ryan White Parts A, B, C, and D 
focuses on the need for HIV/AIDS care within African American and other excessively burdened 
communities. 
 
MCM: Medical Case Management consists of a variety of services that connect clients with medical, 
psychosocial, and other care.  MCM incorporates treatment adherence counseling to confirm 
preparedness for and compliance with complicated medical regimens.   
 
MMP: The Medical Monitoring Project is a surveillance project designed to produce nationally 
representative data on people living with HIV/AIDS who are receiving care in the United States.  
The U.S. Department of Health and Human Services’ Centers for Disease Control and Prevention 
(CDC), in collaboration with the National Institutes of Health (NIH), the Health Resources and 
Services Administration (HRSA), and state and local health departments is conducting MMP across 
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the nation.  MMP aims to gain a deeper understanding of health-related experiences and needs of 
people living with HIV/AIDS who are receiving HIV care in the U.S.  The goals of the project are 
to 1) provide a wide array of locally and nationally representative estimates of behaviors and clinical 
outcomes of persons in care for HIV; 2) describe health-related behaviors; 3) determine accessibility 
and use of prevention and support services; 4) increase knowledge of the care and treatment 
provided; and 5) examine variations of factors by geographic area and patient characteristics.  To 
implement the project, state and local health departments identify all HIV care providers in their 
jurisdictions.  A representative sample of these providers is then chosen.  The health departments 
contact all sampled providers; HIV-infected patients are selected from these sampled providers.  
MMP staff invites each selected patient to participate in a face-to-face interview.  The interview 
takes approximately 45 minutes and includes questions concerning their medical history, use of 
medical and social services, and risk behaviors.  Participants are compensated for their time. 
 
MSM: Men who have sex with men 
 
NHAS: National HIV/AIDS Strategy 
 
Non-core services: Non-core services provided through Part A by the New York EMA include food 
bank/home-delivered meals; housing services, including emergency rental assistance, emergency 
transitional housing, and housing placement; legal services; and psychosocial support services.  
Collectively, these services are not to exceed 25% of the EMA’s portfolio. 
 
NYC: The five boroughs that collectively constitute New York City (Bronx, Brooklyn, Manhattan, 
Queens, and Staten Island) 
 
NYSDOH: New York State Department of Health 
 
Outreach: Strategies, techniques and interventions designed to identify individuals in need of 
particular services and link them to services 
 
PCSM: Primary care status measures, including primary care visits, CD4 and viral load test dates and 
values, and antiretroviral status 
 
PLWA: People living with diagnosed AIDS 
 
PLWHA: People living with diagnosed HIV or AIDS 
 
PLWH: People living with diagnosed HIV  
 
Sociodemographic: Racial, ethnic, socioeconomic, gender, gender identity, and sexual orientation 
characteristics of individuals or groups of individuals 
 
Tri-County: Westchester, Rockland, and Putnam Counties 
 
WCDOH: Westchester County Department of Health 
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EXECUTIVE SUMMARY 
 
The HIV Health and Human Services Planning Council of New York, in conjunction with the New 
York City Department of Health and Mental Hygiene (the grantee), develops a comprehensive 
strategy to guide the Part A program of the New York Eligible Metropolitan Area (EMA), 
comprised of the five boroughs of New York City and Westchester, Rockland, and Putnam 
Counties.  Drawing upon this strategy, the Planning Council sets priorities, allocates resources, and 
develops a yearly Part A spending plan for $121 million in federal funding for treatment and care for 
People Living with HIV/AIDS (PLWHA). 
 
With passage of the Ryan White HIV/AIDS Treatment Extension Act of 2009 (HATEA), Congress 
reauthorized the Ryan White program through fiscal year 2013.  HATEA emphasizes the 
importance of HIV primary care and other core medical services.  Under HATEA, funding 
recipients are required to allocate at least 75% of their Ryan White awards to core medical services 
and the remaining 25% to supportive services.  The HIV/AIDS Bureau (HAB) of the Health 
Resources and Services Administration (HRSA) dispenses the federal dollars for treatment and care 
and requires grantees to develop a comprehensive strategic plan to serve as a framework for service 
planning in 2012-2015. 
 
This latest version of the EMA’s comprehensive strategic plan identifies goals, objectives, and 
indicators for the EMA for 2012-2015.  The plan capitalizes on the EMA’s accomplishments to 
date, while considering emerging challenges related to the evolving epidemiology of HIV/AIDS in 
the EMA and changes in the HIV service environment.  Consistent with guidance from HRSA, this 
comprehensive strategic plan focuses on HIV primary care and treatment, prioritizes flexibility to 
target resources where they are most needed and where they will have optimal impact, and ensures 
accountability via outcome measurements and evaluation of program effectiveness.    
 
This plan acknowledges that substantial changes are underway in the health care delivery system.  
With the implementation of legislation and programs including the National HIV/AIDS Strategy, 
the Patient Protection and Affordable Care Act (health care reform), the Early Identification of 
Individuals Living with HIV/AIDS, Healthy People 2020, as well as Medicaid redesign and 
Medicaid managed care in New York State, the EMA will continue to observe, adjust, and 
potentially reconfigure services.  
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THE EMA’s HIV/AIDS EPIDEMIC 
 
The New York EMA has the country’s largest and most complex HIV/AIDS epidemic.  Since the 
beginning of the epidemic, more than 200,000 New Yorkers have become infected with HIV and 
more than 100,000 have died.  Although no area in the EMA has been spared, the burden of disease 
falls most heavily in an arc that cuts from the South Bronx through Central and East Harlem and 
Lower Manhattan and down into Central Brooklyn.  As of December 31, 2010, 115,496 individuals 
in the New York EMA had been diagnosed and reported and were presumed to be living with 
HIV/AIDS.  Certain demographic groups were hit particularly hard: 51,677 of the total PLWHA 
were Black (not Hispanic) and 37,432 were Hispanic, meaning that a total of 77% of PLWHA were 
Black or Hispanic. Out of the total 115,496, the majority (70.5%) was male; the most heavily hit age 
groups were 45+ years (60.9%) and 20-44 years (37.6%); and by risk exposure, the largest 
demographic group was comprised of men who have sex with men (33.5%).   
 
As of September 30, 2011, 110,736 individuals had been diagnosed and reported in New York City 
and were presumed to be living with HIV/AIDS.  This number represents an increase of 1.7% from 
2009 and 12% from 2006.  Among the 3,481 new diagnoses of HIV/AIDS in New York City in 
2010, more than three-quarters (76.6%) were among men, while almost one-quarter (23.4%) 
occurred among women.  Almost half (48.3%) were among men who have sex with men, and 
slightly over one-fifth (21.4%) occurred among persons reporting heterosexual transmission risk.  
More than three-quarters (78.6%) were among Blacks and Hispanics.  The highest proportions of 
new diagnoses were in Manhattan and Brooklyn.  The good news is that the number of new 
diagnoses dropped by 8% between 2009 and 2010, and new diagnoses have dropped 16% since 
2006.  Moreover, deaths from all causes dropped 9% between 2009 and 2010, and deaths from all 
causes have dropped 30% since 2006. 
 
As of December 31, 2009, the latest year for which data are available, the Tri-County region was 
home to 4,802 persons living with HIV/AIDS.  Westchester County residents comprised 80.9% of 
living cases, followed by Rockland at 16.4% and Putnam at 2.7%.  The Tri-County epidemic heavily 
impacts people of color, with Blacks and Hispanics comprising 73.7% of the living cases, and 
another 6.1% reported as multi-race.  Males account for 61.1% of those living with HIV/AIDS, and 
79.6% of all living cases are age 40 and over.  Heterosexual contact at 28.8% has overtaken injection 
drug use (IDU) at 27.1% as the leading risk factor for the living cases, with men who have sex with 
men a close third at 23.1%.   
 
The majority of PLWHA in the New York EMA are low income.  Many have substance use and 
mental health problems and experience a variety of socioeconomic stressors, such as unstable 
housing.  HIV prevalence is disproportionately higher among inmates than among people who have 
not been incarcerated. 
 
THE EMA’s CONTINUUM OF CARE 
 
The Institute of Medicine has cited the New York EMA’s care continuum as a national model.1  The 
EMA’s care continuum relies on close collaboration with federal, state, and local governments and 
strongly emphasizes evidence-based prevention and care strategies.  The total federal HIV/AIDS 

1 Institute of Medicine, National Academy of Sciences.  Public Financing and Delivery of HIV/AIDS Care: Securing the Legacy of Ryan White.  
2004. 
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grant funding for FY 2010 in New York State is $510,753,520,2 with a substantial portion of the 
total supporting services in New York City.  The EMA collaborates with other governmental 
partners to ensure the use of Ryan White grant dollars as the payer of last resort.   
 
Despite a robust State Medicaid system and generous non-Ryan White federal dollars, important 
gaps remain in the continuum of care that Ryan White Part A funding fills with its unique flexibility 
and strategic planning.  The New York City Department of Health and Mental Hygiene is the 
grantee for the EMA.  Using Ryan White funding, the EMA administers more than 190 service 
contracts strategically located in areas with the heaviest burden of morbidity and mortality.   
 
MAJOR CHALLENGES 
 
In 2010, more than one-fifth (21.8%) of PLWHA in New York City received their HIV diagnosis 
concurrently with their AIDS diagnosis, meaning that several years elapsed between when they were 
first infected and when they became aware of their HIV status – years in which they could have 
benefited from medication, lessened the impact of the disease on their immune system, and reduced 
the risk of transmitting the infection to others by reducing risk behaviors and taking medications, 
thereby reducing their viral load and helping to reduce the community’s viral load.  The 
socioeconomically disadvantaged groups on whom the burden of HIV disease falls most heavily 
have fewer opportunities to access comprehensive care and, even when they do enter care, more 
frequently stop adhering to their medication regimen and drop out of care.  At the same time as they 
are living with the burden of HIV disease, many also contend with addiction, mental illness, and 
housing instability, all of which contribute to the complexity of treating the disease and increase 
costs.  The EMA, moreover, is one of the most densely populated and complex service 
environments in the country, and language and cultural intricacies further complicate the delivery of 
treatment and care services.     
 
AN IDEAL HIV/AIDS CARE SYSTEM 
 
Despite these challenges, the EMA’s goal is the same for 2012-2015 as it was for 2009-2012: all 
people living with HIV residing in the New York EMA will have equal access to comprehensive 
health and social services in order to achieve the best possible quality of life and health outcomes, 
thereby contributing to controlling the epidemic.   
 
The Comprehensive Strategic Plan for HIV/AIDS Services 2012-2015 builds on the successes of 
the previous Comprehensive Strategic Plan for HIV/AIDS Services 2009-2012, with the goal of 
advancing further toward an HIV/AIDS care system with equal access to excellent outcomes for all.  
Although neither a cure nor a vaccine exists, HIV is much more manageable with linkage to and 
maintenance in care and with adherence to a patient-centered treatment plan.  The EMA’s basic 
goals in developing this comprehensive plan are to diminish health care disparities and to help every 
person living with HIV/AIDS to access timely, client-centered, high quality, and linguistically and 
culturally appropriate care.  Collaboration between the New York City Department of Health and 
Mental Hygiene (DOHMH), Westchester County Department of Health (for Westchester, 

2 Total Federal Grant Funding – Kaiser State Health Facts.  Accessed at 
www.statehealthfacts.org/comparetable.jsp?ind=528&cat=11.  This funding includes CDC, HOPWA, SAMHSA, OMH, and Ryan 
White. 
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Rockland, and Putnam Counties), State, and federal agencies will maximize the ability of health care 
and service providers to offer a comprehensive care continuum. 
 
GOALS AND OBJECTIVES FOR 2012-2015 
 
To advance the EMA’s vision of an outstanding HIV/AIDS treatment and care system, the 
Comprehensive Plan for HIV/AIDS Services in the New York EMA establishes the following goals 
and objectives for 2012-2015: 
 
Goal 1:  Increase the number of individuals who are aware of their HIV status. 
Objective 1a: To ensure expanded access to voluntary HIV rapid testing across health care and 
social support service provider settings, by the end of 2013. 
Objective 1b: To decrease delayed diagnosis of HIV, by the end of 2014. 
 
Goal 2:  Promote early entry into HIV care. 
Objective 2: To increase the proportion of newly diagnosed individuals who enter into primary care 
within three months of HIV diagnosis, by the end of 2013. 
 
Goal 3:  Promote optimal management of HIV infection. 
Objective 3a:  To increase retention in HIV care and treatment, by the end of 2013. 
Objective 3b: To increase the proportion of clients who have an optimal level of ART adherence, 
by the end of 2013. 
Objective 3c:  To increase viral suppression, by the end of 2014. 
Objective 3d:  To improve immunological health, by the end of 2014. 
Objective 3e:  To decrease reliance on acute care, by the end of 2014. 
  
Goal 4:  Reduce HIV/AIDS health disparities. 
Objective 4a:  To reduce (and then maintain below significance) socio-demographic differences in 
delayed diagnosis of HIV, by the end of 2014.   
Objective 4b:  To reduce (and then maintain below significance) socio-demographic differences in 
prompt linkage to HIV/AIDS care following HIV diagnosis, by the end of 2013. 
Objective 4c:  To reduce (and then maintain below significance) socio-demographic differences in 
retention in primary medical care, by the end of 2013.  
Objective 4d: To reduce (and then maintain below significance) socio-demographic differences in 
viral suppression, by the end of 2014.  
 
Goal 5:  Ensure that the EMA has a robust plan for the cost-effective delivery of HIV 
services.  
Objective 5a:  To respond to changes in HIV service delivery as a result of the implementation of 
the Affordable Care Act and the redesigned New York State Medicaid program.   
Objective 5b: To create a working group comprised of City, State, provider and consumer 
representatives to take a leadership role in adapting to Medicaid redesign and health care reform and 
to report back to the full Planning Council. 
Objective 5c:  To coordinate HIV services across funding streams in the NY EMA.   
Objective 5d: To conduct and report on economic evaluation analyses of Ryan White Part A 
services, by 2015. 
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MONITORING THE 2012-2015 PLAN 
 
Along with these goals and objectives, the EMA has established a framework for monitoring and 
evaluating the Comprehensive Strategic Plan.  For each objective, the EMA has collected and 
reviewed local baseline data.  The EMA will gauge progress against two sets of specific, measurable, 
time-bound indicators – one for the Part A program, and another for all HIV/AIDS care services 
across the EMA.  The EMA will measure progress according to data derived from several data 
sources, including HIV/AIDS surveillance data, the EMA’s longitudinal client cohort study 
(CHAIN), the CDC-funded Medical Monitoring Project (MMP) in NYC, required client-level data 
submitted by Ryan White contractors and NYC rapid testing data from providers funded through 
HIV prevention resources. 
 
The EMA believes that an evidence-based strategic plan, focused on specific health outcomes and 
well-defined strategies, is the best way to influence the health of PLWHA in this jurisdiction.  The 
EMA will release results against the time-bound monitoring and evaluation indicators in regular 
written reports.  In its annual process of assessing needs, developing service models, setting 
priorities and allocating resources, the Planning Council will use information gleaned via monitoring 
and evaluation to address documented quality issues, close service gaps, and enhance the 
performance and impact of the Part A portfolio.  
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CHAPTER I: WHERE ARE WE NOW? 
 
Introduction: 
 
More than 9.7 million people live in the New York Eligible Metropolitan Area (NY EMA), including 
the five boroughs of New York City (NYC) and Westchester, Rockland and Putnam counties north of 
New York City.  The EMA has a much higher rate of poverty (20.1% compared to 15.1% nationally), a 
more diverse population with a greater proportion of Black and Hispanic residents (52% versus 28%), 
and more foreign-born persons (37% versus 11%) than the United States as a whole.  Through its Ryan 
White Part A grant, the NY EMA provides a broad range of services to address the physical and 
psychosocial needs of PLWHA who are uninsured or underinsured and need assistance in order to 
maintain or restore their health and well-being.   
  
Program Overview: Administrative Structures: 

 
The Mayor of New York serves as the CEO of the NY EMA.  The Mayor has designated the New 
York City Department of Health and Mental Hygiene (DOHMH) as administrative and fiscal agent for 
Part A.  The EMA’s Ryan White program is administered by the Care, Treatment and Housing 
Program (CTHP) in the DOHMH Bureau of HIV/AIDS Prevention and Control, headed by an 
Assistant Commissioner.  The HIV Health and Human Services Planning Council of New York 
(Planning Council), a group of Mayoral appointees, assesses needs, develops service models, assesses 
the efficiency of the administrative mechanism, and sets priorities for and allocates the grant funds to 
medical and social support services for treatment and care for PLWHA. The Planning Council is 
comprised of health and social services providers, advocates, consumers, and governmental members 
and is headed by a Governmental Co-Chair, who reports (along with his staff) to the Deputy 
Commissioner for the Division of Policy and External Affairs in the DOHMH, and a Community Co-
Chair, who is elected by the membership. 
 
DOHMH has executed two master contracts to administer subcontracts for the provision of HIV 
services in the EMA. DOHMH has designated Public Health Solutions (PHS) as its master 
contractor for Part A services in NYC. Subcontracts in Westchester, Rockland and Putnam Counties 
are administered by the Westchester County Department of Health.  
 
The EMA has received Ryan White Part A funding since 1991 and with this funding has established 
an HIV care continuum that has been cited as a national model by the Institute of Medicine. Primary 
medical care is supported in part by Medicaid and delivered through a network of AIDS clinical 
centers and New York State’s HIV Uninsured Care Program (also supported by Part A).  Early 
identification strategies and early intervention services identify out-of-care PLWHA and link them to 
services, while medical case management initiatives work with individuals to help them maintain 
their regular primary care medical visits and take medications as prescribed.  Part A supports a range 
of core medical and non-core support services designed to link PLWHA to care and improve 
medical outcomes.   
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A: The Local HIV/AIDS Epidemic 
 
CY 2010 Epidemiologic Profile:  
 
Since 1981, over 200,000 residents of NYC have been infected with HIV, and more than 100,000 
have died.  In New York City, 3,481 individuals were diagnosed with HIV; 2,520 were diagnosed 
with AIDS; and 110,736 persons were living with HIV/AIDS as of December 2010.i  These 
numbers clearly demonstrate the need for increased early intervention and HIV care services.  The 
figure below illustrates the growth of the epidemic in NYC:  

 
Figure 1.1: Persons Living with HIV or AIDS (PLWHA), NYC, 1981-2010  

 
 

HIV Prevalence (See Epidemiology Table): 
 
As of December 31, 2010, there were 115,496 known PLWHA in the EMA, representing 1.2% of 
the total population.  Applying the Centers for Disease Control and Prevention (CDC) estimate that 
21% of PLWHA are unaware of their status, the actual number of PLWHA in the EMA as of 
December 2009 may have been as high as 145,458 individuals. Among diagnosed PLWHA, 70.5% 
were male; 44.7% were non-Hispanic Black; 32.4% were Hispanic; 20.4% were non-Hispanic white;  
1.6% were Asian/Pacific Islander (API); and 0.2% were Native American.  People aged 45 and older 
accounted for 60.9% of PLWHA. By exposure category, 33.5% were men who have sex with 
(MSM), 19.7% had heterosexual risk, and 16.9% were injection drug users (IDU).   
  

 For events reported through June 30, 2011. Prior to 2000, HIV was not reportable in New York State. 
 From this point forward, non-Hispanic Blacks will be referred to as Blacks, and non-Hispanic whites will be referred to as whites. 
 Due to the fact that exposure category is not identified for a portion of reported HIV and AIDS cases, risk-based figures do not add 

up to 100%. 
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HIV/AIDS Cases by Demographic Characteristics and Exposure Category: 
 
People Living with HIV (PLWH): As of December 31, 2010, the number of persons diagnosed, 
reported and presumed to be living with HIV (non-AIDS) in the NY EMA was 45,635 individuals, 
or 39.5 % of the total PLWHA population. PLWH were 70.0% male, 43.9% Black, 29.9% Hispanic, 
23.0% white, and 1.9% API.  By exposure category, MSM was 38.9%, heterosexual sex was 19.6%, 
IDU was 9.3%, and MSM/IDU was 1.6%.  
 
People Living with AIDS (PLWA): As of December 31, 2010, 69,861 people were reported and 
presumed to be living with AIDS in the EMA, representing 60.5% of all known PLWHA. When 
compared to PLWH, those who had an AIDS diagnosis were more likely to be male, Black or 
Hispanic. Persons who reported IDU exposure were disproportionately represented among PLWA 
compared to PLWH: 21.9% of PLWA were IDU, and an additional 2.8% were MSM/IDU. 
 
New AIDS Cases:  There were 9002 new AIDS cases diagnosed in 2008-2010, 51.3% among 
Blacks and 32.1% among Hispanics. More than two-thirds (70.9%) were among males. The largest 
exposure category among new AIDS cases was MSM (32.1%), followed by heterosexual exposure 
(24.6%) and IDU (10.2%). Nearly one in four new HIV diagnoses in NYC in 2009-2010 was 
followed by a “concurrent” diagnosis of AIDS (i.e., within 31 days), indicating an initial recognition 
of HIV infection late in the course of the disease. Hispanics, Blacks, IDU, the foreign-born and 
persons age 50 and over were more likely to have a concurrent AIDS diagnosis than other 
populations. 
 
HIV Epidemiology in the Tri-County Region: As of December 31, 2009, the latest year for 
which data are available, the Tri-County Region was home to 4,802 persons living with HIV/AIDS.  
Westchester County residents comprised 80.9% of living cases, followed by Rockland at 16.4% and 
Putnam at 2.7%.  The Tri-County epidemic heavily impacts people of color, with Blacks and 
Hispanics comprising 73.7% of the living cases, and another 6.1% reported as Multi Race.  Males 
account for 61.1% of those living with HIV/AIDS, and 79.6% of all living cases are age 40 and 
over.  Heterosexual contact at 28.8% has overtaken injection drug use (IDU) at 27.1% as the leading 
risk factor for the living cases, with men who have sex with men a close third at 23.1%.  Of the 57 
New York counties outside of New York City, Westchester was reported with the most living 
HIV/AIDS cases, the second highest rate of living HIV/AIDS cases, and the highest rate of newly 
reported HIV diagnoses.  In fact, of the 57 counties, Westchester, Rockland and Putnam were 
among the 10 counties with the highest rates of new diagnoses of HIV in 2009.  Of the Tri-County 
Region’s newly reported AIDS cases in 2009, 25.9% were diagnosed concurrently, i.e., within 30 
days of an HIV diagnosis, and 35.4% were diagnosed late, within one year of an HIV diagnosis.   
 
Disproportionately Impacted Populations: NYC is the epicenter of the U.S. epidemic. Within the 
EMA, the epidemic continues to disproportionately impact the poorest and most vulnerable 
communities. 
 
Blacks and Hispanics:  Minority populations are disproportionately affected by HIV/AIDS. In 
2010, Blacks represented 25.1% of the overall NYC population but accounted for 44.7% of 
PLWHA.  Blacks accounted for 47.7% of new HIV diagnoses, and 52.5% of AIDS diagnoses as of 
December 2010 in New York City. Hispanics comprise 27% of the EMA’s population, but 
represented 32.5% of PLWHA in New York City at the end of 2010, 30.9% of HIV diagnoses, and 
31.2% of AIDS diagnoses.  In 2009-2010, Black PLWHA had an age-adjusted death rate twice as 
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high as whites.  At the start of 2010, Black men represented 27.8% of all PLWHA (39.3% of all male 
PLWHA) in NYC but accounted for 35.8% of all PLWHA deaths (50.3% of male PLWHA deaths) 
in the first half of that year.ii,iii  Blacks are more likely than Hispanics, whites and API in NYC to be 
diagnosed late in the course of infection.iv Once in care, Blacks are more likely than other PLWHA 
to have persistently high viral load.v 
  
Homeless and Unstably Housed: Single adults who are homeless are 16 times more likely to be 
newly diagnosed with HIV than other New Yorkers. During a three-year-period, more than 3,100 
HIV-positive New Yorkers used the NYC homeless shelter system. HIV/AIDS prevalence among 
adults who use the shelter system (3,612 per 100,000 population) is nearly twice as high as 
prevalence in the NYC general adult population. Among homeless New Yorkers, HIV/AIDS 
prevalence is roughly twice as high among Blacks as whites (4,075 vs. 2,154 per 100,000) and nearly 
two-thirds as high among Hispanics (3,491).vi 
 
Formerly Incarcerated Individuals: New York State (NYS) and NYC inmates are 
disproportionately affected by HIV/AIDS.  HIV/AIDS prevalence among NYC correctional 
inmates is 5.2% (4.7% among males and 9.8% among females), a prevalence several times higher 
than in the EMA’s general population.vii  In 2008, an estimated 3,500 inmates under NYS custody 
had a diagnosis of HIV/AIDS upon release from prisons.viii Over two-thirds of NYS inmates return 
to NYC and reside in seven zip codes in Central Harlem, Brooklyn and the Bronx. ix Based on data 
on HIV prevalence and number of releasees from city and state correctional settings, the EMA 
estimates that 3,800 correctional inmates with diagnosed HIV were released to the EMA annually 
from city and state facilities, or 11,400 over the three-year period of 2008-2010. (Information is not 
available on the number of federal inmates released to communities in the EMA.) 
 
Men Who Have Sex with Men: Men who have sex with other men have been disproportionately 
impacted by the HIV epidemic since its earliest days.  In 2010, more than one-third (34.1%) of 
PLWHA had MSM behavior as their transmission risk.  The second largest percentage of PLWHA 
(25.8%) had an unknown transmission risk, and the third largest percentage of PLWHA (19.2%) had 
a heterosexual risk.  Within the population of PLWHA whose transmission risk was MSM behavior, 
the largest percentage of deaths was among Black MSM (42.7%), followed by Hispanic MSM 
(29.2%) and by White MSM (27%).x 
 
Foreign-Born Individuals: Among the 3,481 New Yorkers who were newly diagnosed with HIV 
in 2010, 1,083 (31%) were born in a foreign country.  From 2006-2010, the number of new 
diagnoses among foreign-born individuals in New York City was stable while the number of 
diagnoses among non-foreign-born individuals dropped.  Among foreign-born males newly 
diagnosed with HIV in 2010, 87% had MSM risk and 10% had heterosexual risk.  Among newly 
diagnosed foreign-born females in New York City in 2010, 99% had heterosexual risk.  Foreign-
born New Yorkers from all regions (Africa, Asia, Caribbean, Central America, Europe, and South 
America) were more frequently diagnosed concurrently with HIV and AIDS than individuals who 
were not foreign-born.  On a positive note, mortality among foreign-born individuals was lower 
than mortality among non-foreign-born New Yorkers.  PLWHA from the Caribbean had the 
highest mortality among immigrant groups.xi 
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Unmet Need Estimate for 2010: 
 
The EMA estimates that approximately one-third (35%) of persons diagnosed, reported, and 
presumed to be living with HIV or AIDS were not in care in 2010. The estimate represents 39% of 
persons living with HIV (non-AIDS) and 32% of persons living with AIDS.  
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Using routine surveillance data, the EMA compared the number of PLWHA with the number of 
people presumed to be receiving HIV-related medical care as indicated by CD4 and viral load tests 
performed in calendar year 2010 and reported through June 30, 2011. As of December 31, 2009, 
40,327 PLWH and 62,896 PLWA were diagnosed, reported, and presumed to be living in the EMA.  

 
In 2010, 35,928 PLWHA were estimated not to be in care.  Unmet need actually may be 
overestimated due to the large number of PLWA diagnosed in NYC before 2000 who are currently 
classified as living and not in care (N=13,821).  An unknown number of these individuals may be 
deceased or no longer living in NYC.  
 
Demographics of Unmet Need: In 2010, persons living with HIV were more likely to be out of 
care than persons living with AIDS (39% vs. 32%). Among PLWH, estimated unmet need is higher 
among Blacks (40.8%) and Hispanics (36.7%) than among Whites, and higher among persons aged 
20-29 (38.7%), 30-39 (42.0%), and 40-49 (39.4%) than among persons over 50. By risk categories 
among PLWH, IDU and individuals with heterosexual exposure are more likely to have unmet need 
than MSM, although PLWHA with unknown risk have the highest level of unmet need (48.1%).   
 
EIIHA/Unaware Estimate for CY 2009:  
 
Although the exact HIV prevalence in the EMA remains unclear, methods using sampling direct 
calculation and back-calculation have been used to estimate the size of the undiagnosed population 
locally and nationally.  The most universally accepted national estimate is that generated by the 
CDC,xii which used extended back-calculation to estimate that approximately 21% of all persons 
living with HIV infection are undiagnosed. Applied to the New York EMA, this estimate suggests 
that the number of PLWHA as of December 31, 2009 constitutes only 79% of total infections, and 
that an additional 26,764 persons are infected but undiagnosed.   
 
B: Current Continuum of Care 
 
A continuum of care, as defined by HRSA’s HIV/AIDS Bureau, is “An integrated service network 
that guides and tracks clients through a comprehensive array of clinical, mental, and social services 
in order to maximize access and outcomes.”  The EMA’s care continuum has been designed to 
advance three major goals: (1) increased awareness of HIV status; (2) early entry into primary care 
and retention in care; and (3) optimal management of HIV infection.  
 
Ryan White Funded:  
 
Part A (through 195 contracts, including Base and Minority AIDS Initiative contracts) reaches more 
than 19,000 PLWHA. Part A delivers services to non-Medicaid eligible individuals and provides 
health promotion services not covered by Medicaid. Part A plays a strategic role in the EMA’s HIV 
response because of its gap-filling function, allowing the EMA to develop service models that enable 
PLWHA to overcome obstacles to favorable medical outcomes by promoting early entry into 
medical care and supporting ongoing engagement in care.  The following categories of services are 
provided to PLWHA in the NY EMA through Part A programs.  
 
Early Intervention Services Including HIV Testing: The EMA prioritizes efforts to promote 
widespread knowledge of HIV serostatus. The FY 2011 allocation (Base and MAI combined) was 
$11.7 million, or 11% of total allocations.  In addition to fixed location testing sites, the EMA 
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supports mobile testing services, community-based testing promotion initiatives, extensive case-
finding outreach, and borough-wide initiatives in the Bronx and Brooklyn, with the goal of having 
100% of residents in these high-burden areas know their HIV status. With studies indicating that 
routine HIV testing in health settings detects HIV in twice as many people as risk-based testing 
alone, the EMA has worked to integrate the routine offer of voluntary HIV testing into all health 
care encounters.  Twenty-eight Part A and MAI contracts reach more than 50,000 individuals with 
early intervention services, which include routine HIV testing and linkage to care for newly 
diagnosed individuals or PLWHA who have been out of care for nine months or more. Part A 
funding also supports testing in a STD clinic in a high risk neighborhood in the Bronx; testing for 
incarcerated individuals who decline the first offer of an HIV test during their jail intake; and testing 
in 16 Part A harm reduction, recovery readiness, and relapse prevention programs.  Prevention 
funding supports an additional 30 testing contracts in New York City.  
 
ADAP: Supported with $9.6 million of Part A funding in FY 2011 (9.1% of total allocations), the 
AIDS Drug Assistance Program (ADAP) provides essential HIV medications to uninsured and 
underinsured individuals. New York’s ADAP program has an expansive formulary, including not 
only all antiretrovirals but also prophylaxis and treatment for opportunistic infections, medications 
to treat mental illness and substance abuse disorders, and other drugs needed to provide 
comprehensive care to the EMA’s diverse PLWHA population. 
 
Medical Case Management: Part A and Minority AIDS Initiative (MAI) medical case 
management services are located throughout the EMA, with a focus on high-prevalence 
neighborhoods in the South Bronx, Upper and Lower Manhattan, Central Brooklyn and Southern 
Westchester. New York City’s care coordination program employs a medical home model, in which 
programs are located in or integrally linked with a state-licensed medical care provider. In addition, 
the EMA supports transitional care coordination for homeless or unstably housed PLWHA, with 
the goal of stabilizing living situations and linking individuals to ongoing case management and 
medical care. Care coordination activities include client needs assessment, service navigation, health 
education and promotion interventions, medication adherence interventions, client-centered support 
and health coaching, assistance with benefits and other social services, and regular reassessments, 
with continual reporting of client outcomes and adjustments, as needed, to clients’ care plans.  Part 
A medical case management funds also support discharge planning and linkage to HIV primary care 
for incarcerated and recently released PLWHA.  For FY 2011, the Planning Council allocated $33.6 
million, or 32% of total allocations, to medical case management.   
  
Outpatient/Ambulatory Health Services: Part A supports six outpatient medical care programs 
including the New York State Uninsured Care Program (ADAP+) and outpatient bridge care 
programs affiliated with care coordination or transitional care coordination contracts. The HIV 
Uninsured Care Program supported with Part A funding provides an essential safety net for low-
income PLWHA who are not Medicaid-eligible or who are awaiting initiation of Medicaid benefits. 
The outpatient bridge care program is time-limited, transitional medical care provided off-site to 
special populations not ready to engage in “traditional” clinic-based medical care.  The FY 2011 
allocation was $7.9 million, or 7.45% of total allocations.  
 
Substance Abuse Services: Part A supplements Medicaid-funded clinically oriented interventions 
with harm reduction, recovery readiness services and relapse prevention interventions that are 
designed to address the factors that prevent many clients with substance abuse problems from 
accessing services. Part A supports 26 programs serving nearly 4,000 PLWHA annually.  For FY 
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2011, the Planning Council allocated $10.1 million, or 9.5% of total allocations, to outpatient 
substance abuse services.  
 
Mental Health Services: Fifteen Part A mental health services programs complement Medicaid by 
reaching PLWHA not Medicaid-eligible and by covering interventions not reimbursed by Medicaid, 
including interventions to improve treatment adherence, patient retention, and coordination of care. 
Annually, Part A provides mental health support to more than 2,500 PLWHA.  The FY 2011 
allocation to this service category was $6.1 million, or 6% of total allocations. 
 
Home Health Care: Four Part A contracts provide comprehensive home health services to 750 
uninsured and underinsured PLWHA.  In FY 2011, the allocation to home health care was $1.5 
million, or 1.43% of the total allocations. 
 
Oral Health Care: Part A funding supports one oral health care services program in the Tri-County 
region, which has fewer alternative resources to support oral health care.  In FY 2011, the allocation 
to this service category was $121,796, or 2.4% of total allocations.   
 
Housing Services: In recognition of the severe burden that homelessness and housing instability 
places on vulnerable PLWHA, the EMA undertakes priority efforts to provide safe and stable 
housing to PLWHA to promote improved health outcomes.  In FY10, Part A, including MAI, 
provided rental assistance to 537 clients, permanent housing placement assistance to 491 individuals, 
and transitional housing to 290 PLWHA.  Part A provides transitional care coordination for 
homeless or unstably housed PLWHA, helping to stabilize their living situations and linking them to 
long-term case management and care.  Seventeen programs were funded in 2011.  The FY 2011 
allocation was $11.6 million, or 11% of total allocations.   
 
Other Support Services: The EMA invests in a range of non-core support services that promote 
health care utilization and contribute to good health. Fourteen Part A food and nutrition services 
(supported by an allocation of $6.6 million) include home-delivered meals, congregate meals, pantry 
bags, food vouchers, and/or nutritional assessment and counseling.  These programs also support 
client engagement in medical care, with service navigation support to those out of care. Part A 
services also support 13 legal services with an allocation of $4.5 million  and six psychosocial 
support programs with an allocation of $2.2 million as well as one medical transportation provider 
with an allocation of $255,000 in the Tri-County region.   
 
Other Parts: PLWHA in the New York EMA also benefit from services provided through Ryan 
White Parts B, C, D, and F.  Part B grants are distributed to the 50 states (as well as to the District 
of Columbia, Puerto Rico, Guam, the US Virgin Islands, and US Pacific Territories or Associated 
Jurisdictions).  Part C finances complete primary care within outpatient locations for PLWH.  Part D 
funds care for families, including outpatient or ambulatory care targeted to women, infants, children, 
and young people living with HIV/AIDS.  Part F offers financial backing for the Special Projects of 
National Significance Program, providing novel paradigms of care and providing for the expansion 
of efficient and successful delivery systems for HIV care; the AIDS Education and Training Centers 
Program, providing backing for a network of 11 regional bases and a number of national centers 
offering education and training for health providers caring for PLWHA; the Dental Reimbursement 
Program and the Community-Based Dental Partnership Program, supporting oral health care for 
PLWH; and the Minority AIDS Initiative, offering financial backing to tackle the unequal burden of 
HIV/AIDS in minority populations. 
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Non-Ryan White Funded:  
 
Non-Ryan White funders of services to PLWHA include the joint federal-state Medicaid program, 
Medicare (increasingly important with the aging of the population), the federal Housing 
Opportunities for People with AIDS (HOPWA) Program, and HIV/AIDS Services Administration 
(HASA), a program of the New York City’s Human Resources Administration (HRA).  Services 
provided to PLWHA in the NY EMA include: 
 
Outpatient/Ambulatory Health Services: Both Medicaid and Part A programs in the EMA 
increase access to continuous outpatient medical services working to ensure that every PLWHA has 
a medical home, an aim that will be further supported by implementation of the Medicaid Health 
Home initiative beginning in 2012.  This central locus of clinical and support services aims to ensure 
each PLWHA’s access to comprehensive case management, care coordination and health 
promotion, comprehensive transitional care, patient and family support, and linkage to community 
and support services.  The EMA has 32 hospitals that are Designated AIDS Centers (DACs).  These 
are state-certified, hospital-based programs that serve as the hubs for a continuum of hospital and 
community-based care for persons with HIV infection and AIDS.  The Centers provide state-of-the-
art, multi-disciplinary inpatient and outpatient care coordinated through hospital-based case 
management.  DACs with pediatric and obstetrical departments also provide specialized HIV care to 
infants, children, and pregnant women.   
 
Inpatient and Outpatient Care: In FY2010, Medicaid reimbursed inpatient care for 19,769 
PLWHA (at a total cost of $568 million) and outpatient care to 49,257 PLWHA (at a cost of $198 
million). Nearly 35,000 PLWHA benefited from Medicaid-covered laboratory services used to 
monitor patients’ health status and adjust medication regimens where indicated.  
 
HIV Medications: Medicaid provided HIV-related medications to 53,000 PLWHA, with total HIV 
medication expenditures exceeding $777 million in 2010. 
 
Substance Abuse Services: Medicaid provides substance abuse services to more than 20,000 
PLWHA at a total cost of $298 million, including inpatient services, outpatient support, and other 
interventions. Various federal and state programs also support a diverse network of substance abuse 
treatment services delivered by more than 300 facilities in NYC. More than 70 drug treatment clinics 
have been certified to administer buprenorphine substitution therapy for opiate addiction. 
 
Mental Health Services: The Community Health Advisory & Information Network (CHAIN) 
project, a longitudinal cohort study of PLWHA in the NY EMA, has found that access to 
comprehensive primary care and HIV case management correlates with improved medical outcomes 
for PLWHA with mental health challenges.xiii To further improve health care utilization and enhance 
health outcomes, the EMA invests in mental health services specifically tailored for PLWHA. 
Medicaid covers mental health services for more than 21,500 PLWHA, at an annual cost of $214 
million. Medicaid-funded mental health services include inpatient care and psychotherapy and 
outpatient mental health services provided by qualified clinicians and institutional providers. 
 
Home Health Care: Both Medicaid and the NYS HIV Uninsured Care Program reimburse home 
health services for qualified individuals.   
 

22 

Oral Health Care for low-income PLWHA is primarily supported by Medicaid.  
 

Housing Services: HOPWA, a program of the US Department of Housing and Urban 
Development, supports permanent and emergency housing and housing-related services.   
 
Non-Medical Case Management:  Since the early years of the epidemic, NYC has provided 
streamlined access to housing assistance, entitlements and social services. In 2011, HASA served 
32,661 PLWHA, as well as nearly 13,000 family members of HIV-positive individuals.xiv Black and 
Latino PLWHA account for 84% of HASA clients in 2011. Following a comprehensive client 
assessment, HASA case managers work with NYC eligibility specialists to link PLWHA to 
entitlements, such as cash payments, Medicaid, federal disability benefits, nutrition and 
transportation grants. 
 
Other Support Services: HASA provides NYC-funded work readiness training, computer training, 
and skills-building workshops to hundreds of unemployed PLWHA in NYC, helping prepare them 
for re-entry into the job market.  
 
How RW-Funded Care/Services Interact with Non-RW Funded Services to Ensure 
Continuity of Care: 
 
Coordination of Services and Funding Streams: By maximizing coordination among diverse 
service systems and funding streams, the EMA is able to provide one of the most comprehensive 
and flexible HIV/AIDS care continuums in the country.  
 
Medicaid: New York State estimates that 56% of PLWHA in the EMA are Medicaid recipients, 
with 59,915 PLWHA receiving Medicaid services in 2010, at a total cost of nearly $2.3 billion. While 
the state share of Medicaid is exclusively borne by the state throughout most of the U.S., local 
governments contribute approximately half of the state’s share in NY.  Such cost-sharing enables 
NYS to offer the most comprehensive Medicaid coverage in the country. Part A resources are 
directed toward critical services not reimbursed by Medicaid, such as early intervention, medical case 
management with treatment adherence support including directly observed therapy, housing 
assistance, and low-threshold counseling to reduce substance abuse. At the service delivery level, 
Part A contractors also participate in Medicaid, and the EMA enforces policies ensuring that Part A 
is the payer of last resort. Future changes related to Medical Health Homes, Medicaid managed care 
and other changes in the Medicaid program that affect EMA service priorities will be monitored 
through 2014. DOHMH commissioned a report on New York State Medicaid regulations and 
impending changes that may impact the current Ryan White portfolio of services. This report will be 
used for future service model development, priority setting and funding allocations. 
 
Medicare: According to data from the MMP and CHAIN, approximately 20-25% of participating 
PLWHA in NYC are enrolled in Medicare.xv Many Medicare-eligible PLWHA are dually eligible for 
Medicaid, resulting in overlap between multiple payment sources. NYSDOH routinely assesses the 
impact of Medicare Part D prescription drug coverage on the demand for Part A-funded ADAP 
services.  Because Medicare Part D has more restrictive drug formularies than Medicaid, NYSDOH 
ensures that its ADAP formulary includes important classes of drugs that are not covered by 
Medicare (e.g., atypical antipsychotics and antidepressants that are crucial for the care of PLWHA 
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with chronic and severe mental illness).  ADAP also covers the costs of medications for PLWHA 
who incur out-of-pocket expenses as a result of the “donut hole” in Medicare Part D.  
 
Veterans Affairs: Providers assess clients for past military service and provide the opportunity for 
veterans to seek HIV care at VA facilities, while advising clients they are not obligated to obtain care 
from the VA. The VA provides special support benefits beyond medical care that complement and 
occasionally exceed Ryan White services. 
 
Housing Opportunities for Persons with HIV/AIDS Programs (HOPWA): HOPWA 
supports permanent and emergency housing and housing-related services while Ryan White 
supports transitional housing, rental assistance and housing placement assistance.  Resource 
allocations and services are coordinated between the two programs to ensure optimal use of grant 
funds. In 2011, the Planning Council entered into a Memorandum of Understanding with the 
HOPWA program to develop an integrated HIV housing plan that maximizes coordination and 
improves health and housing outcomes. 
 
CDC Prevention: In 2010, DOHMH received approximately $50 million from federal and local 
funders to provide a comprehensive array of evidence-based HIV prevention services in New York 
City.  These services include routine HIV screening in clinical settings and targeted testing in non-
clinical settings, free male and female condom distribution, partner services, syringe services and 
harm reduction, social marketing, and behavioral risk reduction counseling.  DOHMH distributed 
36.3 million male condoms, one million female condoms, and more than 10.9 million packets of 
lubricant to facilitate safer sexual behaviors. DOHMH has consolidated oversight of all publicly 
funded HIV testing initiatives with shared planning and technical assistance (TA) for HIV care and 
prevention programs to promote knowledge of HIV status and linkage to care. In 2010, DOHMH 
clinics and DOHMH-funded programs conducted 263,347 HIV tests, yielding 1,478 confirmed 
positive tests, and Ryan White-funded programs accounted for more than 67,886 rapid tests and 382 
confirmed positive test results. 
 
Services for Women and Children: In FY10, Medicaid spent more than $800 million on HIV 
related outpatient services for women, infants, children and youth in the EMA. Part A services 
reduce barriers and support engagement in care for this population.  HRSA allows Part A and Part B 
programs to waive the Ryan White minimum expenditure requirement for women, infants, children 
and youth. Accordingly, the EMA submits a prospective waiver for the minimum expenditure 
requirement for each of these populations.   
  
Local and Federal Funds for Substance Abuse/Mental Health Treatment Services: The 
DOHMH Prevention Program received $1.32 million from SAMHSA to expand access to rapid 
HIV testing and linkage to care in mental health and substance abuse programs in high-need 
neighborhoods, to expand substance abuse and mental health screening and services for Black and 
Hispanic PLWHA in NYC, and to support ongoing planning and systems-level integration of 
substance abuse, mental health and HIV services in NYC.  
 

 Under the Medicare drug prescription law passed in 2003, Medicare temporarily discontinues payments for beneficiaries’ drug 
purchases once an annual spending limit is reached, resuming them only after the patient has spent thousands of dollars out of pocket.  
This is popularly referred to as the Medicare “donut hole.”  Financial exposure is especially severe for individuals with HIV and other 
chronic diseases who need thousands of dollars in medications annually.   
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Other Ryan White HIV/AIDS Program Funding: The EMA uses MAI funds to support 
housing services, early intervention, and medical case management in high-need minority 
neighborhoods. At the agency level, more than one-third of Part A contractors (36%) also have Part 
B contracts. Twelve NYC medical case management care coordination programs also have Part C or 
D contracts. Part F provides funding for 19 Dental Reimbursement programs for PLWHA in the 
EMA, and Medicaid covered dental services for more than 25,339 PLWHA in FY10.  
 
Challenges to the Continuum of Care: How the Service System Has Been Affected by State 
and Local Budget Cuts and How the Ryan White System Has Adapted:  
 
State and Local Budget Cuts and Service Continuum Trends/Adaptation of RW Programs: 
Austerity measures in New York State are having an impact on the Medicaid program, affecting the 
nearly 60,000 PLWHA in the EMA who depend on the program. As part of a statewide redesign of 
the program, the State aims to reduce Medicaid spending by $2.375 billion in FY2011-2012, 
including across-the-board rate reductions and caps on total program growth. As part of the 
Medicaid redesign, ART medications are now subject to prior authorization requirements for fee-
for-service program components, utilization controls for drug formularies have been implemented, 
and Part D wraparound Medicaid coverage has been eliminated, resulting in increased burden on the 
state’s ADAP program. Utilization limits have been established for numerous behavioral health 
interventions, and the HIV-specific case mix adjustment for home health care has been eliminated.  
 
In addition to Medicaid reductions, recent cutbacks have also been made to City-funded health 
programs due to fiscal challenges. NYC’s public hospitals, which care for nearly 20,000 PLWHA 
annually, expect to lose $174.5 million in Medicaid funding in 2011-2012 as part of reductions in the 
State budget, as well as $16 million in general City support in the 2012 fiscal year. Cuts were also 
made in the current fiscal year to screening programs for co-factors for HIV, such as STIs and 
substance abuse. New funding does not necessarily lead to an expansion of services, but may be 
used to maintain essential services. The EMA is monitoring the impact of these and future budget 
cuts on HIV services and uses Ryan White funding to maintain essential gap-filling services while 
adhering to payer of last resort requirements.  Additionally the EMA is monitoring the 
implementation of health reform and Medicaid redesign for chronic care and behavioral health, 
including the multi-year roll-out of health homes which is likely to have an impact on several Ryan 
White service categories.    
 
C: Needs and Gaps3 
 
Data on service need and gaps derive primarily from the EMA’s CHAIN project.  Using defined 
criteria, CHAIN researchers determine whether PLWHA have a documented need for a particular 
service, then compare the need with actual service utilization to quantify intervention-specific service 
gaps. These figures reflect gaps in service utilization and may not indicate actual lack of service 
availability. Interviews with PLWHA conducted in 2009-2011 identified the following service gaps: 

3 Please note that sections C (description of need) and E (description of gaps) on the HRSA outline have been collapsed into Section 
C in this plan. 
 CHAIN is a longitudinal cohort study in place since 1994, providing ongoing information on the characteristics, co-morbidities, care 

needs, and care patterns of PLWHA in the EMA. More than 2,000 PLWHA have completed at least four interviews conducted by 
researchers at the Mailman School of Public Health at Columbia University. The CHAIN cohort is broadly representative of the 
PLWHA population in the EMA, with modest over-representation of Black men and women and Latino men; the cohort even more 
closely represents the EMA’s Part A clients. 
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Treatment Support: Of the 36% of sampled NYC PLWHA who indicated a need for support 
adhering to antiretroviral therapy (ART), 42% (37% in Tri-County) were not receiving such services.  
 
Medical Case Management: Of the 40% of sampled NYC PLWHA who indicated a need for 
medical case management, 81% (46% in Tri-County) were not receiving such services.  
 
Mental Health Services: Of the 51% of sampled NYC PLWHA who indicated a need for mental 
health services, 28% (20% in Tri-County) were not receiving such services. 
 
Substance Abuse Services: Of the 45% of sampled NYC PLWHA who indicated a need for 
substance abuse services, 62% (45% in Tri-County) were not receiving such services.  
 
Housing Assistance: Of the 85% of sampled NYC PLWHA who indicated a need for rental 
assistance, 18% (29% in Tri-County) were not receiving such assistance. Of the 15% of NYC 
PLWHA who indicated a need for permanent housing placement, 7% (8% in Tri-County) were not 
receiving this service.   
 
Food or Nutritional Assistance: Of the 91% of sampled NYC PLWHA who indicated a need for 
food support, 54% (43% in Tri-County) were not receiving such services. Of the 71% of sampled 
NYC PLWHA with evidence of need for nutritional counseling services, 71% (84% in Tri-County) 
were not receiving such services.    
 
Focus Group Data: Consumer focus group participants in 2009 identified mental health services, 
housing assistance, and medical outreach as the top three services for promoting access to HIV 
primary care, supporting the Planning Council’s decision to allocate funds for mental health services, 
housing services, and support for new transitional care coordination for homeless or unstably 
housed PLWHA. Focus group participants’ prioritization of medical outreach also supported the 
Planning Council’s continuation of case finding and linkage programs for newly diagnosed young 
people. 
 
Service Utilization Trends: Evidence that a notable percentage of newly diagnosed persons have 
not entered HIV primary care within three months after testing HIV-positive resulted in funding for 
early intervention services as well as an HIV self-management education workshop for persons 
recently diagnosed with HIV. 
 
Capacity Development Needs Resulting from Disparities in the Availability of HIV-Related 
Services in Historically Underserved Communities and Rural Communities: The EMA has a 
longstanding history of providing HIV services using multiple resources including Ryan White and 
Medicaid.  The availability of HIV-related services in specific communities is not an issue for the 
EMA. 
 
D: Barriers to Care4 
 

4 Please note that the order of sections in the guidance from HRSA has changed and that Section G in the outline has become Section 
D in the comprehensive plan. 
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This section highlights barriers obstructing awareness of HIV status as well as the special needs and 
barriers to care for populations whose service needs, HIV prevalence or incidence rates are growing.  
 
Client Barriers: 
 
A myriad of priority needs and cultural challenges impede awareness of HIV status among New 
Yorkers. Cultural challenges faced by target group members are diverse and dependent on many 
factors, including an individual’s ethnic background.   
 
Barriers to Testing: 
 
Black and Hispanic Populations: Blacks and Hispanics at high risk for HIV infection may 
experience barriers including stigma associated with HIV, cultural and language differences, and no 
self-perception of being at risk for HIV.  
 
Substance Abusers/IDUs: Injecting and non-injecting drug users experience stigma related to 
their drug use, potentially inhibiting their disclosure of risk behavior to service providers. Their drug 
use, and being under the influence of drugs, may impede their efforts to seek or receive testing and 
medical services. 
 
MSM, MSM of Color, Young MSM: Men who have sex with men may not disclose their sexual 
activities to providers and, when offered a test, they may refuse testing, fearing the perception of 
others. Young MSM may experience homelessness, lack of family support, and limited access to 
health care. They also may not perceive themselves to be at risk for HIV.  MSM of color may be 
additionally challenged by stigma associated with homosexuality, limited access to culturally sensitive 
care, and linguistic differences. 
   
Partners of PLWHA: Research has shown that MSM partners of PLWHA are likely to engage in 
risky sex.  Additionally, a person living with HIV may not be willing and/or able to disclose their 
status to their partners due to shame or stigma. Further, they may be reluctant to report their 
partners to testing programs or to the health department. For those who meet anonymously through 
clubs or social websites, contact information of the partners to allow for contact tracing is often 
unavailable. Even when contacted, partners may be reluctant to respond, especially to a government 
agency. 
 
Incarcerated/Releasees: Individuals currently incarcerated may reject HIV testing for fear that it 
may lead to their being perceived and treated differently by other inmates. Because movement 
within the jails is restricted and closely monitored, it is challenging for inmates to discretely seek 
HIV testing services. Recent releasees may decline an offer of HIV testing as they focus on priorities 
related to re-engagement and survival in the community.  
 
Transgender Individuals: For transgender persons, the barriers that obstruct their HIV awareness 
include being marginalized from society and having other survival priorities such as housing, 
income, and/or personal safety. Transgender persons who exchange sex for money or drugs may be 
reluctant to disclose this behavioral information to service providers.  
 
Exchangers of Sex for Money/Drugs: People who exchange sex for money or drugs often have 
other basic priorities, such as food, shelter, and personal safety, which take precedence over 
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knowing their HIV status. For fear of stigma or criminalization/legal penalties, they often do not 
disclose their risky behavior to service providers.  
 
Users of Commercial Sex Services: Users of commercial sex venues and clients of sex workers are 
unlikely to disclose their behaviors to others, making them harder to identify. Owners of commercial 
sex venues sometimes are distrustful of government for fear of business closure and, as a result, are 
often not interested in collaborating with health departments. They are sometimes unwilling to allow 
public health activities, such as HIV testing or HIV prevention education, to be provided on their 
premises, fearing that these activities may negatively affect their business. 
 
Foreign-Born: Persons who are foreign born may not be aware of HIV and HIV risk. In some 
cultures, there is high stigma associated with HIV, and even HIV testing, due to associations with 
homosexuality and drug use. Fear of exposure may impede undocumented individuals from seeking 
services: foreign-born individuals may fear any interaction with government agencies because of 
concerns about deportation. Differences in culture and language may also add to the barriers to 
testing for the foreign-born. 
 
Homeless/Unstably Housed: Homeless and unstably housed individuals are often focused on 
their daily survival, with HIV testing a low priority.  Given their housing status, individuals in this 
target group may not have the resources to seek health care and may not know where and/or how 
to access HIV testing services. 
 
Barriers to Treatment and Care: 
  
The Planning Council identified six populations whose HIV prevalence or incidence rates or service 
needs are growing: 1) women of color; 2) MSM and transgender persons of all ages; 3) young men 
who have sex with men (YMSM) of color; 4) PLWHA age 50 and over; 5) immigrants; and 6) 
homeless and unstably housed persons. 
 
Women of Color. Black and Hispanic women are disproportionately affected by HIV/AIDS in the 
EMA, accounting for 93% of new HIV diagnoses among women in NYC in 2010.xvi While women 
accounted for 29% of PLWHA as of December 31, 2010, they represented 42% of Part A clients in 
FY2010, with women of color accounting for 93% of Part A female clients. Heterosexual 
transmission accounts for more than 74% of new diagnoses among women.xvii 
 
HIV/AIDS cases among women increased from roughly 21% of all cases in 1990 to 29% in 2010. 
In 2010, there were nine times as many black women (ages 15-44) living with HIV/AIDS as white 
women of the same age in NYC. The highest prevalence of female HIV/AIDS cases is in the City’s 
most impoverished neighborhoods – the South Bronx, Central Harlem, and Central Brooklyn. 
  
Women confront unique health care challenges that increase the cost and complexity of HIV care 
and contribute to poorer health outcomes. Many women are diagnosed late in the course of HIV 
infection, with 23% of newly diagnosed women in NYC in 2010 receiving an AIDS diagnosis within 
31 days.xviii HIV-positive women enrolled in the EMA’s CHAIN study are less knowledgeable than 
their male counterparts regarding primary medical providers and social service agencies in their 
neighborhood of residence. A substantial share of Part A female clients are involved with the 
criminal justice system, presenting considerable challenges in ensuring appropriate, continuous care 
as inmates transition to the community. 
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Women living with HIV in NYC are more likely than male PLWHA to have persistent high viral 
load.xix Barriers to health care for women include poverty, as well as lack of access to transportation 
or affordable child care. In comparison to the more affluent Manhattan borough, women living in 
poor neighborhoods in the Bronx and Brooklyn represent a disproportionate share of new HIV 
diagnoses.xx Women ages 40-49 comprise the largest proportion of new HIV infections among 
females. Older PLWHA are more likely to have additional health problems – such as diabetes, 
cancer, hypertension, and heart problems – increasing the cost and complexity of care.  
 
Women with HIV have health care and social service needs not typically shared with men, such as 
the need for gynecological care, child care and family-centered services.  While child care and family-
centered services are needed by both men and women, the responsibility for these areas tends to fall 
more heavily on women.  Women enrollees in CHAIN are more than twice as likely as heterosexual 
male study participants to report domestic violence, which is associated with poor treatment 
adherence. In the Tri-County region, women living with HIV/AIDS enrolled in CHAIN are more 
likely than men to have a need for transportation and rental assistance.   
 
MSM and Transgender Persons of All Ages: In 2008-2010, MSM accounted for 48.1% of new 
HIV diagnoses in the EMA. MSM represent the largest share of new male HIV diagnoses in every 
NYC borough and in the Tri-County region.  
 
Substance use during sex contributes to the continuing large proportion of new diagnoses among 
MSM. NYC MSM who use hard drugs (e.g., cocaine, crystal meth) are nearly three times more likely 
to engage in unprotected anal intercourse with a casual partner, and Hispanic MSM who used drugs 
during their last sexual encounter were more than seven times more likely to have engaged in 
unprotected anal intercourse than Hispanic MSM who did not use drugs.xxi 
 
In addition to MSM, transgender individuals are at considerably elevated risk of HIV infection. 
Newly diagnosed transgender individuals are more likely to be Black or Hispanic than newly 
diagnosed non-transgender persons (90% vs. 80%) and more likely to be diagnosed under age 30 
(66% vs. 29%).xxii Transgender PLWHA experience significant barriers to care. Among newly 
diagnosed male-to-female transgender individuals in NYC, 36% reported substance use, 27% had a 
history of incarceration, and 7% had experienced homelessness.  
 
According to a nationwide survey of health departments and AIDS program officers, the stigma 
associated with homosexuality and discriminatory attitudes of some providers frequently impede 
HIV service access for Black MSM.xxiii Lending support to this finding, a DOHMH survey of MSM 
found that Black and Hispanic MSM are significantly less likely than whites to have disclosed their 
same-sex attraction to their health care provider.xxiv 
  
The unique intersection of poverty and race/ethnicity for MSM and transgender PLWHA increases 
the complexity and cost of care. Although MSM on average are more likely to have viral suppression 
than other risk exposure categories in NYC, they have the highest mean viral load among persons 
with detectable viral load.xxv A significant number of HIV-positive MSM are immigrants, who 
experience many of the health care barriers faced by other foreign-born PLWHA.  In 2009, 24% of 
newly diagnosed MSM in NYC were foreign-born, with the Caribbean and Central and South 
America accounting for 74% of newly diagnosed MSM immigrants.xxvi 
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Compared to white MSM, MSM of color are less likely to be in HIV care within three months of 
their HIV diagnosis, and Black and Hispanic MSM are more likely than whites to receive a 
concurrent AIDS diagnosis.  In 2010, among MSM newly diagnosed, 16% were concurrently 
diagnosed with HIV and AIDS.xxvii MSM recipients of Part A services are predominantly Black and 
Hispanic and are more likely than white MSM to be low-income and less likely to have private health 
coverage. MSM of color participating in the CHAIN study report the widest service utilization gap 
of any transmission risk category with respect to utilization of ART, with 33% not accessing 
treatment. Three out of four MSM of color in CHAIN who need substance abuse services and 69% 
of those requiring supportive mental health services are not receiving them.  Almost two-thirds of 
MSM of color in the CHAIN cohort who are homeless or unstably housed are not obtaining 
permanent housing assistance. 
 
Young MSM of Color (YMSM): The EMA is witnessing an increase in HIV diagnoses among 
YMSM. Men under age 30 accounted for more than 49% of new diagnoses among MSM in NYC in 
2009.xxviii While the annual number of new HIV diagnoses remained stable for most age cohorts of 
MSM in 2005-2009, new diagnoses rose more than 50% among MSM ages 20-24.xxix Black MSM are 
more likely to be diagnosed at a young age, with 18% of newly diagnosed Black MSM occupying the 
13-19 age group in 2009.xxx The annual number of new HIV diagnoses in this population is high, 
with 1,298 YMSM of color having been diagnosed with HIV in 2009-2010.  
 
According to DOHMH surveys, YMSM of color frequently use drugs and alcohol.  A 
disproportionate share of the estimated 13,400 homeless young persons in the EMA are MSM of 
color, and the chaotic life conditions associated with unstable housing significantly increase the risk 
of HIV infection and reduce utilization of needed services.xxxi A recent multi-city survey of HIV-
positive MSM (including those in NYC) found that 47% reported childhood sexual abuse, with such 
abuse 2.6 times and 1.8 times as likely to be reported by Hispanic and Black MSM, respectively, as 
by whites.xxxii These challenges can create intensive service needs for YMSM of color and contribute 
to poor medical outcomes. In 2008, only 38% of PLWHA ages 13-19 exhibited viral suppression, 
compared to more than two-thirds among PLWHA ages 50+.xxxiii 
 
PLWHA Age 50 and Over: HIV prevention and care in NYC increasingly require a focus on older 
populations. As a result of medical advances, PLWHA are living longer. Even in the general 
population of NYC, 12% of persons are now 65 and older,xxxiv and that percentage is expected to 
double by 2030. As of December 31, 2010, an estimated 43,355 individuals over age 50 in the EMA 
were living with diagnosed HIV/AIDS, including 13,628 over age 60. The proportion of NYC 
PLWHA over age 50 increased from 30% in 2005 to 40% in 2010. People over 50 accounted for 
17% of new HIV (non-AIDS) diagnoses in 2009-2010. Among persons over age 50 and newly 
diagnosed in 2009-2010, 82% are Black or Hispanic. 
 
Newly diagnosed PLWHA over age 50 are significantly more likely to test HIV-positive late in the 
course of infection. Older males are especially likely to be diagnosed late. In 2009, the proportion of 
concurrent diagnoses among men 50-59 was higher than among females. Nearly one in three 
(29.1%) newly diagnosed persons 50 and over did not enter HIV primary care within three months 
of diagnosis in 2009-2010. Furthermore, 34% of PLWHA ages 50-59 and 39% of PLWHA 60 and 
over at the end of 2009 had no evidence of receiving HIV primary care in 2010. Among older 
PLWHA, annual age-adjusted death rates in 2009-2010 (23.7 per 1,000 population) were more than 
twice the rate of HIV-negative whites, nearly three times the rate of HIV-negative MSM, and two 
times the rate of PLWHA generally.  

30 

 
As PLWHA age, effective medical management of HIV requires the ability to simultaneously 
manage conditions commonly associated with aging. CHAIN participants over 50 are more than 
twice as likely as participants under age 35 to report having hypertension, nearly three times as likely 
to report having heart problems, twice as likely to report having diabetes, and nearly three times as 
likely to report suffering from arthritis or rheumatism.xxxv The need to manage HIV and numerous 
other health problems, as well as a limited number of providers effectively trained to manage the 
chronic health problems of older adults, creates substantial challenges in addressing the HIV-related 
needs of older PLWHA. In addition, a study of older PLWHA in NYC indicates that many report 
struggling with the impact of stigma, substance abuse, and the deterioration over time of supportive 
social networks.xxxvi 
 
Immigrants: Foreign-born individuals comprise a rising percentage of new HIV diagnoses in NYC, 
increasing from 17% in 2001 to 28% in 2010. This increase in HIV diagnoses tracks the increase of 
the foreign-born among the EMA’s population as a whole. American Community Survey Data show 
that 37.2% of the NYC population was born outside the U.S. Common regions of birth for newly 
diagnosed immigrants in the EMA are the Caribbean, Central and South America, and Africa. 
Among newly diagnosed New Yorkers, women are more likely to be foreign-born than men.xxxvii 
 
Foreign-born individuals are especially likely to be diagnosed late in the course of infection. While 
21% of all U.S.-born NYC cases were diagnosed concurrently with HIV and AIDS in 2009, 29% of 
foreign-born individuals had concurrent diagnoses.xxxviii Foreign-born PLWHA confront barriers to 
care, including limited access to mainstream information and support systems, and difficulty locating 
linguistically and culturally appropriate services. Fear and stigma, which are especially pronounced 
for undocumented individuals, deter many from seeking care or accessing needed services or 
support. In the NYC borough of Queens, with 47.7% foreign-born residents, more than 16% of 
households in 2009 lacked health insurance coverage, compared to the national average of 12.5%.xxxix  
 
Homeless and Unstably Housed: Nearly 37,000 homeless men, women, and children slept at 
least one night in NYC municipal shelters in 2011, a number that may reach near 40,000 in winter 
months. This does not include the more than 2,600 unsheltered individuals who live on the streets, 
in parks, or under bridges.xl Homelessness creates difficult and potentially life-threatening conditions 
for PLWHA. An analysis of 2010 NYS AIDS Institute Reporting System (AIRS) data suggests that 
29% of HIV-positive NYC Part A clients were unstably housed at last update. Housing instability 
among PLWHA receiving Part A services appears to be increasing as the epidemic becomes more 
heavily concentrated among poor, multiply-diagnosed individuals. Black homeless individuals are 
twice as likely as whites to be HIV-infected. 
 
More than 60% of HIV-positive enrollees in CHAIN who report being unstably housed also report 
substance abuse problems, 55% report mental health disorders, and nearly one in four report having 
been hospitalized due to mental illness. Compared to CHAIN participants who are stably housed, 
homeless CHAIN participants are five times as likely to lack an HIV primary care provider, almost 
twice as likely to fail to receive medical care when they need it, and almost 50% more likely to drop 
out of care. In the CHAIN study, homeless cohort members are 47% less likely to receive ART than 
cohort members with stable housing and over 80% less likely to adhere to ART regimens.  In 
comparison to stably housed CHAIN participants, homeless participants are 85% more likely to 
have a low CD4 count (below 200), and 76% more likely to have a high viral load.  
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When PLWHA are homeless or unstably housed, the cost of HIV care is significantly increased.  
Unstably housed CHAIN participants are 44% more likely to need hospitalization than participants 
who are stably housed in their own place. CHAIN participants who receive housing assistance are 
more than 2.5 times as likely to enter HIV primary care as those who do not receive assistance. 
CHAIN participants who receive housing assistance are 23% more likely than other unstably housed 
participants to remain in care.xli  
 
Systemic Barriers: The health care environment is changing.  Hospitals are closing, downsizing and 
redefining themselves.  Care is increasingly shifting to outpatient settings.  Successful health care 
providers will be those who best understand the needs of their communities and forge partnerships 
that recognize the strengths that different parties bring to the table.  The role of the Ryan White 
program is expected to change in response to the implementation of Health Care Reform and 
Medicaid redesign.  The impact that Health Care Reform and Medicaid reform, including the 
establishment of health homes for individuals with chronic illness, will have on the Ryan White 
program is unclear at this time and will evolve through 2014 as these programs are fully 
operationalized.  Additionally, the HRSA Monitoring Standards requirement of Medicaid 
certification for Part A contractors providing potentially reimbursable services may alter the current 
service model, reducing the significant role of community based organizations in providing services 
for hard-to-reach populations who may not seek mainstream care in licensed facilities. 
 
Program and Provider Barriers:  
 
The health care and HIV support system is in transition with many unknowns at this time.  The 
national and local economic slow-down has resulted in lost revenues including reductions in 
Medicaid reimbursement, yield from fund raising efforts, and other grant funding.  Providers often 
experience staff turnover, and substantial time and effort are devoted to training new staff.  
Individuals who do not have a primary care provider may use the emergency department for 
sporadic care, resulting in poor management of chronic conditions and poorer health outcomes and 
placing a strain on the health care system.  Providers are being asked to do more with less while 
caring for acutely ill individuals in the emergency department or inpatient setting.  HIV counseling 
and testing may not be their highest priority, and they may not have the resources to offer these 
services unless they receive special funding.   
 
Testing Barriers:  
 
In June of 2010, New York State law was changed to reduce barriers to HIV testing.  The changes 
were implemented in order to facilitate routine HIV screening in clinical settings, per CDC’s 2006 
revised recommendations,xlii and enable individuals who are infected to take care of their own and 
others’ well-being.  HIV testing (with limited exceptions) must be offered to individuals between the 
ages of 13 and 64 during primary care visits, in emergency rooms, and in inpatient settings.  
Documented oral consent may now be used with HIV tests that can process results in one hour or 
less.  Other simplifications in consent procedures include the ability to use a signed general consent 
to medical treatment, rather than a separate written consent for HIV testing in clinical settings.  
Tests are to be offered to people being treated by physicians, physician assistants, nurse 
practitioners, and midwives.xliii 
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E: Description of Priorities for the Allocation of Funds:5 
 
In FY11, the New York EMA received $121 million in Part A and MAI funding from HRSA for 
treatment and care services for PLWHA.  As part of the annual prioritization of Part A services, the 
HIV Health and Human Services Planning Council of New York employs a ranking tool that uses 
multiple criteria to prioritize services: payer of last resort (15%); access to care and/or maintenance 
in care (35%); consumer priority (25%); specific gaps/emerging needs (15%); and core/non-core 
(10%).  The Planning Council allocates funds to the following service categories using 
epidemiological and other needs assessment data.    

5 This is Section D in the HRSA guidance. 
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Table 1.2: Service Category Information – New York EMA 
 

HRSA Service Category Name EMA Service Category Name Service Category Summary 

Early Intervention Services 

Early Intervention Services  
HIV testing in clinical and community-based settings with linkage to HIV medical care.  

Outreach to Homeless and/or 
Street Youth 

Targeted case-finding; HIV testing and linkage to HIV medical care; referrals to other 
social support services including housing; treatment readiness counseling. 

Positive Life Workshop Self-management workshop for newly diagnosed PLWHA.   

Home Health Care Home Care Services 

Home-based healthcare, support and service coordination including psychosocial 
support, bereavement counseling and pastoral care to family members and caregivers, as 
well as respite for caregivers, childcare during appointments and hospitalizations and 
assistance with activities of daily living and household chores. 

Substance Abuse Services - 
Outpatient 

Harm Reduction, Recovery 
Readiness and Relapse Prevention  

Low threshold harm reduction, recovery readiness and relapse prevention services to 
PLWHA who are actively using drugs, relapsing or in recovery. Services include 
individual or group harm reduction counseling; assessment and referral for diagnosis and 
treatment of sexually transmitted infections; referral for substance use treatment; training 
and provision for overdose prevention with Narcan; and low threshold AOD services.  

Medical Case Management  

Care Coordination/Medical Case 
Management 

Comprehensive medical case management with care coordination, health education and 
promotion, medication adherence, support and coaching and assistance with access to 
social services and benefits.   

Transitional Care Coordination 

Targeted case finding and outreach to homeless and unstably housed PLWHA; screening 
and referral for social service needs such as housing and benefits; health education and 
coaching; linkage to an HIV primary medical care provider; and transition to a case 
management program. 

Rikers Island Transitional Services 
Project 

Comprehensive discharge planning and post-release support for incarcerated PLWHA to 
ensure client engagement in medical care and other needed services upon release.   

Mental Health Services Mental Health Services 

Comprehensive mental health services for PLWHA with severe mental illness. Programs 
are co-located with HIV primary care services or have established linkages with HIV 
primary care providers. Services include mental health counseling, psychiatric care 
including buprenorphine treatment, and AOD counseling. One program provides 
psychiatric assessment, crisis intervention and time-limited case management services to 
HASA clients with serious mental illness.   
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HRSA Service Category Name EMA Service Category Name Service Category Summary 

Outpatient /Ambulatory Health 
Services 

Outpatient Medical Care – Bridge 
Care  

Time-limited medical care services in non-traditional settings targeting PLWHA who 
choose not to access HIV primary care, and are living in marginalized settings, and/or 
receive services in organizations that target high risk individuals.  

Legal Services Legal Services 

Legal and health-related advocacy services that assist clients in removing barriers and 
gaining access to primary care.  Legal services are limited to those which are directly 
necessitated by a person’s HIV status and include access to eligible benefits, 
discrimination and confidentiality litigation; permanency planning, estate planning and 
other advanced medical and financial planning.  

Food Bank/Home-Delivered 
Meals Food and Nutrition 

 
Food and nutrition services for PLWHA including home-delivered meals, congregate 
meals, pantry bags as well as nutrition counseling and nutritional supplements.    

 
 
 
 
 
 
  



35 

Table 1.2: Service Category Information – New York EMA 
 

HRSA Service Category Name EMA Service Category Name Service Category Summary 

Housing Services 
 

Housing Assistance for PLWH in 
Need of Harm Reduction 

Low-threshold emergency/transitional housing for PLWHA and in need of harm 
reduction services.  Programs provide key support services to stabilize clients and 
prepare them to move to permanent housing. 

Emergency Rental Assistance 

Emergency rental assistance to PLWHA who are not eligible for NYC HIV/AIDS 
Services Administration (HASA) assistance but who meet the medical and financial 
criteria for HASA eligibility.  Client must also be homeless or at risk of homelessness but 
able to pay 30% of their rent on a monthly basis. Rental assistance provided is temporary 
and must be accompanied by a strategy to identify and support a long-term living 
situation.  Assistance may be provided for rental start-up, such as broker’s fees and first 
month’s rent or for short-term rental assistance. 

Housing Placement Assistance 

Housing placement assistance to unstably housed or homeless PLWHA.  Services 
include short-term placement in transitional housing within 30 days of enrollment for 
persons with no lease or with lease imminently expiring and permanent housing 
placement with expected duration of at least one year. 

Transitional Housing for Special 
Populations (Parolees/Releasees and 
Target Populations) 

Transitional housing and supportive services for recently released/paroled minorities 
living with HIV/AIDS. Services include case management and housing placement 
assistance with linkage support to medical care, mental health and substance abuse 
counseling and educational and vocational placements. 

Transitional Housing for Special 
Populations 

Independent living units for target populations: non-HASA eligible individuals, including 
immigrants; individuals dually or multiply diagnosed with HIV/AIDS, mental illness, 
and/or alcohol and other drug use; women with children; seniors (55 and older); and 
adolescents/young adults (13-24 years). Services help clients access income support 
benefits and entitlements and offer housing placement assistance to help clients locate 
affordable, permanent housing. 

Psychosocial Support Services Supportive Counseling & Family 
Stabilization Services 

Supportive counseling services target PLWHA who do not have a DSM IV diagnosis 
and are not eligible for licensed mental health services. Counseling aims to overcome 
barriers to access and continued engagement in medical care. Family support services 
include permanency planning counseling and referrals for related legal services.    

Medical Transportation  Medical Transportation 

 
Transportation services to PLWHA in Tri-County to ensure access to HIV health care 
services.   
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HRSA Service Category Name EMA Service Category Name Service Category Summary 

Oral Health Care  Oral Health Care  

 
Comprehensive dental care services for uninsured or underinsured PLWHA in Tri-
County.   
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F: Prevention and Service Needs  
 
DOHMH is coordinating Prevention and Part A resources to strengthen strategic synergies to prevent 
new HIV infections.  Within our Enhanced Comprehensive HIV Prevention Plan (ECHPP), the 
DOHMH has identified strategic actions to contribute to achievement of the goals in the National 
HIV/AIDS Strategy (NHAS).  The main objectives for ECHPP are to (1) develop a focused, results-
oriented supplement to the existing Comprehensive HIV Prevention Plan, (2) address gaps in scope and 
reach of HIV prevention interventions/strategies among populations most at risk, (3) coordinate HIV 
prevention and care services to reduce disparities in HIV infection and related health outcomes, and (4) 
strengthen and refocus efforts to reduce new HIV infections and increase HIV care and treatment 
services.  The NYC ECHPP refocused the direction of HIV Prevention activities to address those at 
highest risk.  Key shifts to achieve this goal include a scale-up of routine HIV testing, improving linkage to 
HIV care for those who test positive, engagement and maintenance in care for HIV-positive individuals, 
and early anti-retroviral treatment for all HIV-positive persons. 
 
A major focus of activity in New York City since at least 2005 has been the expansion of HIV testing, 
including both routine HIV screening and targeted testing in non-clinical settings, with prompt linkage to 
care and an emphasis on treatment adherence to maximize viral load suppression.  Multiple interventions 
to impact knowledge of HIV serostatus in New York City have included direct contract funding to more 
than fifty hospitals, clinics and community based organizations for HIV testing; introduction of a social 
network recruitment strategy to engage individuals who are connected to one another via dense networks 
of high prevalence or high risk behavior; and the piloting of a jurisdictional approach in the Bronx and 
Brooklyn, where all sectors within the community have been engaged to raise awareness, promote and 
conduct HIV screening with prompt linkage to care, according to their unique capabilities.  Together, 
these approaches have led to a significant increase in screening throughout New York City.  Community 
Health Survey data show that the percent of New Yorkers aged 18-64 who report that they have ever 
tested for HIV grew from 63% in 2007 to 67% in 2010, a statistically significant increase. 
 
More recently, efforts to improve linkage to care have been the focus of the HIV Prevention Program’s 
work.  In addition to rewarding prompt linkage to care (i.e., within three months) through the contracting 
process, the HIV Testing Unit has begun to provide more intensive technical assistance to funded agencies 
on best practices for prompt linkage, including methods used by the Anti-Retroviral Treatment Access 
Study (ARTAS) I and II.6     
 
A third shift in emphasis undertaken by the DOHMH has been to refocus a significant portion of the HIV 
prevention portfolio toward decreasing risk behaviors among PLWH.  This shift is taking place through at 
least four major endeavors: a clinic-based pilot evaluation of three provider-driven models of risk 
reduction for PLWH; a curriculum developed for all newly diagnosed individuals in NYC that emphasizes 
risk reduction and retention in care; a systematic effort to ensure comprehensive condom distribution to 
all HIV primary care clinics throughout NYC’s five boroughs; and an expansion of partner services for all 
newly diagnosed individuals in NYC, especially those who are diagnosed acutely.  These shifts in emphasis 
will be further informed by results from the resource allocation modeling activities currently underway and 
will help to ensure that NYC achieves, at minimum, the targets set by the National HIV/AIDS Strategy.   

                                                
6 Anti-Retroviral Treatment and Access to Services (ARTAS) is a Centers for Disease Control and Prevention (CDC) initiative designed to 
link individuals recently diagnosed with HIV to medical care.  The intervention is conducted with individuals in a multi-session and time-
limited format.  ARTAS draws heavily from the Strengths-Based Case Management (SBCM) model, Social Cognitive Theory, and Humanistic 
Psychology.  These theories direct the individual to identify his or her strengths and define goals for him or herself.  The ARTAS intervention 
is conducted over a series of up to five sessions held over 90 days or until the client is successfully linked to medical care.  More information is 
available at http://www.cdc.gov/hiv/topics/cba/pdf/artas_implementation_manual.pdf. 
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G: Successes and Challenges Associated with the 2009-2012 Comprehensive Plan for HIV/AIDS 
Services in the New York EMA 
 
Overview: The Planning Council and DOHMH Process for developing this 2012-2015 Comprehensive Plan 
differed from the process of developing the 2009-2012 Plan in ways that largely speak to the learning 
experience of (a) drafting the 2009-2012 Plan and (b) monitoring and reviewing the data annually on the 
2009-2012 Plan indicators.  While the basic framework remains similar between these two Plans, the 
process of development for this round involved detailed review, by multiple committees and the full 
Council, of actual results on the relevant indicators from the prior round.  Because the EMA initiated in 
2009 an annual process of data requests, data analysis and presentation of indicator results on all indicators 
(with the first full year of data presented in early spring 2010), two to three years of data were available on 
all of the prior Plan’s indicators for consideration in selecting targets, refining measures, and setting 
timelines for objective achievement during this round of Plan development. 
 
Indicator Definition Challenges: The DOHMH’s HIV Care, Treatment and Housing Program was newly 
organized in 2007, and built internal resources for Ryan White Part A program planning, monitoring and 
evaluation in the last years of the previous Comprehensive Plan.  When work began on the 2009-2012 Plan 
in the fall of 2008, baseline data were only available for certain indicators, and generally late in the process, 
limiting the capacity of the EMA to use baseline data to inform the selection of target levels.  In the 
absence of full baseline data, the EMA defined most indicators in terms of a particular percentage increase 
or decrease (or in some cases any increase or decrease) from baseline, without being able to state the actual 
levels that would result.  Where available, a literature review or a related local Ryan White Part A report 
statistic (e.g., for treatment adherence) was used to suggest the expected percentage change or expected 
achievement on an indicator, but this was rare. 
 
Indicator Definition Successes: For the 2012-2015 Plan, specific target levels were agreed upon for almost all 
indicators, based on levels achieved and reported thus far and the balance struck by the EMA between a 
realistic approach and an optimistic or aspirational approach regarding the specific objective.  In addition 
to focusing the work of the EMA more clearly, the naming of specific target levels increases the 
accessibility of reported findings by removing the necessity of calculating or interpreting the percentage 
change in a percentage result (e.g., the difference between a drop from 9% to 7% and a drop from 70.5% 
to 55%, when both represent a 22% reduction in the original proportion). 
 
Interpretation Challenges: While the above issue of interpreting percentage changes in percentages has been 
addressed, some challenges in interpretation remain and have begun to be discussed with the Planning 
Council and its Needs Assessment and Executive Committees.  These include, for example, the need for 
caution in interpreting what may appear to be substantial changes over time, in indicators for which the 
Part A client denominators are relatively small (and thus less stable in the sense that a few clients may raise 
or lower the overall percentage dramatically).  The EMA has also witnessed some differences between 
patterns in the overall population data (for EMA-wide or citywide estimates) and those in the Ryan White 
program data.  Some of these differences likely relate to the different composition of the Ryan White 
program, which targets lower-income PLWHA who lack other resources for managing and coping with 
HIV.  However, more detailed multivariate and perhaps multilevel analyses will be required to fully 
investigate the factors explaining divergences between Ryan White program client results and results 
among all PLWHA in NYC, in particular years or in multi-year trends.  These analyses will have to be 
prioritized and pursued according to planning needs and evaluation resources over the years of the 2012-
2015 Plan.  Lastly, data on Ryan White Part A clients have typically been limited by service provider 
reporting systems and practices, as well as Part A service provider awareness of the details of clients’ 
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clinical health and care.  Compared to the HIV Surveillance Registry, the Ryan White Part A program-
reported data only incompletely represent actual viral load and CD4 tests administered to Part A clients 
and actual care encounters or HIV-related diagnoses experienced by those clients.  Due to the limits on 
Part A providers’ ability to collect and verify certain outcomes data, and the data entry time constraints 
that further reduce the number of events reported by those providers to DOHMH, the EMA has had to 
qualify results obtained solely from Part A provider reporting on indicators such as linkage to or retention 
in care (dependent on timely and complete reporting of contacts with medical providers).  While for some 
indicators (such as viral suppression or adherence), reduced denominators simply contribute to instability 
of estimates and reduced representativeness of the client population, for other indicators (such as linkage 
and retention, or concurrency of diagnoses), the incompleteness of provider-reported data on testing 
events consistently deflates the Part A estimates of the outcome (where lack of documentation is 
indistinguishable from lack of critical events).   
 
Interpretation Successes: In the past three years of monitoring results on the 2009-2012 Plan, the EMA has 
refined its approach to presenting the data and has worked to ensure that time is allotted for thorough 
discussion and question-answer sessions, in meetings covering such results and/or their use toward 
updates for 2012-2015.  These discussions have permitted clarification about the caveats applying to 
particular data points and sources, as well as the potential pitfalls in attributing particular results to Part A 
or Prevention program successes or failures.  Most remarkably, in the start of 2012, the EMA began to 
review merged data (combining Ryan White testing program data on clients with HIV Surveillance 
Registry data on medical care encounters and diagnostic events), for indicators related to delayed diagnosis 
(concurrency of HIV and AIDS) and linkage to primary care following HIV diagnosis.  The merged 
datasets were available through a DOHMH project shared by the DOHMH HIV Testing and Care, 
Treatment and Housing Programs, and were leveraged to re-assess those indicators for 2008, 2009 and 
2010 (the latest year for which HIV Surveillance Registry data were available).  This approach will gradually 
be replicated with other indicators, as the DOHMH builds capacity to review merged programmatic and 
surveillance data for monitoring of the Plan.   
 
Data Source Challenges: Each year since the start of Plan evaluation in 2009, the DOHMH has engaged in an 
arduous process of gathering of data from the multiple data sources tapped to provide the fullest picture 
possible for the EMA.  Definitions of measures vary slightly between sources, and some measures or 
sources were available for only some years.  In particular, resources for data reporting and data analysis on 
the Tri-County area have not been comparable to the resources for producing estimates on the NYC 
population living with HIV/AIDS or estimates on NYC testing across multiple funding streams.  
Surveillance data requests were submitted to the NYSDOH for the Tri-County area, but have not been 
able to be fulfilled.  Finally, as mentioned above, provider-based reporting on Ryan White client outcomes 
has been incomplete, hampering the ability to draw conclusions from the Ryan White-specific data on 
most indicators.   
 
Data Source Successes:  In each year since the first Plan-related data runs in 2009, the DOHMH has revisited 
the prior years’ data, conducting fresh runs where indicated (e.g., to account for delayed provider data 
entry or increased availability/use of contract period end dates in eligibility criteria).  Each year, the 
analysts working on the Plan evaluation have checked and re-checked measure definitions, and amended 
those definitions where needed to bring them into greater alignment between sources (and between 
indicator intent and operationalization).  The result is strong comparability between sources and between 
years of the Plan, as well as clear documentation in notes regarding any necessary/remaining differences.  
For each of three years fully evaluated thus far (2008-2010), the EMA has had the benefit of data from all 
of the following sources: CHAIN, the Medical Monitorinig Project (MMP), the HIV Surveillance Registry 
(HSR), Ryan White services provider reporting, and the Bureau of HIV/AIDS Prevention and Control 
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Testing Unit (covering all DOHMH-funded testing services).  The best available source or combination of 
sources has been utilized for each indicator.  DOHMH has strengthened inter-unit collaborations and 
data-sharing agreements to ensure access to NYC HIV surveillance data, which draw upon NYSDOH 
surveillance data shared with NYC and additional cleaning and verification procedures carried out at 
DOHMH.  The inclusion of the Ryan White-funded CHAIN project has ensured coverage of the Tri-
County region on those indicators measured through that cohort study.  Finally, since the fall of 2009, the 
DOHMH has developed and implemented a new, web-based HIV services reporting system (eSHARE), 
including multiple built-in data quality controls to yield more complete and accurate data on Ryan White 
client health outcomes, including those based on laboratory tests, diagnoses, antiretroviral use, and primary 
care status and visits history.  Data from eSHARE are beginning to be used for 2010 and beyond to 
capture Ryan White client outcomes on indicators depending upon those primary care status measures 
(PCSM) and indicators related to acute care utilization. 
 
Indicator Progress Challenges and Successes:  

 

Both EMA-wide and Ryan White program-specific estimates related to delayed diagnosis of HIV 
(concurrency of HIV and AIDS diagnoses) and prompt linkage to care show room for improvement, 
though the estimates for NYC overall are very gradually moving in the desired direction (downward for 
concurrency and upward for prompt linkage).  Ryan White estimates suffer from a small denominator (a 
low number of clients newly diagnosed through those programs in any one year), but do appear to show a 
reduction in concurrency and an increase in the proportion promptly linked to care, between 2009 and 
2010.  While the small denominators demand restraint in attributing causes for the changes observed, the 
Director of Testing for DOHMH notes that programmatic changes implemented since 2009 (in the 
payment structure and program guidance and technical support for these programs) would have been 
expected to yield improvements in prompt linkage (now recorded at 78%), and that aggressive NYC 
testing campaigns (including the Bronx Knows) were expected to bring in some of the most 
reluctant/delayed testers in the first year or two, which could help to explain the initial uptick in 
concurrency of diagnoses, followed by a decrease from 2009 to 2010, as fewer of those delayers (in the 
Ryan White population, anyway) remained to be diagnosed.  

Retention in primary care appears to have increased both EMA-wide and in Ryan White Part A, from 2008 
to 2009, but leveled off EMA-wide and decreased slightly in Ryan White Part A, after 2009.  Continual 
improvement on this indicator will require focused strategies on the part of the EMA, to re-engage in care 
individuals who drop out or miss multiple appointments, and to maintain regular engagement over the 
long term, for all those living with HIV.  For this indicator, the EMA recognizes that provider-based 
reporting on Ryan White clients currently underestimates actual care events experienced by those clients, 
in 2008-2010.  Merges of surveillance and programmatic data for other programs (e.g., HUD-funded 
housing and supportive services programs) have shown this gap in contractually required provider 
reporting relative to state-mandated reporting under HIV surveillance activities.  Future merges of Ryan 
White data with surveillance data will support more reliable and valid estimates on this key indicator.  
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Adherence estimates vary by data source, with CHAIN and MMP showing different (mirror-image) trends 
for the EMA in 2008-2010, and with CHAIN consistently finding higher percentages of respondents 
(always 75% or above) with optimal levels of adherence.  The CHAIN estimates of adherence remained 
relatively high when filtered to clients who reported having received medical case management-type 
services at Part A-funded agencies (75-83% in 2008-2009).  However, Ryan White MCM services provider 
reporting (in AIRS and eSHARE) showed under 70% of clients assessed for adherence achieving optimal 
levels in 2008-2009, followed by an increase to 75% of clients assessed in 2010. 
 
The long-term health outcome of sustained viral suppression has been achieved by a higher percentage of 
PLWHA in the EMA with each year since 2008 (reaching 70% in 2010).  Ryan White analyses show a 
slight increase from 2008 to 2009, but a decrease in 2010.  This Ryan White-specific change over time 
requires further investigation, but coincides with a dramatic drop in the number of viral load test results 
available (and the number of clients with sufficient viral load data to be included in the denominator).  At 
this point, the cause of the Ryan White change between 2009 and 2010 (in denominators and percentages 
achieving the desired outcome) is presumed to be related to the massive change in the EMA’s model for 
case management, including a transition in NYC to Care Coordination programs with strict eligibility 
requirements as to client need for medical case management services.  The 2010 data primarily reflect these 
Care Coordination clients, with high need for medical case management, during the first full year of that 
program’s implementation. 
 
Another long-term health outcome – stable or improving CD4 counts – also showed steadily increasing 
percentage results EMA-wide for 2008-2010 (reaching 84% in 2010).  Similar to the viral load indicator, 
this clinical indicator showed an increase from 2008 to 2009, followed by a drop in 2010, for the Ryan 
White-specific data.  As above, we would tentatively suggest that the trend over time in Ryan White 
reflects the massive change in program model and client eligibility requirements for medical case 
management as of 2010 in NYC, as well as the ramp-up and learning curve of these programs in the first 
full year of implementation. 
 
Acute care utilization analyses do not yet show a clear trend in Ryan White, but the primary data source for 
Ryan White has also changed in this period, due to the newer (2010 and beyond) availability of client-level 
data on this indicator through required service provider reporting.  If anything, there is a slight increase in 
hospitalizations and a slight decrease in emergency department use in the same period. At the EMA level, 
a slight downward (desired) trend appears for MMP, alongside a stable or slight downward trend for 
CHAIN participants, depending on the specific measure (percent with more than one acute care event, vs. 
mean number of acute care events per participant, by event type). 
 
Overall, the EMA’s evaluation of the 2009-2012 Plan indicators shows reasonable progress in most areas, 
though with some discontinuity from year to year on certain Ryan White-specific results, which may reflect 
specific programmatic influences, reporting practices and/or the greater percentage changes that result 
with relatively minor numerator and/or denominator shifts where overall counts are small.  Through 
regular review of these indicator results, the EMA has arrived at objectives and targets for 2012-2015 that 
are specific, measurable, attainable, relevant, and time-bound (SMART), as well as being more readily 
interpretable to stakeholders in the planning process.  Since the first full presentation on 2009-2012 Plan 
indicator results in spring 2010, the DOHMH and Planning Council have been utilizing these data to 
identify persistent or emerging needs that can be targeted with Part A services, through the tailoring of 
interventions in the re-bidding of service categories, and/or through quality improvement and technical 
assistance efforts supporting funded Part A providers to deliver services effectively and with fidelity to 
program guidance and standards.  
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CHAPTER II: WHERE DO WE NEED TO GO? 
 
A: Plan to Meet Challenges Identified in the Evaluation of the 2009 Comprehensive Plan 
 
The Planning Council and the Grantee have already implemented strategies for addressing challenges 
identified in the evaluation of the 2009-2012 Comprehensive Plan and will plan future strategies.  These 
strategies include the development of clear and specific goals and objectives for testing, linking to care, and 
maintaining in care a variety of populations, including populations aware of their status but not in care and 
populations unaware of their status; developing solutions for closing gaps in care and addressing overlaps 
in care; and coordinating with other programs to achieve these goals and, more broadly, to achieve the 
goals of the National HIV/AIDS Strategy.  Additionally, all Ryan White programs are required to verify 
engagement in primary care and must link out-of-care clients to medical care.  Early intervention and 
medical case management programs have staffing to accompany clients to medical appointments.  To 
promote early engagement in care, early intervention contracts are paid more for completing the multi-step 
combination of rapid HIV test, confirmatory test, and linkage to care.         
   
B: Proposed Care Goals 
 
Included in this section are the five proposed care goals for the 2012-2015 Comprehensive Strategic Plan 
for HIV/AIDS Services in the NY EMA along with a brief description of the objective(s) related to each 
goal. These goals, aligned with and expanding upon those outlined in the National HIV/AIDS Strategy 
(NHAS), generally aim to reduce the transmission of HIV and promote the overall health of all PLWHA 
in the NY EMA.  
 
Goal 1:  Increase the number of individuals who are aware of their HIV status. 
Objective 1a: To ensure expanded access to voluntary HIV rapid testing across health care and social 
support service provider settings, by the end of 2013. 
Objective 1b: To decrease delayed diagnosis of HIV, by the end of 2014. 
 
Goal 2:  Promote early entry into HIV care. 
Objective 2: To increase the proportion of newly diagnosed individuals who enter into primary care within 
three months of HIV diagnosis, by the end of 2013. 
 
Goal 3:  Promote optimal management of HIV infection. 
Objective 3a:  To increase retention in HIV care and treatment, by the end of 2013. 
Objective 3b: To increase the proportion of clients who have an optimal level of ART adherence, by the 
end of 2013. 
Objective 3c:  To increase viral suppression, by the end of 2014. 
Objective 3d:  To improve immunological health, by the end of 2014. 
Objective 3e:  To decrease reliance on acute care, by the end of 2014. 
  
Goal 4:  Reduce HIV/AIDS health disparities. 
Objective 4a:  To reduce (and then maintain below significance) socio-demographic differences in delayed 
diagnosis of HIV, by the end of 2014.   
Objective 4b:  To reduce (and then maintain below significance) socio-demographic differences in prompt 
linkage to HIV/AIDS care following HIV diagnosis, by the end of 2013. 
Objective 4c:  To reduce (and then maintain below significance) socio-demographic differences in 
retention in primary medical care, by the end of 2013.  
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Objective 4d: To reduce (and then maintain below significance) socio-demographic differences in viral 
suppression, by the end of 2014.  
 
Goal 5:  Ensure that the EMA has a robust plan for the cost-effective delivery of HIV services.  
Objective 5a:  To respond to changes in HIV service delivery as a result of the implementation of the 
Affordable Care Act and the redesigned New York State Medicaid program.   
Objective 5b: To create a working group comprised of City, State, provider and consumer representatives 
to take a leadership role in adapting to Medicaid redesign and health care reform and to report back to the 
full Planning Council. 
Objective 5c:  To coordinate HIV services across funding streams in the NY EMA.   
Objective 5d:  To conduct and report on economic evaluation analyses of Ryan White Part A services, by 
2015. 
 
C: Goals Regarding Individuals Aware of Their HIV Status but Not in Care (Unmet Need) 
 
Approximately one-third of persons diagnosed, reported, and presumed to be living with HIV or AIDS in 
the NY EMA are not in care. Delayed or disrupted treatment can lead to negative health outcomes for 
PLWHA and further HIV transmission. To improve health outcomes, the EMA provides a wide array of 
services in collaboration with diverse partners to reduce the number of known HIV-positive individuals 
not in care.     
  
The goals of the plan address the unmet needs of PLWHA not in care. Goal 1 seeks to identify individuals 
unaware of their status through increased testing efforts.  Goal 2 strives to promote early entry into HIV 
care by increasing the proportion of newly diagnosed individuals who enter into primary care within three 
months of an HIV diagnosis. Goal 3 aims to support optimal management of HIV infection through 
increased retention in HIV care and treatment, improved ART adherence, increased viral suppression, 
improved immunological health, and decreased reliance on acute care among PLWHA in the NY EMA.  
Goal 4 is designed to reduce HIV/AIDS health disparities through the reduction of socio-demographic 
differences in delayed diagnosis, prompt linkage to care, retention in primary care, and viral suppression. 
While Goal 5 does not specifically aim to address the unmet needs of PLWHA, the coordinated and cost-
effective delivery of services benefits all recipients of Ryan White-funded services in the NY EMA and 
ensures the sustainability of the system of care.  Additional details about how these objectives will be 
measured can be found in Chapter Four of this plan. 
 
D: Goals Regarding Individuals Unaware of Their HIV Status (EIIHA) 
 
To increase the number of PLWHA who are aware of their status and to promote early entry into care, the 
EMA collaborates with other local, state, and federal government agencies to coordinate HIV prevention 
and care services, maximizing available resources. The goals and objectives from the EMA’s 
Comprehensive Strategic Plan for HIV/AIDS Services provide the framework for service models that 
promote awareness of HIV status, timely linkage to medical care for new positives, and reduction of health 
disparities in HIV diagnoses and linkage to care for populations disproportionately impacted by 
HIV/AIDS. Specifically, Goal 1 strives to increase the number of individuals aware of their HIV status 
through increased voluntary HIV testing across health care and social support service provider settings 
while decreasing delayed diagnosis of HIV.  Goal 2 aims to promote early entry into HIV care by 
increasing the proportion of newly diagnosed individuals who enter into primary care within three months 
of HIV diagnosis.  Goal 4 aims to reduce socio-demographic differences in delayed diagnosis of, linkage 
to, retention in HIV care, and viral suppression in an effort to reduce overall HIV/AIDS health disparities. 
Additional details about how these objectives will be measured can be found in Chapter Four of this plan. 
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E: Proposed Solutions for Closing Gaps in Care 
 
By maximizing coordination among diverse service systems and funding streams, the EMA is able to 
provide one of the most comprehensive and flexible HIV/AIDS care continuums in the country. The 
Planning Council annually reviews the Ryan White service portfolio, examining program data, outcome, 
and epidemiology data to assess gaps in care or emerging need.  Using a tool designed for this purpose, the 
Planning Council also considers Ryan White as payer of last resort in developing service models and 
funding allocations.  The tool documents more than 120 individual programs in 14 service categories, 
funded by more than 40 different sources, ensuring that Part A serves as the payer of last resort for all 
services while filling gaps in the system of care.  In addition, the Planning Council includes representatives 
from NYC and NYS agencies, as well as providers of a wide range of services funded by multiple payer 
sources, bringing broad expertise on the full array of payment sources for HIV services to the planning 
process. Ongoing coordination between DOHMH and the NYSDOH has long been a mainstay of the 
EMA’s planning process, increasing efficiency, reducing duplication, and facilitating implementation of 
innovative strategies to address service gaps. 
 
As a result of the planning processes described above and with the goal of closing the service gaps 
identified in Chapter One of this plan, the NY EMA currently provides and/or is planning for provision 
of the following services: 

 
  Treatment Support and HIV Medications: ADAP, supported in part with Part A funding, pays 

for medications for the medical management of HIV disease and the treatment of other co-morbid 
conditions.  

 
  Medical Case Management: Recognizing that poor adherence is the primary cause of HIV 

treatment failure, Part A funding also provides treatment adherence support through medical case 
management that includes education, health promotion, and/or directly observed therapy, 
combined with regular adherence assessments using standardized quantitative measures.  Part A 
supports 28 care coordination programs, six providers in the Rikers Island correctional care 
consortium of pre-release planning and linkage to care, and five transitional care coordination 
programs for homeless and unstably housed persons. Programs aim to maintain continuous 
engagement in primary care, improve medical outcomes and help patients achieve self-sufficiency.  
Fourteen medical case management programs operate in Tri-County providing general 
assessments, treatment adherence assessments, disease and treatment adherence education, service 
planning, referral and linkage to medical and support services, and group education. 
 

  Mental Health Services: Twelve programs currently provide mental health services to PLWHA 
through the Part A program in the NY EMA.  These programs aim to meet the often complex 
mental health issues of clients by providing individualized and group care delivered in a variety of 
settings to address acute mental health issues, improve functioning, and stabilize and engage 
PLWHA in the medical and psychological care they need to achieve overall health. Mental health 
services are often co-located and linked to other Part A Ryan White services to support clients’ 
access to the continuum of care. 

 
Substance Abuse Services: Various federal and state programs in NY support a diverse network 
of substance abuse treatment services delivered by more than 300 facilities in NYC. More than 70 
drug treatment clinics have been certified to administer buprenorphine substitution therapy for 
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opioid addiction. Part A supplements these clinically oriented interventions with a variety of 
programs that are designed to address the factors that prevent many clients with substance abuse 
problems from accessing services. Part A supports harm reduction, recovery readiness services and 
relapse prevention interventions reaching nearly 4,000 PLWHA annually. Co-located in or 
affiliated with medical and mental health settings, Part A substance abuse programs serve clients 
using evidence-based practices for behavior change such as motivational interviewing.  In 2012, 
Part A-funded substance abuse service providers will have the option to offer evidence-based 
methods and interventions to reduce drug-related harms and will be required to ensure that their 
clients are linked to other needed services, including HIV primary care and mental health services 
and, where indicated, medical case management. 
 
Housing Assistance: Part A funding supports 16 programs in NYC that provide housing 
placement, emergency rental assistance, or transitional housing to improve medical outcomes for 
homeless and unstably housed PLWHA. The Planning Council is reviewing the housing services 
portfolio, along with related literature, data about housing needs and service utility, and other 
information. This process will inform the development of a revised service model for a future re-
bid of housing services.  

 
Food and Nutritional Services: Eleven Part A-funded programs in the NY EMA currently 
provide food and nutritional services to PLWHA. These programs were bid in 2010 using an 
evidence-based service model that was developed in response to the evolving and diverse needs of 
PLWHA.  In addition to meeting the food and nutritional needs of clients, providers must ensure 
engagement in primary care and link out-of-care individuals to primary care and care coordination 
programs. 

 
F: Proposed Solutions for Addressing Overlaps in Care 
 
By coordinating activities provided by diverse service systems and funding streams, the EMA is able to 
identify and reduce overlaps in care.  The grantee has retained a consultant to undertake an analysis of 
Medicaid reimbursement regulations currently in effect and planned changes as part of Medicaid reform.  
The analysis of the Medicaid regulations will be presented to the Planning Council to inform service model 
development and allocation of grant funds ensuring that Ryan White is the payer of last resort.  In 
addition, the Planning Council heard directly from the Deputy Director of Medicaid Policy and Programs 
regarding Medicaid managed care and PLWHA in New York State.  
 
G: Proposed Coordinating Efforts to Ensure Optimal Access to Care 
 
Through continual work on coordinating and streamlining efforts and activities, the NY EMA delivers one 
of the most inclusive and responsive HIV/AIDS care continua in the United States. Details about current 
and proposed coordination efforts, along with the activities related to these efforts, can be found in the 
table in Table 3.6.  
 
H: Role of Ryan White Program in Collaborating with the Enhanced Comprehensive HIV 
Prevention Planning and Implementation for Metropolitan Statistical Area (MSAs) Most Affected 
by HIV/AIDS (ECHPP) Initiative 
 
DOHMH is coordinating Part A and Prevention resources to strengthen synergies to prevent new 
infections. Within our Enhanced HIV Prevention Plan (ECHPP), DOHMH has identified strategic 
actions to contribute to achievement of the goals in the National HIV/AIDS Strategy (NHAS), namely, 
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diminishing the number of new infections, enhancing access to care and maximizing health outcomes for 
PLWHA, and diminishing HIV-connected health disparities.  Below is a description of the Ryan White-
funded activities in New York City to accomplish these ECHPP-associated ends. 

 
Reduce AIDS diagnosis by 25%.  Part A supports early intervention programs with HIV testing 
and linkage to care for those who test positive, with the goal of promoting early diagnosis, 
preventing individuals from progressing to AIDS, and working with individuals to  help them keep 
their partners safe. 

 
By 2015 increase the proportion of Part A clients who are in continuous care.  Part A 
supports 28 care coordination programs, six providers in the Rikers Island correctional care 
consortium of pre-release planning and linkage to care, and five transitional care coordination 
programs for homeless and unstably housed persons. Programs aim to maintain continuous 
engagement in primary care, improve medical outcomes and help patients achieve self-sufficiency.  
Linkage navigation for individuals out of care is provided in Food and Nutrition programs.   

  
Increase by 10% the percentage of HIV-diagnosed persons in care whose most recent viral 
load test in the past 12 months was undetectable. ADAP, supported with Part A funding, pays 
for medications for the medical management of HIV disease and the treatment of other co-morbid 
conditions. Recognizing that poor adherence is the primary cause of HIV treatment failure, Part A 
funding also provides treatment adherence support through medical case management that 
includes education, health promotion, and/or directly observed therapy, combined with regular 
adherence assessments using standardized quantitative measures. 

 
By 2015, increase the number of Ryan White clients with permanent housing to 86%. Part A 
funding supports 16 programs in NYC that provide housing placement, emergency rental 
assistance or transitional housing to improve medical outcomes for homeless and unstably housed 
PLWHA.  

 
Increase percentage of HIV-diagnosed gay and bisexual men, Blacks, and Latinos with 
undetectable viral load by 20%. Part A supports EIS and MCM programs to increase early 
diagnosis of all persons infected with HIV, enhance linkage to and engagement in care, coordinate 
medical case management and return out-of-care patients to medical care.  The care coordination 
programs aim to reduce the proportion of Black and Latino clients who show a gap in primary 
care.  
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CHAPTER III: HOW WILL WE GET THERE? 
 
This comprehensive plan reflects the EMA’s strategy for 2012-2015 to advance its vision of the ideal HIV 
care system.  This section describes the plan, activities, responsible parties, and timeline the EMA will use 
to accomplish the goals and objectives outlined in the previous section.   
 
A: Plan, Activities, Responsible Parties, and Timeline to Close Gaps in Care 
 
The NY EMA proposes four primary activities to close gaps in care.  The matrix on the following page 
presents these activities.  
 

Table 3.1 Strategies to Close Gaps in Care – NY EMA 
 

Plan Activities Responsible Parties Timeline 
Increase HIV testing 
and prompt linkage 
to care  

Fund testing and 
accompaniment 
services to ensure early 
identification of clients 
following infection and 
connection with and 
maintenance in care 

Engage community 
stakeholders to 
routinize HIV 
screening in the NY 
EMA 

Fund and support with 
technical assistance and 
training newer models 
of testing such as the 
SNS 

Planning Council 

DOHMH staff 

WCDH staff 

Public Health Solutions 

Applicable Ryan White-
funded and CDC 
prevention-funded 
contractors 

In place 

Reduce concurrent 
HIV and AIDS 
diagnoses 

Fund testing and 
accompaniment 
services to ensure early  
identification of clients 
following infection and 
connection with and 
maintenance in care 

Engage community 
stakeholders to 
routinize HIV 
screening in the NY 
EMA 

Fund and support with 
technical assistance and 
training newer models 
of testing such as the 
SNS 

Planning Council 

DOHMH staff 

WCDH staff 

Public Health Solutions 

Applicable Ryan White-
funded and CDC 
prevention-funded 
contractors 

In place 
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Table 3.1 Strategies to Close Gaps in Care – NY EMA 
 

Plan Activities Responsible Parties Timeline 
Increase retention in 
and utilization of 
HIV care and 
treatment 

Fund medical case 
management, field-
based outpatient 
medical care, and 
psychosocial support 
services to work with 
clients at greatest risk 
of dropping out of care 

Planning Council 

DOHMH staff 

WCDH staff 

Public Health Solutions 

Applicable Ryan White-
funded contractors 

In place 

Promote optimal 
management of HIV 
infection and 
decrease HIV-related 
hospitalizations and 
ED visits 

Fund medical case 
management, field-
based outpatient 
medical care, and 
psychosocial support 
services to work with 
clients at greatest risk 
of dropping out of care 

Planning Council 

DOHMH staff 

WCDH staff 

Public Health Solutions 

Applicable Ryan White-
funded contractors 

In place 

 
B: Plan, Activities, Responsible Parties, and Timeline to Close Gaps in Care for Individuals Aware 
of Their HIV Status but not in Care (Emphasis on Retention in Care)  
 
DOHMH has made specific efforts to connect newly diagnosed persons into HIV primary medical care 
through Part A funded programs including care coordination, early intervention services, harm reduction, 
and outreach to homeless youth services.  These programs prioritize engagement in medical care with 
adequate support to help PLWHA navigate what is for most an unfamiliar medical system.  In these 
programs, providers support clients through HIV testing, linkage to/engagement in care, and connection 
to other needed services.  Non-clinical providers also collaborate with primary care providers to monitor 
and reassess service needs and provide intensive adherence support.  As an incentive for contractors to 
engage in these activities, linkage to care is a distinct contractor payment point dependent upon 
verification of kept appointments.   
 
The NY EMA proposes two primary activities to address the needs of individuals who are aware of their 
HIV status but not in care.  The matrix on the following page presents these activities.  
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Table 3.2: Strategies to Promote Connection to Care – New York EMA 
 

Plan Activities Responsible Parties Timeline 
Promote engagement 
in primary medical 
care to PLWHA who 
are unfamiliar with 
or unable to navigate 
the medical system 

Fund accompaniment 
services to PLWHA to 
ensure linkage to 
medical care 

Planning Council 

DOHMH staff 

WCDH staff 

Public Health Solutions 

Applicable Ryan White-
funded and CDC 
prevention-funded 
contractors 

In place 

Identify and develop 
the capacity of 
PLWHA through 
strengths-based case 
management 
interventions. xliv 

Provide ARTAS 
training to DOHMH 
and CDC funded 
providers who link 
clients to care 

DOHMH staff 

Applicable Ryan White 
funded contractors 

Training and Technical 
Assistance Program (T-
TAP) 

Began 
November 
2011, 
second 
wave to 
begin in 
September 
2012 
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C: Strategy, Plan, Activities, and Timeline to Address the Needs of Individuals Unaware of Their 
HIV Status (with an Emphasis on Identifying, Informing, Referring, and Linkage to Care)  
 
The NY EMA promotes HIV testing to increase the number of individuals who are aware of their status 
and to promote early entry into care.  To accomplish this, the NY EMA will continue to collaborate with 
other local, state, and federal government agencies to coordinate HIV prevention and care services, 
maximizing available resources. 
 
The NY EMA utilizes a two-tier approach to pursue the goals of identifying individuals who are unaware 
of their HIV status and linking them to care. The first (or clinical) tier of this approach involves the 
promotion of sustainable, routine HIV screening programs in health care facilities, consistent with CDC’s 
2006 Revised Recommendations for HIV Testing of Adults, Adolescents, and Pregnant Women in 
Health-Care Settings. Based on these recommendations, health care facilities offer HIV testing as a routine 
part of medical care to all teenage and adult patients seeking medical services.  Starting September 1, 2010, 
in accordance with New York State law, testing must be offered in clinical settings. 
 
Since some individuals who are unaware of their HIV status may not use services in health care facilities or 
may refuse an offer of an HIV test in health care settings, the EMA also implements a second tier of 
services to identify individuals unaware of their status. The second tier focuses testing activities on known 
high-risk and historically underserved populations. These activities are consistent with CDC’s 2001 
Revised Guidelines for HIV Counseling, Testing, and Referral in non-clinical settings (updated in 2006).  
Strategies include offering testing in targeted high-risk venues; using evidence-based recruitment practices 
such as the Social Network Strategy (SNS); and employing Field Services Unit staff in facilities with 
numerous cases to elicit partner names, provide assistance with partner notification, and offer testing. 
Coordination with other programs, both within and outside of the DOHMH, is essential in the 
implementation of these activities. 
 
A matrix providing additional details about the activities associated with the approaches described above 
can be found on the following pages. 
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Table 3.3: Strategies to Promote HIV Testing – New York EMA 
 

Plan Activities Responsible Parties Timeline 
Promote routine HIV 
screening for adolescents 
and adults in medical 
settings. 

Use Ryan White funding to support 
Early Intervention Services: provide 
required information, HIV testing, 
post-test counseling, and linkage to care 
services. 

 

DOHMH provides training on HIV 
testing to any agency in NYC that 
requires it.  Services offered include 
assistance with applying for a state 
laboratory permit, assistance in 
planning a rapid testing program, and 
training for staff on HIV testing as well 
as reimbursement. 

 

DOHMH hosts conferences and 
workshops on routine testing and gives 
Grand Rounds presentations to the 
medical staff of local hospitals and 
diagnostic treatment centers on the 
importance of routine HIV screening in 
clinical settings.   

  

Planning Council 

DOHMH staff 

WCDH staff 

Public Health Solutions 

All Ryan White and Prevention contracts 
offering HIV testing 

DOHMH STD and TB clinics 

Program Collaboration and Service 
Integration (PCSI)  

DOHMH Training and Technical Assistance 
Program (T-TAP) 

DOHMH Public Health Laboratory 

DOHMH Bureau of Correctional Health 
Services (Correctional Health) 

DOHMH’s Contact Notification Assistance 
Program (CNAP) 

NYC Prevention Planning Group (PPG) 

Department of Correction 

Department of Homeless Services 

Department of Education 

NYS juvenile and adult correctional facilities 

Currently 
operational, 
maintain 
programs 
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Table 3.3: Strategies to Promote HIV Testing – New York EMA 

 
Plan Activities Responsible Parties Timeline 
Promote testing of high-
risk and historically 
underserved populations; 
strategies include testing 
in non-clinical venues 

Offer required information, HIV 
testing, post-test counseling, and 
linkage to care services in high-risk 
venues using evidence-based 
recruitment (i.e. SNS) 

See above (except for STD and TB clinics) Currently 
operational, 
maintain 
programs 

Promote testing for all 
partners of newly 
diagnosed individuals 
through close 
collaboration with partner 
notification services 

All agencies funded by DOHMH to 
provide HIV testing are contractually 
required to elicit partner names for 
HIV positive cases, and to report those 
partners to the DOHMH’s Contact 
Notification Assistance Program 
(CNAP) 

Partners notified through CNAP are 
encouraged to be tested in one of nine 
STD clinics  

In facilities that report high numbers of 
HIV diagnoses, an assigned DOHMH 
FSU staff member is on-site to receive 
referral of cases for partner elicitation 
and notification.  During partner 
notification, FSU staff offers HIV 
testing to partners. 

See above Currently 
operational, 
maintain 
programs 

Reduce the stigma, shame 
or fear, or lack of interest 
in confirmatory testing 
and linkage to care among 
individuals previously 
diagnosed with HIV 

Offer motivational interviewing training 
to DOHMH and CDC funded testing 
providers to improve number of 
individuals receiving confirmatory HIV 
test results and linking to HIV primary 
care. 

DOHMH staff 

Applicable Ryan White and Prevention-
funded contractors 

Training and Technical Assistance Program 
(T-TAP) 

Intensive 
trainings 
November 2011-
February 2013 
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D: Plan, Activities, Responsible Parties, and Timeline to Address the Needs of Special 
Populations Including but not Limited to: Adolescents, Injection drug users, Homeless, and 
Transgender Persons  
 
Many social and psychological challenges impede awareness of HIV status among New Yorkers, 
particularly within certain populations, and obstruct engagement and maintenance in care.  The NY EMA 
has identified several particularly vulnerable groups including Black and Hispanic populations, women of 
color, substance abusers/IDUs, MSM (including MSM of Color and Young MSM), PLWHA age 50 and 
over, partners of PLWHA, transgendered individuals, persons who trade sex for money/drugs, users of 
commercial sex, foreign born individuals, and homeless and unstably housed individuals. Many persons at 
high-risk for HIV are members of more than one population. Below is some general information about 
special populations identified in the NY EMA. 
 

Black and Hispanic Populations: Blacks and Hispanics at high risk for HIV infection can be 
divided into smaller groups such as drug users and MSM and high-risk heterosexuals. These groups 
may experience barriers including stigma associated with HIV, cultural and language differences, 
and no self-perception of being at-risk for HIV. These individuals have a variety of needs and 
these needs are met through the provision of core medical and support services by providers 
experienced at working with members of the population. 

 
Women of Color: In FY 2010, women accounted for 29.5% of PLWHA but 41% of all Part A 
clients. Consistent with the epidemiology of HIV/AIDS in the EMA, women of color represented 
roughly 93% of all Part A female clients and have substantial needs. Tailored services for women 
include housing assistance for female correctional releasees, mental health services specifically 
designed for women, family-centered substance abuse services and supportive counseling/family 
stabilization services. Care coordination programs funded through Part A are required to offer 
child care to allow women with children to attend medical appointments, and provide home and 
field-based adherence support, education and directly observed therapy. 

 
Substance Users/IDUs: Injecting and non-injecting drug users’ behavior – both their use of 
drugs and being under the influence of drugs -- may impede their efforts to seek or receive testing 
and medical services.  Stigma related to their drug use, moreover, may inhibit their disclosure of 
risk behavior to service providers. To encourage substance users/IDUs to engage in HIV care, 
Part A funds support harm reduction, recovery readiness, and relapse prevention interventions.  

 
MSM, MSM of Color, Young MSM: Members of MSM special population groups may not 
disclose their sexual activities to providers and, when offered a test, they may refuse testing, fearing 
the perception of others. Young MSM may experience homelessness, lack of family support, and 
limited access to health care. They also may not perceive themselves at risk for HIV. MSM of color 
may be additionally challenged by stigma associated with homosexuality, limited access to culturally 
sensitive care, and linguistic differences.   

 
The EMA uses Part A funding for services to address the needs of MSM of color and transgender 
persons, including early intervention, medical case management, substance abuse services, and 
housing assistance. To reinforce the importance of reaching YMSM of color who are unaware of 
their status, the Planning Council allocates funds to target early intervention services to homeless 
and street youth.  
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PLWHA Age 50 and Over: Both the prevalence and incidence of HIV infection among 
individuals age 50 and over are increasing in the NY EMA. To address the needs of these 
individuals, the service continuum provided HIV services to more than 19,000 PLWHA age 50 
and over in FY 2010, including 6,288 who received HIV medicines and/or primary care services.  

 
Partners of PLWHA: Research has shown that MSM partners of PLWHA are likely to engage in 
risky sex.  Additionally, a person living with HIV may not be willing and/or able to disclose their 
status to their partners due to shame or stigma. Further, they may be reluctant to report their 
partners to testing programs or to the health department. For those who meet anonymously 
through clubs or social websites, contact information of the partners to allow for contact tracing is 
often unavailable. Even when contacted, partners may be reluctant to respond, especially to a 
government agency. Part A-funded partner notification, other HIV testing programs, and support 
services seek to engage the partners of known PLWHA to ensure that they receive the care 
necessary to promote their optimal health. 

 
Incarcerated/Releasees: Individuals currently incarcerated may reject HIV testing for fear that it 
may lead to their being perceived and treated differently by other inmates. Because movement 
within the jails is restricted and closely monitored, seeking HIV testing and care services discretely 
is challenging. Recent releasees may decline an offer of HIV testing or care as they focus on 
priorities related to re-engagement and survival in the community. Part A funds programs that 
work specifically with recent releasees from NY EMA correctional facilities to identify, link, and or 
maintain PLWHA in care. 

 
Transgender Individuals: For transgender persons, the barriers that obstruct their HIV status 
awareness include being marginalized from society and having other survival priorities such as 
housing, food, and/or personal safety. Transgender persons who exchange sex for money or drugs 
may be reluctant to disclose this behavioral information to service providers.  Fear of or 
experiences with real or perceived discrimination in a medical setting also deter many transgender 
individuals from receiving the care that they need. Providers across the EMA experienced in 
working with members of this population employ strategies to engage and link transgender 
individuals to HIV care. 

  
Commercial Sex Workers and Users: People who exchange sex for money or drugs often have 
other basic priorities such as food, shelter, and personal safety, which take precedence over 
knowing or addressing their HIV status. For fear of being reported to the authorities or having 
their livelihood stripped away and because of stigma they often do not disclose their risky behavior 
to service providers. Similarly, commercial sex workers do not often disclose their behavior for 
fear of legal ramifications, making them hard to identify and engage in care. 

 
Owners of commercial sex venues sometimes are distrustful of government for fear of business 
closure and often not interested in collaborating with health departments. They are sometimes 
unwilling to allow public health activities such as HIV testing or HIV prevention education to be 
provided on their premises, fearing that these activities may negatively affect their business. 

 
Part A support services and outreach activities designed to reach high-risk individuals in clinical 
and social service settings aim to identify and engage members of all hard-to-reach populations, 
like sex workers and commercial sex users, through innovative programming.  
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Foreign-Born: Persons who are foreign born from high-prevalence countries may not be aware of 
HIV and HIV risk. In some cultures, intense stigma is associated with HIV, and even with HIV 
testing, because of associations with homosexuality and drug use. Fear of exposure may impede 
undocumented individuals from seeking services. In addition, differences in culture and language 
may also add to the barriers for the foreign-born to get tested. The FY 2012 Part A service plan 
provides funding for service providers with the capacity to speak more than 50 languages, 
including services specifically tailored to address immigrants from sub-Saharan Africa, Haiti and 
the Caribbean, Asia, and other parts of the world.  

 
Homeless/Unstably Housed: Homeless and unstably housed individuals are often focused on 
their daily survival, with HIV testing and care at a low priority.  Given their housing status, 
individuals in this target group may not have the resources to seek health care and may not know 
where and/or how to access HIV testing services. The FY 2012 Part A service plan prioritizes 
housing placement, transitional housing and emergency rental assistance to prevent homelessness. 
Additionally, on-site clinical care, substance abuse services and mental health services are provided 
in HIV/AIDS housing programs. The FY 2012 plan includes funding for transitional care 
coordination for PLWHA who are homeless or unstably housed as well as early intervention 
services for homeless and unstably housed youth. 

 
Given the challenges to awareness of HIV status and engagement in care facing members of vulnerable 
populations, the NY EMA has developed a continuum of care that aims to address the needs of all 
PLWHA living in the NY EMA. This continuum provides a diverse range of core medical and support 
services to Ryan White Part A clients based on their individual needs. The matrix on the following pages 
outlines the broad strategies, plans, and activities for addressing the needs of special populations in the NY 
EMA.   
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E: Detailed Description of Coordinating Activities to Ensure Optimal Access to Care  
 
The EMA is able to provide one of the most comprehensive and flexible HIV/AIDS care continuums in 
the country by coordinating Ryan White funding with other public resources available in the EMA.  A 
description of coordination efforts can be found in the table in Table 3.6.  
 
F: How the Plan Addresses Healthy People 2020 (HP2020) Objectives 
 
The FY 2012-2015 comprehensive plan significantly advances progress toward the objectives of HP2020. 

  
HP2020 Objectives 1-3 (reducing new diagnoses, incident infections, and transmission 
rate): ART helps prevent onward HIV transmission. By investing in early intervention case-finding 
and linkage services and in HIV medications to expand access to ART, the EMA will further 
reduce community viral load and promote reductions in the rate of new infections.  The Positive 
Life Workshop (supported with Part A funding) for individuals newly diagnosed with HIV or 
returning to HIV care after a lapse of time encourages self-management of the disease, early entry 
and continued engagement in care, and reduced risk behaviors. 

 
HP2020 Objectives 4-7 and 9 (reducing AIDS cases among key population groups and 
diagnosing new infections pre-AIDS): Continued support for essential HIV primary care, 
medication, and supportive services will help reduce AIDS cases among all population groups. Part 
A programs are concentrated in geographic areas with the greatest disparities.  In addition, the 
Needs Assessment Committee of the Ryan White Planning Council has developed a set of 
recommendations when working with specific population groups who are at risk for and/or 
infected with HIV, including substance users and immigrants.  Part A early intervention initiatives 
in the FY2012 plan support earlier diagnosis of HIV.  All DOHMH-funded testing initiatives are 
coordinated through one unit in the Bureau of HIV/AIDS Prevention and Control emphasizing 
testing of the complete population of two boroughs (the Bronx Knows and Brooklyn Knows) with 
the emphasis moving to testing throughout the City (New York Knows). 
 
HP2020 Objective 8 (reducing perinatal transmission): All Ryan White Part A contractors are 
required to follow an internal protocol to offer or refer HIV-infected pregnant women to 
counseling on the benefits of antiretroviral therapy in reducing the perinatal transmission of HIV.  
Protocol and documentation of counseling and referrals must be made available during site visits.  
Other funding sources, including Part C, Part D, and Medicaid also support the prevention of 
perinatal transmission.  

 
HP2020 Objective 10 (increasing proportion of PLWHA who receive care consistent with 
current standards): The Ryan White program subcontracts with the New York State Department 
of Health AIDS Institute to ensure continuous quality improvement and ongoing quality 
monitoring for all Part A services, guaranteeing excellent services for PLWHA regardless of their 
demographic characteristics or the setting where they are served. 

 
HP2020 Objectives 11 and 12 (increasing survival rates and reducing deaths from HIV 
infection): Continued investments in early intervention, HIV primary care through ADAP Plus, 
ADAP, care coordination, and supportive services will improve the reach and effectiveness of 
medical services, contributing to improved health outcomes and diminishing mortality rates. 
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G: How this Plan Reflects the Statewide Coordinated Statement of Need (SCSN)   
 
The EMA’s Strategic Plan is shared with New York State for inclusion in the SCSN.  The DOHMH shares 
other data with NYS for inclusion in the SCSN including the annual Part A grant application narrative, the 
implementation plan, the priority setting tool, the summary of the 2009 consumer focus groups addressing 
service needs, the CHAIN report on service need and utilization, MAI outcomes data, and an 
update/progress of goals of the comprehensive plan to the NYSDOH.  Each year, the EMA provides 
service and planning updates to NYS for the development of the plan.   
 
H: How this Plan is Coordinated with and Adapts to Changes that Will Occur with the 
Implementation of the Affordable Care Act (ACA): 

 
Health providers are adjusting service systems as increased services are implemented as a result of the 
ACA, and the challenges will accelerate as the legislation is fully implemented through 2014.  As a result of 
a substantial infusion of federal and state funding, many health providers are expediting the transition to 
electronic health records, thereby facilitating the development of service referral networks with data 
sharing.  The EMA is monitoring the implementation of changes to the health care delivery system and 
will adjust the service portfolio as needed to address unmet need. 
 
A number of benefits became active shortly after President Obama signed the Affordable Care Act into 
law.  Insurance carriers cannot refuse to cover children on account of HIV or AIDS or other pre-existing 
disorders; insurance carriers cannot withdraw coverage of adults or children with the exception of 
instances in which fraud has been committed or central facts have been deliberately distorted; no monetary 
cap exists on essential health benefits over the course of the lifespan; and ADAP counts toward true Out 
of Pocket Spending Limit for medications for Medicare recipients – a tremendous benefit for PLWHA 
who have reduced income because it facilitates swifter movement through the donut hole.xlv   
 
In 2014, virtually all Americans will be able to obtain reasonably priced insurance on account of some 
major adjustments.  Reduced-income Americans (including childless adults) who earn less than 133% of 
the federal poverty level will be covered by Medicaid, and reduced-income PLWH will not have to develop 
AIDS before they can be covered.  Insurance carriers, moreover, cannot refuse to provide insurance or 
demand higher payments from individuals with pre-existing conditions, such as HIV/AIDS, and cannot 
establish annual cost caps on benefits.  In addition, individuals lacking access to insurance via employers or 
via Medicaid can purchase private coverage from Affordable Insurance Exchanges, created to facilitate 
purchasing health insurance, and individuals who are low- or middle-income will be able to obtain Federal 
premium tax credits to guarantee that they can afford this insurance.xlvi   
 
The ACA puts resources into prevention, well-being, and public health activities to enhance surveillance, 
to enhance community based programs, and to improve attempts to reach out and draw people in.  The 
law forces numerous insurance plans to pay for HIV testing for individuals who are at risk of infection, 
thereby increasing the chance that people will be tested and, if infected, will obtain life-prolonging 
treatment more rapidly.  Beginning in 2012, moreover, many insurance plans will have to pay for HIV and 
STI counseling for all women who are sexually active at no cost.  The ACA, moreover, enhances programs 
to improve cultural competency training for providers of health care services and to guarantee that all 
individuals are treated fairly.  In addition, the ACA beefs up the Federal pledge to diminish health 
disparities (a major feature of the National HIV/AIDS Strategy).  Moreover, the Department of Health 
and Human Services has provided for the first time an Action Plan to Reduce Health Disparities, setting 
forth targets, policies, and activities to be undertaken by HHS to diminish health differences among 
members of minority racial and ethnic groups.xlvii  
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New funding, in addition, will facilitate providers’ ability to handle chronic illnesses.  The ACA 
acknowledges the importance of medical homes for patient care as a means of enhancing quality of care, 
particularly in the case of individuals with difficult chronic illnesses like HIV.  Medical homes are a way of 
making available organized, cohesive, and inclusive care that is exceptionally helpful when working with 
PLWH.xlviii 

 
With the full implementation of the ACA in 2014 (assuming that it is not partially or fully overturned by 
the United States Supreme Court), eligibility for Medicaid will increase to 133% of the Federal Poverty 
Level, and the number of PLWHA needing Ryan White-funded core medical services may drop.  As these 
national changes take place and as the New York health care system changes, the EMA may also 
experience increased need for health insurance cost sharing assistance, a HRSA service category not 
currently supported with Part A funds.  Pending the outcome of these systemic changes, and an 
assessment of new need based on these changes, the EMA may apply for a waiver from the 75/25 core 
medical/non-core support services funding distribution requirement so that additional funding may be 
allocated to essential support services with the goal of reducing barriers to care.  Support services such as 
housing, legal, supportive counseling and family stabilization, and food and nutrition services are very 
valuable for helping to maintain the health and well-being of PLWHA.  The EMA is also actively following 
the development of the essential health benefits to be offered through the Affordable Care Act to ensure 
that they will meet the complex medical needs of PLWHA.     
 
I: Describe How the Comprehensive Plan Addresses the Goals of the National HIV/AIDS 
Strategy (NHAS), as Well as Which Specific NHAS Goals are Addressed:  
 

National HIV/AIDS Strategy Goal 1: Diminish the number of HIV infections 
National HIV/AIDS Strategy Goal 2: Facilitate entry into care and enhance health outcomes for 
People Living with HIV 
National HIV/AIDS Strategy Goal 3: Diminish HIV-Related Inequalities 

 
The goals and objectives from the EMA’s Comprehensive Strategic Plan for HIV/AIDS Services 2012-15 
(Strategic Plan), consistent with the National HIV/AIDS Strategy goals, provide the framework for service 
models that promote awareness of HIV status, timely linkage to medical care for new positives, retention 
in medical care, and reduction of health disparities in populations disproportionately impacted by 
HIV/AIDS. 
 
Goals and Objectives and Consistency with NHAS:  
 
Increased testing (Comp Plan Goal 1) will increase awareness of status earlier during the course of 
infection and diminish the number of concurrent HIV and AIDS diagnoses.  Pursuing this Goal should 
reduce the number of new HIV infections: when individuals become aware of their HIV status, they can 
reduce risky behaviors and take appropriate measures to preserve their health and reduce the risk of 
secondary transmission, thereby supporting NHAS Goal 1 of reducing HIV incidence.  Early entry into 
care and optimal management of HIV infection (Comp Plan Goals 2 and 3) support NHAS Goal 2 – 
namely, striving to promote early entry into and improved health outcomes for PLWH.  Reducing 
HIV/AIDS health disparities (Comp Plan Goal 4) supports NHAS goal 3 – namely, reducing HIV-related 
inequalities.   
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Table 3.5: Similarities between National HIV/AIDS Strategy 
and the Comprehensive Plan – New York EMA 

 
National HIV/AIDS Strategy Comprehensive Plan 
Reduce number of new infections Increase the number of individuals 

who are aware of their HIV status 

Facilitate entry into care and enhance 
health consequences for PLWH 

Promote early entry into HIV care 

Promote optimal management of 
HIV infection 

Diminish HIV-related inequalities  Reduce HIV/AIDS health 
disparities 

 
 
J: Discuss the Strategy to Respond to any Additional or Unanticipated Changes in the Continuum 
of Care as a Result of State or Local Budget Cuts 
  
Trends Related to Municipal and State Budget Cuts: Economic measures in New York State are 
having an impact on the Medicaid program, affecting the nearly 60,000 PLWHA in the EMA who depend 
on it to address their medical needs. As part of a statewide redesign of the program, the State aims to 
diminish overall Medicaid spending by $2.375 billion in FY 2011-20127, including across-the-board rate 
lowering and caps on total program growth. As part of the Medicaid redesign, ART medications must now 
receive prior authorization for fee-for-service program components, utilization controls for drug 
formularies have been implemented, and Part D wraparound Medicaid coverage has been eradicated, 
resulting in increased burden on the state’s ADAP program. Utilization limits have been instated for 
numerous behavioral health interventions, and the HIV-specific case mix adjustment for home health care 
has been jettisoned.  
 
In addition to Medicaid reductions, recent reductions have also been made to City-funded health programs 
because of fiscal challenges. NYC’s public hospitals, which care for nearly 20,000 PLWHA annually, 
expect to lose $174.5 million in Medicaid funding in 2011-2012 as part of reductions in the State budget, as 
well as $16 million in general City support in the 2012 fiscal year.  Cuts also occurred in the current fiscal 
year to screening programs for co-factors for HIV, including STIs and substance abuse.  
 
The Planning Council will monitor system and fiscal changes, assessing the impact on Ryan White Part A 
services and employing this information to modify the Part A portfolio of services so that funds are used 
efficiently and are synchronized with other payers. 
 

                                                
7 The New York State Budget for 2011-2012, passed on March 31, 2011, was for approximately $132.5 billion.  
www.governor.ny.gov/press/03/31/11budget. 
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Table 3.6: Proposed Coordination Efforts and Activities to Ensure Optimal Access to Care for PLWHA in the NY EMA 
 
Funding Source Coordination Efforts and Activities 
Providers  
(Non-Ryan White funded, 
including private providers) 

In 2010, the NYS Legislature amended the state’s public health law addressing HIV testing (Chapter 308 of the Laws of 2010). Effective 
September 1, 2010, the new law mandates an offer of HIV testing to all patients 13-64 years who receive services in an emergency 
department, as an inpatient, and in primary care settings, with limited exceptions. In addition, the new law allows for documented oral 
consent to be used for HIV tests that can produce a result in 60 minutes or less and for a written consent for HIV testing to be included 
in a signed general consent for medical care. Additionally, the new law requires that, for clients with positive HIV test results, providers 
are required to arrange for an appointment for follow-up medical care for HIV, if the client consents. The changes to the law remove 
some of the barriers that NY providers have encountered in routinizing HIV screening. 

DOHMH collaborates with the NYSDOH to provide informational resources to NYC providers regarding the new law. A joint letter 
from the NY State and NY City Commissioners of Health was sent to all providers. DOHMH created a website with resources for 
NYC providers and residents. Included in the website is a copy of the press release announcing the new law, the joint letter from the 
Health Commissioners, Frequently Asked Questions (FAQ) for NYC providers and residents, a copy of the new law, and a referral 
guide of providers who provide HIV-medical services.  

In 2011, the DOHMH completed a public health detailing campaign in the Bronx to notify smaller, private providers of the change in 
the HIV testing law, and launched a similar public health detailing campaign for Brooklyn providers in late 2011. Like pharmaceutical 
detailers, public health detailing staff visit healthcare providers in private and group practices to promote routine HIV screening and to 
explain their new responsibilities under the law.  

To improve verification of post-referral medical care access, DOHMH will maintain and cultivate relationships with private care 
providers through the planned expansion of the jurisdiction-wide testing initiatives in 2012.  Efforts to educate providers will continue, 
including expansion of the public health detailing campaign and diffusion of informational materials. The DOHMH Director of Testing 
will continue oversight of these activities. 

Prevention 
Programs 
 (Partner Notification 
Initiatives and Prevention 
with Positives Initiatives) 

 

 

 

 

Prevention programs are based in the same DOHMH bureau that oversees HIV care and housing, sharing resources and expertise in 
program planning and evaluation. In 2011, Prevention and Part A collaborated on a single Request for Proposals (RFP) for early 
intervention services including HIV testing and linkage to care. DOHMH has consolidated oversight of all publicly funded HIV testing 
initiatives with shared planning and technical assistance (TA) for HIV care and prevention programs to promote knowledge of HIV 
status and linkage to care.  The joint HIV testing RFP released by Ryan White and prevention programs ensures that all funded agencies 
inform individuals of their test results in accordance with the performance standards developed by DOHMH. Programs are reimbursed 
through discrete payment points for confirmatory testing and linkage to care. All programs use a common data system. 

In February 2011, DOHMH rebid its testing programs funded by CDC and Ryan White to align all programs with current 
recommendations, new laws and advances in technologies. This RFP also allowed DOHMH to effectively coordinate funding of 
contracts to ensure adequate coverage of affected subpopulations and historically underserved communities, without duplicating 
services.  New contracts began October 1, 2011.  
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Table 3.6: Proposed Coordination Efforts and Activities to Ensure Optimal Access to Care for PLWHA in the NY EMA 
 
Funding Source Coordination Efforts and Activities 
Prevention 
Programs 
(continued) 
 (Partner Notification 
Initiatives and Prevention 
with Positives Initiatives) 

 

 

 

To reach the partners of HIV-positive persons, DOHMH prioritizes partner notification services.   All agencies funded by DOHMH to 
provide HIV testing are contractually required to elicit partner names for HIV positive cases, and to report those partners to the 
DOHMH.  In facilities that report high numbers of HIV diagnoses, an assigned DOHMH FSU staff member is on-site to receive 
referral of cases for partner elicitation and notification.  During partner notification, Field Services Unit staff offer HIV testing to 
partners.  Agencies that do not have a Field Services Unit staff person on-site report elicited partners to the DOHMH’s Contact 
Notification Assistance Program (CNAP). Partners notified through CNAP are encouraged to come to one of the City’s nine STD 
clinics for testing.  Similar partner services programs in the Tri-County region are operated by the Westchester and Rockland DOHs and 
in Putnam County by NYSDOH.  To healthcare providers that care for PLWHA, DOHMH offers trainings in CDC’s Ask, Screen, 
Intervene curriculum. This curriculum reminds providers to screen their patients for behavioral risks and STDs, provide tailored 
behavioral interventions, and partner services. 

In early 2010, DOHMH released a “prevention with positives” pilot initiative focusing on risk reduction and health promotion in health 
care settings that includes partner elicitation/notification strategies for HIV positive individuals.  

CDC Prevention: 
Condoms and 
Testing 

HIV prevention programs are based in the same DOHMH bureau that oversees HIV care and housing, sharing resources and expertise 
in program planning and evaluation. In 2010, DOHMH distributed 36.3 million male condoms, one million female condoms, and more 
than 10.9 million packets of lubricant to facilitate safer sexual behaviors. DOHMH has consolidated oversight of all publicly funded 
HIV testing initiatives with shared planning and technical assistance (TA) for HIV care and prevention programs to promote knowledge 
of HIV status and linkage to care. In 2010, DOHMH clinics and DOHMH-funded programs conducted 272,846 HIV tests, yielding 
1,472 confirmed positive tests, and Ryan White-funded programs accounted for more than 67,886 rapid tests and 382 confirmed 
positive test results. In 2011, Prevention and Part A collaborated on a single Request for Proposals (RFP) for early intervention services 
including HIV testing and linkage to care.  

Substance Abuse 
Treatment 
Programs/ 
Facilities 
 
 
 
 
 

Various federal and state programs also support a diverse network of substance abuse treatment services delivered by more than 300 
facilities in NYC. More than 70 drug treatment clinics have been certified to administer buprenorphine substitution therapy for opiate 
addiction. Part A supplements these clinically oriented interventions with a variety of programs that are designed to address the factors 
that prevent many clients with substance abuse problems from accessing services. Part A supports harm reduction, recovery readiness 
services, and relapse prevention interventions to nearly 4,000 PLWHA annually. Co-located in or affiliated with medical and mental 
health settings, Part A substance abuse programs serve clients using evidence-based practices such as motivational interviewing.   

Starting in 2012, Part A substance abuse service providers will receive training in and have the option of offering evidence-based 
practices and interventions: motivational interviewing, Healthy Living Project, Seeking Safety, and Therapeutic Education System. 
Additionally, programs will utilize standardized alcohol and drug assessment tools and will be required to ensure that their clients are 
linked to HIV primary care. 
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Table 3.6: Proposed Coordination Efforts and Activities to Ensure Optimal Access to Care for PLWHA in the NY EMA 
 
Funding Source Coordination Efforts and Activities 
Substance Abuse 
Treatment 
Programs/ 
Facilities 
(continued) 
 

The DOHMH prevention program received $1.32 million from the Substance Abuse and Mental Health Services Administration 
(SAMHSA) to expand access to rapid HIV testing and linkage to care in mental health and substance abuse programs in high-need 
neighborhoods, to expand substance abuse and mental health screening and services for Black and Hispanic PLWHA in NYC, and to 
support ongoing planning and systems-level integration of substance abuse, mental health and HIV in NYC. This initiative will be 
coordinated with Part A mental health and substance abuse services to expand the continuum of services. In addition, the DOHMH 
Assistant Commissioner of the Bureau of Alcohol and Drug Use Prevention, Care and Treatment collaborates with the Bureau in 
planning services. 

STD, TB and New 
York City 
Corrections 
Programs 

DOHMH integrates HIV testing services with other prevention and disease control services offered in city-run clinics, such as the 
DOHMH STD and TB clinics, and NYC jails. HIV testing is offered with other STD screening and treatment, TB screening and 
treatment, hepatitis screening and vaccination, and with the provision of medical services to inmates in NYC jails. In 2010, all city-run 
STD clinics, TB chest clinics, and NYC jails conducted a combined total of 97,386 rapid and conventional tests. Also, in September 
2010, CDC announced its Program Collaboration and Service Integration (PCSI) initiative to combine and streamline health services for 
diseases with similar characteristics. The DOHMH is one of six PCSI demonstration sites and will use funding to conduct a needs 
assessment of services across HIV, STD, TB and Hepatitis programs in NYC to identify strategies for maximizing public health impact 
through new and established linkages between programs.  The PCSI Coordinator, a member of the Enhanced Comprehensive HIV 
Prevention Planning (ECHPP) advisory group, has been soliciting input from the PCSI Steering Committee, of which BHIV’s Assistant 
Commissioner is a member. The PCSI Coordinator is also working with BHAPC’s Training and Technical Assistance Program (T-TAP) 
to develop TB outreach and education training for providers who offer HIV screening to enhance the integration of appropriate 
screening activities. 

Medicaid 
 
 
 
 
 
 
 
 

New York State estimates that 56% of PLWHA in the EMA are Medicaid recipients, with 59,915 PLWHA receiving Medicaid services 
in 2010, at a total cost of nearly $2.3 billion. While the state share of Medicaid is exclusively borne by the state throughout most of the 
U.S., local governments contribute approximately half of the state’s share in NYS.  Such cost-sharing enables NYS to offer the most 
comprehensive Medicaid coverage in the country. By remaining up-to-date on Medicaid policies through regular updates from 
NYSDOH, the Planning Council is able to adjust its allocation of scarce resources toward high-priority services that are not covered by 
Medicaid. Part A resources are directed toward critical services such as early intervention, medical case management with treatment 
adherence support including directly observed therapy, housing assistance, and low-threshold counseling to reduce substance abuse. At 
the service delivery level, Part A contractors also participate in Medicaid for services that are potentially reimbursable, and the EMA 
enforces policies ensuring that Part A is the payer of last resort. Major changes in Medicaid are underway, and in 2011 the Grantee 
secured consulting support to obtain a comprehensive assessment of the NYS Medicaid program including future changes related to 
Medical Health Homes and Medicaid redesign that will affect several EMA service categories. Results of the assessment will be shared 
with the Planning Council to inform the priority setting process in 2012. 
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Table 3.6: Proposed Coordination Efforts and Activities to Ensure Optimal Access to Care for PLWHA in the NY EMA 
 
Funding Source Coordination Efforts and Activities 
Medicaid 
(continued) 
 
 
 
 
 
 
 

Structural changes in the NYS health care system currently underway will change the future delivery of all chronic care, including HIV 
care.  NYSDOH is implementing Medicaid Health Homes (health homes) and launched the application process in Fall 2011 with staged 
continued roll out in 2012.  The NYS health home program will reimburse interdisciplinary care management, care coordination and 
health promotion for individuals with chronic illness seen in an approved integrated health care system and community provider 
network. Client enrollment will be voluntary at the start, with mandatory enrollment phased in at a later date.  Behavioral health homes 
will address the needs of individuals with serious mental illness and substance use disorders, some of whom are also living with 
HIV/AIDS.  The full impact of health homes on the HIV service delivery system and the local Part A program will not be known until 
the program is mandatory for all PLWHA receiving Medicaid, and no timeline has been established. While this paradigm shift is being 
implemented, the overall financing of the health system is threatened with the possibility of additional reductions in Medicaid and 
Medicare reimbursement. In September 2010 NYS began requiring that all HIV-positive Medicaid recipients enroll in a managed care 
program over the next three years. In addition, health providers are grappling with new rules related to the implementation of the 
Affordable Care Act, which will accelerate as the legislation is fully implemented through 2014. Enrollment in Medicaid will, moreover, 
expand when eligibility is increased to 133% of the federal poverty level in 2014 as a result of full implementation of the Affordable 
Care Act.  As a result of a substantial infusion of federal and state funding, many health providers are expediting the transition to 
electronic health records, which will facilitate the development of service referral networks with data sharing.  The EMA will monitor 
the implementation of changes to the health care delivery system using Part A funding to address unmet need. 

Medicare According to data from the Medical Monitoring Project (MMP) and CHAIN, approximately 20-25% of participating PLWHA in NYC 
have Medicare.  Many Medicare-eligible PLWHA are dually eligible for Medicaid, resulting in overlap between multiple payment sources. 
NYSDOH routinely assesses the impact of Medicare Part D prescription drug coverage on the demand for Part A-funded ADAP 
services.  Because Medicare Part D has more restrictive drug formularies than Medicaid, NYSDOH ensures that its ADAP formulary 
includes important classes of drugs that are not covered by Medicare (e.g., atypical antipsychotics and antidepressants that are crucial for 
the care of PLWHA with chronic and severe mental illness).  With support from the Planning Council, ADAP also covers the costs of 
medications for PLWHA who incur out-of-pocket expenses as a result of the “donut hole” in Medicare Part D. 

Children’s Health 
Insurance 
Programs 

The NY EMA has recently conducted an analysis of the Children’s Health Insurance Program (CHIP), including a list of SCHIP-
covered services.  Like other payers, CHIP is taken into account in the payer-of-last-resort tool used by the Planning Council. 

Women, Infants, 
Children and 
Youth (WICY) 

HRSA allows Part A and Part B programs to waive the Ryan White minimum expenditure requirement for women, infants, children and 
youth. Accordingly, the EMA submits a prospective waiver for the minimum expenditure requirement for each of these populations.  
As Medicaid provides comprehensive coverage for HIV-affected WICY populations, the EMA joins with NYS and the Nassau-Suffolk 
EMA to submit a prospective WICY waiver for setting aside Part A funds for these populations. Medicaid spending alone on WICY 
populations was over $800 million in FY2010, significantly exceeding the EMA’s required $36.59 million set-aside.  
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Table 3.6: Proposed Coordination Efforts and Activities to Ensure Optimal Access to Care for PLWHA in the NY EMA 
 
Funding Source Coordination Efforts and Activities 
Services for 
Women and 
Children 

The Planning Council’s service mapping exercise took into account a range of social services programs, including those specifically 
targeted to women and children. The payer-of-last-resort mapping tool has also been updated to reflect recent eligibility and capacity 
changes regarding community services for women and children. In FY10, Medicaid spent more than $800 million on HIV-related 
outpatient services for women, infants, children and youth in the EMA.  WICY/Medicaid funds included $716,287,313 for women, 
$418,809 for infants, $13,067,265 for children, and $74,780,493 for youth. 

Veterans Affairs Providers assess clients for past military service and provide the opportunity for veterans to seek HIV care at VA facilities, while 
advising clients they are not obligated to obtain care from the VA. The VA provides special support benefits beyond medical care that 
complement and occasionally exceed Ryan White services. 

Housing 
Opportunities for 
People with AIDS 
(HOPWA) 

The same bureau of DOHMH that oversees Ryan White services also administers HIV/AIDS housing programs. HOPWA supports  
permanent and emergency housing and housing-related services while Ryan White supports transitional housing, rental assistance and 
housing placement assistance.  Resource allocations and services are coordinated between the two programs to ensure optimal use of 
grant funds. HOPWA services and funding were considered by the Planning Council in developing its FY2012 plan. In 2011, the 
Planning Council entered into a Memorandum of Understanding with the HOPWA program to develop an integrated HIV housing plan 
that maximizes coordination and improves health and housing outcomes. 

Other  Local 
Health Programs 

Part A coordinates closely with the NYC HIV/AIDS Services Administration (HASA), which offers social work case management, 
streamlined entitlement support, and housing assistance to indigent New Yorkers with symptomatic HIV disease and their families. 
Participation by various NYC agencies, as well as the engagement of AIDS housing advocates, keeps the Planning Council up-to-date 
on policy developments related to HASA and other key NYC agencies, including the Department of Homeless Services. Because of the 
growing need for housing assistance among PLWHA in NYC, HASA has periodically shifted funding designated for social work case 
management to subsidize supportive housing units for PLWHA. As HOPWA services are administered by the same DOHMH unit that 
administers Part A services, NYC-funded social work case management, housing support, and the broader Part A continuum are closely 
coordinated. 

Local, State, and 
Federal Public 
Health Programs 

Data from DOHMH and NYS programs that provide correctional health services, HIV testing, treatment for TB and STIs, as well as 
alcohol and other drug use services, are used by the Planning Council during the needs assessment process and for the development of 
standards of care. Planning Council members include staff from substance abuse and mental health treatment programs funded through 
diverse federal, State and local sources. 

Local and Federal 
Funds for 
Substance 
Abuse/Mental 
Health Treatment 
Services 

Medicaid provides substance abuse services to more than 20,000 PLWHA at a total cost of $298 million, including inpatient services, 
outpatient support, and other interventions. Medicaid covers mental health services for more than 21,500 PLWHA, at an annual cost of 
$214 million. The DOHMH prevention program received $1.32 million from SAMHSA to expand access to rapid HIV testing and 
linkage to care in mental health and substance abuse programs in high-need neighborhoods, to expand substance abuse and mental 
health screening and services for Black and Hispanic PLWHA in NYC, and to support ongoing planning and systems-level integration 
of substance abuse, mental health and HIV in NYC. This initiative will be coordinated with Part A mental health and substance abuse 
services to expand the continuum of services. In addition, the DOHMH Assistant Commissioner of the Bureau of Alcohol and Drug 
Use, Prevention, Care and Treatment collaborates with the Bureau in planning services and recently provided guidance on the 
development of a Part A service model for substance abuse services. 
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Table 3.6: Proposed Coordination Efforts and Activities to Ensure Optimal Access to Care for PLWHA in the NY EMA 
 
Funding Source Coordination Efforts and Activities 
New York State 
HIV/AIDS 
Program 
 
 
 
 
 

Through the NYS AIDS Institute, the state supports numerous HIV-related services, including a network of multi-service agencies in 
heavily affected minority communities. These NYSDOH-funded agencies coordinate their funding with Part A to effectively meet the 
needs of clients. Representatives of these service providers participate as members of the Planning Council. In addition, NYSDOH 
supports substance abuse service settings that complement Part A and SAMHSA-funded programs. Service mapping undertaken to 
inform the Planning Council’s service prioritization and resource allocation takes into account all state-funded programs, enabling the 
Planning Council to obtain a comprehensive understanding of all relevant services in the EMA. In addition, NYSDOH is an active 
participant on the Planning Council, making presentations on developments in state-funded services and meeting regularly with 
DOHMH Part A staff to coordinate HIV services.  A new Ryan White-funded SPNS grant received by the State, moreover, focuses on 
Regional Quality Management efforts across funding streams.  DOHMH is an active, collaborative partner.  Part A-funded programs are 
participating in the Upper Manhattan Regional Group, the first of the geographically based Quality Management groups funded by the 
grant. 

Community 
Health Centers 

Representatives of a number of community health centers sit on the Planning Council and its Committees and keep the Planning 
Council membership up to date on policy developments related to community health centers. 
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CHAPTER IV: MONITORING AND EVALUATION: HOW WILL WE MONITOR OUR 
PROGRESS? 
 
The EMA is committed to the monitoring and evaluation of progress against the goals and objectives 
identified for 2012-2015. Rigorous, ongoing monitoring and evaluation not only promote accountability 
for HIV services but also aid the EMA in identifying areas for intervention and highlight aspects of the 
comprehensive strategic plan that may require revision or refinement over time.  The proposed measures 
and indicators for the 2012-2015 plan have been refined through the EMA’s experience with annual 
monitoring and public reporting on the 2009-2012 plan indicators.  Targets have been set with recognition 
of three years (2008-2010) of results on the corresponding indicators from the 2009-2012 plan, and some 
indicators have been re-worded or organized under different objectives to reflect how the data on the 
2009-2012 plan were received, discussed and understood, in terms of their particular implications for the 
local service planning process.  Clarifications are offered here with regard to differences between NYC and 
the Tri-County area, where applicable, in the availability of particular measures or analyses.  Overall, the 
development of indicators, specific measurement approaches, and target levels for the 2012-2015 plan 
benefited from comparisons at three levels: (1) the comparison of our expectations at the outset of the last 
plan (winter 2008-09) with our measurement experiences and actual findings for 2008-2010 data on that 
plan’s indicators; (2) the comparison of our indicators and target levels with current national indicators and 
initiatives for improving HIV-related health and addressing the epidemic; and (3) the comparison of our 
prior HIV/AIDS services and policy landscape with the current shifts occurring at the City, State and 
federal levels due to fiscal hardship and various thrusts of health care reform.   
         
This section presents a framework for monitoring and evaluation. In preparing the monitoring 
component, the EMA seeks to: 
 

Provide a mechanism by which the Planning Council can measure progress toward achievement of 
the plan’s goals and objectives and develop an annual work plan of activities; 

 
Identify strategies for data collection that will yield relevant, timely evaluation findings and 
contextual information, to assist the Planning Council in setting priorities and allocating Part A 
funds; and 

 
Provide direction to the Grantee for purposes of targeting, measuring, and achieving outcomes of 
services supported by Part A funds in 2012-2015. 

 
Context for Monitoring and Evaluation 
 
The framework described in this section permits sufficient flexibility to allow for revision of monitoring 
and evaluation approaches as circumstances change. As the HIV epidemic itself continues to evolve, the 
HIV financing and service environment is also undergoing important changes. As more information 
becomes available to the Planning Council through the monitoring and evaluation processes described 
below, relevant indicators (and their measures and targets) can be refined. 
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Background  
 

An indicator is a statement that defines success for a given objective. Indicators may only indirectly or partially 
capture a complex situation, but they can be used to (a) track direction and magnitude of change over time and (b) 
compare different areas or groups of people (as in the disparities indicators under Goal 4). 
 
A measure is a specific factor or variable that can be collected and can serve as the basis for an indicator of progress 
in achieving an objective.   
 
Two or more measures may go into an indicator, along with some specification of the time periods of interest, and 
often a target percentage.  For example, “receipt of service X” or “having a result on Y test” may be a measure 
defining eligibility for an indicator, meaning it determines which clients are counted in the denominator of a 
proportion.  A measure of the outcome of interest, such as “engagement in primary care,” may define the numerator 
of that proportion.  Adding the time periods of interest and a target, these measures (italicized) can be made into one 
specific indicator: 
 
Example: 90% of clients who were out of care at baseline (not receiving primary care for more than nine months prior to 
program enrollment) will be linked to primary care within 30 days of enrollment. 

 
 
Selecting Performance Measures 
 
The framework for monitoring this plan is outcomes-oriented. Toward that end, and bearing in mind the 
data limitations encountered during evaluation of the 2009-2012 comprehensive strategic plan, the 
following criteria were used to select measures to monitor the HIV service system. Questions that are 
pertinent to each criterion are noted. 
 
Table 4.1 

Criteria Related Questions 
Measures that are sound from a 
technical perspective. 

In terms of validity: Does this indicator truly measure what it was 
intended to measure?  Is there a better measure for the same concept 
or construct?  (e.g., for measuring “adherence,” is there a widely 
validated or appropriate population-specific assessment tool?) 
In terms of reliability: To what extent is the variability in the measure 
due to true variability in the underlying phenomenon, vs. variability due 
to error?  In other words, assuming that a few people have the same 
level of the outcome of interest (e.g., adherence), or assuming that one 
person remains at the same level over time, would this measure yield 
consistent results from one instance of measurement to the next? 
Is the entire population being measured or only a sample? If a sample, 
is there reason to believe it is representative (and of whom exactly)?  
If a sample, is the sample size large enough to be acceptable from a 
statistical perspective? 

Measures where a strong argument can 
be made that the outcome is the result 
of, or at least strongly influenced by, 
Part A resources or other Planning 
Council initiatives. 

Is the “causal model” linking Planning Council activities to 
programmatic outcomes credible? 
Are there major factors that contribute to this outcome that have little 
or nothing to do with Part A funding and/or other Planning Council 
activities? 
Is it possible to compare the results for individuals receiving Part A 
services to the results for individuals not receiving Part A services? 
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Table 4.1 
Criteria Related Questions 
Measures for which needed data are 
already available on a routine basis, or 
can easily be made available on a 
routine basis with little cost and/or 
minimal effort. 

If data are already being collected: How frequently? Is funding for data 
collection secure for the next three years? How long does it take for 
results to be made available? 
If data are not already being collected: How expensive and difficult 
would it be to implement data collection? How likely is it that funding 
for data collection will be available for the next three years? How long 
would it take for results to be made available? 

Priority will be given to measures in 
the following order:  

Outcome measures (for 
example, improved health, or 
increased engagement in HIV 
care) 
Input or output measures (for 
example, number or 
proportion of individuals who 
receive a service) 
Process measures (for 
example, completion of a 
planned action item) 

Is there an alternative measure available from a higher category that 
could be used to determine success? 

 

 
During a series of meetings held with the Needs Assessment Committee, Executive Committee, and full 
Planning Council, participants discussed and refined the goals, objectives, and suggested measures and 
targets. In consultation with the parties responsible for the various data sources, and with reference to the 
criteria above, the DOHMH and the aforementioned planning bodies refined the indicators for each 
objective.  
 
Data Sources Used to Monitor Plan Performance 
 
This section lists the data sources cited in the monitoring and evaluation plan. Each data source has 
strengths and limitations, briefly noted here. In several instances, changes in data collection methodologies 
and the data collected are anticipated. Newer data sources or emerging opportunities for improved data 
coordination may warrant adjustments to the EMA’s selection and definition of measures and indicators 
for strategic planning.  At other times, more than one measure of an indicator (from different data 
sources) will be utilized to provide multiple perspectives related to the specific objective and indicator.  
The Planning Council can look at these different pieces of information together to evaluate the 
Comprehensive Strategic Plan, by “triangulating” the data to define  reasonable summary estimates and 
future targets for each indicator.   
 
HIV/AIDS Surveillance Data: The DOHMH HIV Epidemiology and Field Services Program disseminates 
epidemiological data derived from the HIV Surveillance Registry (collected in accordance with NY State’s 
required data elements) twice yearly.  Surveillance data may also be analyzed ad hoc when needed. The 
NYSDOH provides epidemiology data for the Tri-County region.  While surveillance data are 
representative of the EMA’s epidemic (since reporting is state-mandated on all known cases of HIV), they 
are not comprehensive.  For example, critical clinical indicators are available through this reporting system, 
while current behaviors and actual service or treatment utilization are not.  Because they are based on 
laboratory tests that indicate a positive HIV serostatus, surveillance data do not provide information on 
people with undiagnosed HIV infection.  NYC HIV surveillance data are also subject to a reporting lag of 
at least nine months; for example, data on the full calendar year 2010 was officially released in January 
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2012.  Since 2008, data from the NYC HIV Surveillance Registry have been used in annual reporting on 
the Comprehensive Strategic Plan indicators.   As the most complete source of CD4 and viral load data 
(laboratory test dates and results), the Registry has served as a critical tool in the EMA’s assessment of 
clinical outcomes, in the overall population living with HIV and in particular demographic or program-
defined subgroups (able to be examined through the merging of programmatic with surveillance data, 
using common patient-level identifiers).  
 
The CHAIN Study: CHAIN is an ongoing prospective cohort study (begun in 1994) of persons living with 
HIV in NYC and the Tri-County region. CHAIN is conducted by Columbia University’s Mailman School 
of Public Health. The study surveys PLWHA regarding a variety of factors, including client-reported 
health status, behaviors, social and medical need areas, housing status and living situation, service 
utilization patterns, and satisfaction with services. Although the study focuses on the impact of the entire 
HIV service system and not on Part A programs alone, participation in Part A programs can be discerned 
to some extent through detailed questions regarding actual services received (and where and from whom). 
The CHAIN sample is one of the largest cohorts of people living with HIV followed in the U.S.  Due to 
deaths and other causes of attrition, the cohort has been refreshed over time.  In 2002, an entirely new 
cohort was drawn, and a refresher cohort to the existing NYC cohort was interviewed between 2009 and 
2011, for a total of 319 new (refresher) participants in NYC.  Changes to the cohort over time mean that 
some year-to-year comparisons may reflect differences in the characteristics of those completing interviews 
from one year to the next.  The overall two-stage sampling and recruitment for CHAIN utilizes 
procedures for randomization but has also relied to some extent on an intercept approach at agencies, 
which increases the chances of interviewing more frequent users of health and social services.  For the 
refresher cohort, list-based (random) client sampling was used as the primary recruitment strategy, to 
increase representativeness.  Patients receiving care in private medical practices are under-represented in 
CHAIN, due to the selection of the agency sample, and the CHAIN demographics differ from the NYC 
HIV/AIDS epidemiology data on race/ethnicity (i.e., CHAIN under-represents white males and over-
represents black and Latino males, with a similar but less pronounced imbalance among females).  
However, CHAIN participants appear more closely to resemble the demographic profile of clients in Ryan 
White care.  Strengths of the CHAIN study include the comprehensiveness of topics addressed, the depth 
of coverage in terms of detailed questions asked, the responsiveness of the study to EMA priorities (e.g., 
the established mechanisms for DOHMH and Planning Council and committee input into the 
questionnaire items and the analyses/reports to be generated), the inclusion of Tri-County and NYC data 
on the same core measures, the longitudinal nature of the study permitting comparisons over time, and the 
high survey completion rates (greater than 80%) among eligible participants (those still alive and residing in 
either NYC or Tri-County) at each wave of the survey.  The most recent CHAIN interview data available 
as of February 2012 were collected between 2009 and 2011.  CHAIN has proven to be a valuable data 
source for EMA-wide examination of outcomes that cannot be tracked through the surveillance Registry – 
such as treatment adherence and reliance on acute care services. 
 
Medical Monitoring Project (MMP):  The Medical Monitoring Project is a study conducted by the DOHMH 
HIV Epidemiology and Field Services Program in collaboration with the CDC, starting around 2005.  The 
study aims to yield a better understanding of the health-related needs of adult PLWHA, and examines 
areas such as medical care access and utilization, preventive and social services utilization, risk behaviors, 
and clinical outcomes.  This study succeeded the Adult Spectrum of Disease (ASD) study, another multi-
site CDC-funded research project.  Unlike the ASD, MMP incorporates patient interviews in addition to 
data from medical chart abstraction.  The MMP also differs from the ASD in its sampling, employing a 
three-stage, probability sampling methodology (which gives the localities and providers with the greatest 
number of patients in care a higher likelihood of being selected).  HIV medical care facilities in the New 
York City sample include physicians in private practices, hospital-based clinics, community-based 
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organizations, and drug treatment programs.  During a four-month period each year, researchers randomly 
and anonymously sample individual clients from among those (>18 years old) who received HIV medical 
care from a sampled facility.  The study provides population-based data, though its findings should not be 
assumed to be representative of the adult PLWHA population in care in NYC.  Data on the fourth (2010) 
wave of MMP client interviews was available as of January 2012; however, 2010 chart review data are not 
yet ready for analysis.  New York State is also included in the MMP, and may in the future be able to 
provide data collected with clients of sampled Tri-County providers.  For each wave of MMP, a new 
sample is drawn, making the data serial cross-sectional (snapshots), vs. longitudinal.  Like CHAIN, the 
MMP has been drawn upon for the population-level (in this case, Citywide) measurement of outcomes 
that cannot be tracked with HIV surveillance data, including treatment adherence and acute care 
utilization.  The review of comparable data from both surveys allows for triangulation of estimates 
between the two different samples and study methodologies. 
 
Required Client-Level Ryan White Data from Contractors (via the AIDS Institute Reporting System and eSHARE):  All 
Ryan White Part A (and MAI) contractors (i.e., HIV service providers) have some required reporting on 
clinical outcomes, as well as service delivery/utilization and client descriptive data. Specifically, the vast 
majority of Ryan White contractors are now required to report on Primary Care Status Measures (PCSM), 
which include HIV-positive clients’ CD4 counts, viral loads, primary care engagement status (visit history 
and documentation of having a primary care provider), antiretroviral treatment status, and HIV status 
(non-AIDS or AIDS with diagnosis date if applicable).  Currently, contractors working with AIRS submit 
their AIRS data extracts to the NYSDOH AIDS Institute and Public Health Solutions; and partial data are 
then transferred to DOHMH staff through a monthly extract provided by Public Health Solutions.  Public 
Health Solutions and DOHMH staff analyze and summarize the data entered by service providers in the 
reporting system (e.g., eSHARE or AIRS), and then translate this information into various reports, such as 
the service utilization and expenditure trend reports delivered to the Planning Council in the form of 
service category-specific scorecards.  The major limitations of AIRS-based data are (a) coverage and quality 
issues, due to the difficulty of instituting automated validity/completeness checks in AIRS or controlling 
the documentation practices of providers, (b) the turnaround on upgrades to keep the system current with 
evolving intervention models and corresponding reporting requirements, and (c) the lack of direct or full 
access to data for DOHMH for evaluation and monitoring purposes.   
 
The major change since the 2009-2012 Comprehensive Strategic Plan is that AIRS is being gradually 
replaced in the EMA with the web-based “electronic System for HIV/AIDS Reporting and Evaluation” 
(eSHARE).  As of March 2012, most Part A contractors are reporting through eSHARE, with a small set 
continuing in AIRS until the fall.  DOHMH development of eSHARE has ensured alignment with (and 
system enforcement of) both HRSA-required and DOHMH-required reporting.  eSHARE also includes 
additional data quality controls (to reduce errors) and reminders for data elements or forms requiring 
repeated collection (updates), and the system enables forms in logical order, to ensure that specific data are 
collected at the appropriate points in a client’s presentation to and progression through the program.  
Provider documentation practices have been improved through the development and distribution by 
DOHMH of detailed, standardized data collection forms for use with clients and for entry into eSHARE.  
Nearly every field appearing in eSHARE is now represented faithfully, in order, on a written data 
collection form.  In addition, with the EMA’s shift toward performance-based contracting, which ties 
reimbursement to provider-entered service data, there are clear incentives for providers to complete full, 
timely electronic reporting to DOHMH on services delivered.  Although 2011 and 2012 are years of 
transition between data systems, the DOHMH and PHS have been working together to merge back-end 
data from the two systems for submissions to HRSA and for evaluation and monitoring purposes.  By the 
start of calendar year 2013, eSHARE will be the sole service provider reporting system for DOHMH-
administered Prevention and Ryan White contracts.  
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Like AIRS, eSHARE permits the linking of outcomes of interest with particular Part A services received, 
as well as particular client characteristics.  Because repeat PCSM in eSHARE are centralized on a single 
form that is required for completion at least every 120 days for every HIV-positive client with ongoing 
Part A enrollment, the EMA’s capacity to examine temporal relationships between clinical outcomes and 
service utilization, and to examine key outcomes reliably over time, is greatly increased as eSHARE 
implementation progresses.  In general, Ryan White contractor reporting lag (2-3 months) is considerably 
less than the lag in reporting from other sources, such as HIV/AIDS surveillance data.  With eSHARE, 
which omits the monthly manual submission step, data can be viewed by the DOHMH and PHS as they 
are saved to the system, with no delay other than the time between assessment or service and data entry.  
Thus, provider-reported data afford a current picture of progress on indicators, as well as an integration of 
the service-related inputs with the clinical outcomes, among Ryan White clients. 
  
Citywide Rapid Testing Estimates from the  DOHMH HIV Prevention Program: All agencies funded through the 
DOHMH to provide HIV testing are required to report to the DOHMH HIV/AIDS Bureau’s Prevention 
Program, on the number of tests (rapid and conventional, respectively) they conduct, as well as positive 
results and linkage to care.  The DOHMH-funded provider data only represent a small portion (estimated 
at about 15%) of the testing throughout the City, since they cannot encompass testing funded directly 
through other sources.  Thus, the rapid testing information utilized for the evaluation of the 
Comprehensive Strategic Plan for the New York EMA is limited to that information provided through 
DOHMH-funded programs. The DOHMH-funded testing provider data are also limited in that they 
represent some portion of the tests conducted, but cannot be analyzed at the level of the unique clients 
tested.  In terms of reporting lag, the testing provider data are current within about three months of the 
present.  The Prevention Program also uses the  DOHMH Community Health Survey (CHS) data to offer 
broad estimates of citywide testing.  However, these estimates have not yet been applied to the evaluation 
of the Comprehensive Strategic Plan.  
 
NYSDOH AIDS Institute Data Sources, Including the Quality Management Program: During the period of this 
plan, data collected by the AIDS Institute may be integrated into the monitoring and evaluation framework 
presented here.  Since 2001, the NYSDOH AIDS Institute has had a contract with the DOHMH to 
measure the quality of health and supportive services provided under Part A.  To assess provider 
performance, quality management personnel review client charts and collect aggregate data against specific 
performance indicators developed for various service categories. To date, data have been collected in 
several service areas over several time periods: 

 
o NYC Medical Case Management (beginning in 2004) 
o Mental Health (beginning in 2002) 
o Supportive Counseling (beginning in 2010) 
o Harm Reduction (beginning in 2006) 
o Food & Nutrition (beginning in 2004) 
o Tri-County Medical Case Management (beginning in 2009) 

 
An additional learning network (which will develop its own performance indicators for ongoing 
measurement) is currently being established for a pair of newer service models implemented in the EMA – 
Outreach to Homeless Youth (under Early Intervention) and Transitional Care Coordination for homeless 
and unstably housed clients (under Medical Case Management).  Finally, at the time of this writing, a SPNS 
grant is supporting the planning and implementation of a cross-service category NYS-NYC collaborative 
quality management and performance measurement initiative focused on HIV medical care linkage and 
retention at the regional level, in Upper Manhattan.  Multiple possible data sources, including NYS and 
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NYC surveillance Registry data and DOHMH eSHARE data, are being considered for their potential uses 
in this multi-year regional performance measurement/quality management project.   
 
Both the DOHMH and the NYSDOH AIDS Institute have been working closely with contracted 
providers on issues of documentation in the Quality Learning Networks for the different service category 
areas.  One strength of the Part A quality data rests in the collaborative development of service category-
specific indicators (by NYSDOH, DOHMH, WCDH, Planning Council and consumer representatives, 
and other stakeholders), which thus reflect cross-cutting priorities and initiatives in the delivery of quality 
HIV care.  In addition, the pulling of Part A quality data directly from client charts permits the inclusion of 
documented service elements that may not always translate to electronic reporting systems.  In this sense, 
the chart reviews present an opportunity to view data closer to the source, independent of contractors’ 
official submissions.  On the other hand, as noted above, performance-based contracting drawing upon 
provider electronic reporting to DOHMH supports the completeness and reliability of data entry.  In 
addition, the built-in flow of forms in eSHARE (to ensure that certain prerequisites are entered before 
services can be entered, and to require PCSM updates to enable continued service entry on HIV-positive 
clients enrolled more than 120 days) will help gradually to reduce the gap between paper chart 
documentation and electronic reporting on service utilization and interim and long-term outcomes.  With 
this in mind, the EMA is considering expanding the use of electronic data systems for the measurement of 
performance indicators.    
 
Additional data collected by the AIDS Institute may also eventually be utilized to monitor and evaluate 
progress on EMA goals, objectives and indicators.  Discussions continue with regard to when and how the 
NYSDOH AIDS Institute may be able to share client-level data from other Parts of Ryan White (e.g., 
ADAP) or other State-funded programs (e.g., Medicaid). 
 
Using Data to Monitor Progress 
 
The framework for monitoring the plan, outlined below, is geared to each goal and objective of the 
comprehensive strategic plan. For most objectives, the framework identifies the following components: 
 

A time frame, which includes a target year (for achievement of the objective) within the 2012-2015 
period for the plan as a whole.  Not all objectives follow the same time frame for completion.  
In selecting target years, the Planning Council and Committees and Grantee have taken into 
account the lag time expected between the implementation of certain activities and their desired 
outcomes, as well as the order of outcomes in relation to one another (e.g., an intermediate 
outcome such as increased antiretroviral treatment adherence will in turn support the achievement 
over time of a long-term health outcome such as sustained viral suppression or improved 
immunological health).  Regardless of the specific year set for the achievement of a targeted result 
on a given indicator, the EMA will assess the results on all indicators each year, with formal 
presentations of the data by the DOHMH to the Planning Council and its specific committees 
scheduled to review these findings.  This will allow annual monitoring of progress toward the 
objectives and multiple opportunities to adjust strategies for intervention and/or adjust indicator 
targets or measures, based on lessons learned during the course of implementing this 
Comprehensive Strategic Plan. 

 
A measure, which is a specific factor or variable that can be collected and can serve as the basis for 
an indicator of success.  For example, Objective 1B in the 2012-15 Plan is “To decrease delayed 
diagnosis of HIV, by the end of 2014.”  One measure for this objective is reduction in the 
proportion of new HIV diagnoses that are concurrent with an AIDS diagnosis (defined as an 
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AIDS diagnosis within a short period of testing HIV-positive, which occurs when people delay 
testing until after the onset of symptoms). 

 
Baseline data, which identify the status of the measure at the beginning of the plan. For example, for 
the measure listed above, the EMA-wide baseline was 22% for calendar year 2010.  

 
Indicator of progress, which is a statement defining what constitutes success for a given measure. For 
example, for the measure listed above, the indicator of progress is a decrease in the percentage of 
newly HIV-diagnosed individuals who have a concurrent AIDS diagnosis. For each of the 
objectives in the comprehensive strategic plan, the framework described below identifies indicators 
that are specific to the Part A program and those that pertain to the HIV service system for the 
EMA (or NYC) as a whole. 

 
The data source for the measure and any other reference information necessary to better understand 
the measure. For example, for the measure listed above, the EMA-wide data source is the HIV 
Surveillance Registry maintained by the DOHMH HIV Epidemiology and Field Services Program. 

 
In some instances, quantifiable data may not be available to measure the success of an objective; in such 
cases, “process measures” are used instead. Process measures may address the question, “Did the Planning 
Council complete the tasks it set for itself?”  Other process measures may address intermediate outcomes 
or objectives (elsewhere referred to as inputs/outputs), such as the delivery of so many units of a service, 
or reaching so many persons with a certain service.  When process measures are used to indicate plan 
success, some key action steps listed in Section 3 are repeated in the monitoring plan.  Where success is 
measured by action step completion, baselines are not relevant.  
 
In 2009-2012, the EMA will use the framework that follows, to monitor progress in achieving the goals 
and objectives of the comprehensive strategic plan.  Please note that the key objectives with indicators to 
be used in monitoring EIIHA include Objectives 1A, 1B, 2A, 4A, and 4B, where the last two focus on 
disparities in the results on the HIV/AIDS concurrency (1B) and linkage to care (2A) indicators. 
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Goal 1: Increase the number of individuals who are aware of their HIV status. 
 
Objective 1A: To ensure expanded access to voluntary HIV rapid testing across health care and social 
support service provider settings, by the end of 2013. 
 

Indicators of Progress:  
Ryan White:  
An increase to test 62,000 unique individuals annually through Ryan White-funded programs. 
 
EMA-wide:  
An increase in the total number of  HIV rapid tests conducted, to reach 300,000 tests annually. 

 
Data Source/Reference Information:  
Ryan White:  
Required client-level Ryan White data from Part A contracts providing rapid testing (Early 
Intervention Services contractors). 
 
EMA-wide:  
Rapid testing data residing with the Prevention Program within the Bureau of HIV/AIDS (data 
from DOHMH-funded testing providers).  These data permit a better picture of testing across 
funding streams, but are not available at the client level, and thus reflect tests vs. unique 
individuals.  The broad testing data are also limited to NYC at this time. 
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Measure of Progress from 2008 Baseline (Each data point represents reporting through the end 
of the corresponding year along the horizontal axis.):  
 

Graph 4.1.a 

 
NOTE: The data presented above represent Ryan White Part A clients served during the calendar year within the 5 boroughs of NYC 
only, and do not include information from the Tri-County area. The 2013 target for this indicator has been established for one year prior 
to the end of this Comprehensive Strategic Plan in order to account for the ordering of the outcomes in relation to each other (e.g., testing 
and diagnosis before treatment).  The more modest increase for this target has been established with recognition of the changing landscape 
in the NY EMA with regards to funding/policy shifts and program openings and closures. 
Graph 4.1.b 

 
NOTE: The data presented above represent testing services provided during the calendar year within the 5 boroughs of NYC only, and 
do not include information from the Tri-County area. The 2013 target for this indicator has been established for one year prior to the end 
of this Comprehensive Strategic Plan to account for the ordering of the outcomes in relation to each other (e.g., testing and diagnosis 
before treatment).  The more modest increase for this target has been established with recognition of the changing landscape in the NY 
EMA with regards to funding/policy shifts and program openings and closures. 
 
 
  

 36,000  

 58,554   59,845  

 62,000  

 -

 20,000

 40,000

 60,000

 80,000

2008 2009 2010 2011 2012 2013 2014

Objective 1A: Ryan White HIV Status Awareness 

2009-2012 Plan Actual 2012-2015 Plan Projection

 245,490  
 290,011   270,254  

 300,000  

 -

 100,000

 200,000

 300,000

 400,000

2008 2009 2010 2011 2012 2013 2014

Objective 1A: EMA HIV Status Awareness 

2009-2012 Plan Actual 2012-2015 Plan Projection



79 

Objective 1B: To decrease delayed diagnosis of HIV, by the end of 2014. 
 
Indicators of Progress:  
Ryan White:  
A reduction in concurrent (AIDS with HIV) diagnoses, to 20% or lower. 
 
EMA-wide:  
A reduction in concurrent (AIDS with HIV) diagnoses, to 20% or lower.    

 
Data Source/Reference Information:  
Ryan White:  
Required client-level Ryan White data from Part A contracts providing testing services, merged 
with HIV/AIDS Surveillance Registry data where feasible for an integrated view. 
 
EMA-wide:  
HIV/AIDS Surveillance Data, unfiltered to Ryan White Part A testing clients.  Thus far, data 
analyses on concurrency are limited to NYC. 
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Measure of Progress from 2008 Baseline (Each data point represents reporting through the end 
of the corresponding year along the horizontal axis.): 
 

Graph 4.1.c 

 
NOTE:  The data presented above represent Ryan White Part A clients newly diagnosed during the grant year within the 5 boroughs of 
NYC only, and do not include information from the Tri-County area. Analyses utilized the combined 2008-2010 data from 
programmatic data collection and the NYC HIV Surveillance Registry.  Previous reports on 2008 and 2009 data for this indicator 
only utilized programmatic data, as the merge with surveillance data was not available at that time. Fluctuations in this percentage over 
time reflect in part smaller denominators, which can cause the percentage for the indicator to be particularly sensitive to any slight shift in 
the counts in the numerator or denominator. 
 
Graph 4.1.d 

 
NOTE:  The data presented above represent individuals newly diagnosed during the calendar year within the 5 boroughs of NYC only, 
and do not include information from the Tri-County area. 
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Goal 2: Promote early entry into and continuity of HIV care. 
 
Objective 2A: To increase the proportion of newly diagnosed individuals who enter into primary care 
within three months of HIV diagnosis, by the end of 2013. 

 
Indicators of Progress:  
Ryan White:  
An increase in the proportion of  newly diagnosed clients who show evidence of  accessing primary 
care within three months of  HIV diagnosis,  to 80%. 
 
EMA-wide:  
An increase in the proportion of  newly diagnosed individuals who show evidence of  accessing 
primary care within three months of  HIV diagnosis,  to 80%.  

 
Data Source/Reference Information:  
Ryan White:  
Required client-level Ryan White data from Part A contracts providing testing services, merged 
with HIV/AIDS Surveillance Registry data where feasible for an integrated view. 
 
EMA-wide:  
HIV/AIDS Surveillance Data, unfiltered to Ryan White Part A testing clients.  Thus far, data 
analyses on linkage are limited to NYC.  
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Measure of Progress from 2008 Baseline (Each data point represents reporting through the end 
of the corresponding year along the horizontal axis.):  
 

Graph 4.2.a 

 
NOTE:  The data presented above represent Ryan White Part A clients newly diagnosed during the grant year within the 5 boroughs of 
NYC only, and do not include information from the Tri-County area.  Analyses utilized the combined 2008-2010 data from 
programmatic data collection and the NYC HIV Surveillance Registry.  Previous reports on 2008 and 2009 data for this indicator 
only utilized programmatic data, as the merge with surveillance data was not available at that time. The 2013 target for this indicator 
for Ryan White Part A clients has been set at 80% to be consistent with the target for the EMA as a whole.  While this is only slightly 
higher than the percentage reported for 2010, the Planning Council considered all trends over time when setting this target (e.g., the 
substantially lower 2008 and 2009 percentages and the fluctuations in this percentage over time due to a smaller denominator, which can 
cause the percentage to be particularly sensitive to any slight shift in the counts in the numerator or denominator).  Additionally, the 
Planning Council considered the National HIV/AIDS Strategy target for linkage to care (85%), and adjusted it downward to be 
attainable based on recent local estimates.  The 2013 target for this indicator has been established for one year prior to the end of this 
Comprehensive Strategic Plan to account for the ordering of the outcomes in relation to each other (e.g., linkage to care is a precursor to 
improved health as evidenced in sustained viral load suppression).  Finally, estimates for linkage to care are based on the subset of 
individuals who are not concurrently diagnosed with HIV and AIDS, as concurrent diagnosis and linkage measures both depend upon 
the receipt of medical care shortly after HIV diagnosis.   
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Graph 4.2.b 

 
NOTE: The data presented above represent individuals newly diagnosed during the calendar year within the 5 boroughs of NYC only, 
and do not include information from the Tri-County area.  To set the target for this Plan, the Planning Council considered the National 
HIV/AIDS Strategy target for linkage to care (85%) and adjusted it downward to be attainable based on recent local estimates.  The 
2013 target for this indicator has been established for one year prior to the end of this Comprehensive Strategic Plan to account for the 
ordering of the outcomes in relation to each other (e.g., linkage to care is a precursor to improved health as demonstrated through sustained 
viral load suppression).  Finally, estimates for linkage to care are based on the subset of individuals who are not concurrently diagnosed 
with HIV and AIDS, as concurrent diagnosis and linkage measures both depend upon the receipt of medical care shortly after HIV 
diagnosis.   
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Goal 3: Promote optimal management of HIV infection. 
 
Objective 3A: To increase retention in HIV care and treatment, by the end of 2013. 
 

Indicators of Progress:  
Ryan White:  
Increase to 80% the proportion of  PLWHA with evidence of  regular care by current minimum 
standards (at least 2 visits for routine HIV medical care in 12 months, and at least 3 months apart)8 
– among those actively enrolled throughout the 12-month period in at least one Part A program that routinely 
reports on primary care status measures (PCSM). 
 
EMA-wide:  
Increase to 80% the proportion of  PLWHA with evidence of  regular care by current minimum 
standards (at least 2 visits for routine HIV medical care in 12 months, and at least 3 months apart) 
– among those who showed evidence of some care in the prior year and were still alive at the end of the most recent 
12-month period. 
 
Data Source/Reference Information:  
Ryan White:  
Required client-level Ryan White data from all Part A programs that routinely collect and submit 
on PCSM (all Part A programs responsible for long-term services, beyond initial linkage). 
 
EMA-wide:  
HIV/AIDS Surveillance Data.  Thus far, data analyses on retention are limited to NYC.   

 
  

                                                
8 This measure is taken from the National HIV/AIDS Strategy (NHAS) indicator for retention in care. 
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Measure of Progress from 2008 Baseline (Each data point represents reporting through the end 
of the corresponding year along the horizontal axis.):  
 

Graph 4.3.a 

 
NOTE:  The data provided are analyzed by grant year. In order to maintain consistency with measurement of retention for the 2009-
2012 Plan, the 2008-2010 data points in this graph represent individuals with no gaps in evidence of primary care greater than 6 
months.  This is a slightly stricter definition of retention than that in the 2012-2015 Plan, which is derived from the National 
HIV/AIDS Strategy: “at least 2 visits for routine HIV medical care in 12 months, and at least 3 months apart.” The 2013 target 
for this indicator for Ryan White Part A clients has been set at 80% to be consistent with the target for the EMA as a whole and with 
the National HIV/AIDS Strategy target, and is also believed to be achievable for Ryan White Part A clients. It is important to note 
that lower percentages reported for 2008-2010 are largely based on provider reporting outside of direct primary care settings, which can 
lead to underreporting due to limited provider access to clinical data and inconsistent data entry by service providers. Thus, these numbers 
do not reflect the full picture of retention in care for Ryan White Part A clients, which is believed to be higher. The 2013 target for this 
indicator has been established for one year prior to the end of this Comprehensive Strategic Plan to account for the ordering of the outcomes 
in relation to each other (e.g., retention in care is a precursor to improved health as evidenced in sustained viral load suppression).   
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Graph 4.3.b 

 
NOTE: The data provided are analyzed by calendar year.  In order to maintain consistency with measurement of retention for the 2009-
2012 Plan, the 2008-2010 data points in this graph represent individuals with no gaps in evidence of primary care greater than 6 
months.  This is a slightly stricter definition of retention than that in the 2012-2015 Plan, which is derived from the National 
HIV/AIDS Strategy: “at least 2 visits for routine HIV medical care in 12 months, and at least 3 months apart.”  The National 
HIV/AIDS Strategy 80% target for retention in care was adopted because it appears both ambitious and attainable for the EMA.  
The 2013 target for this indicator has been established for one year prior to the end of this Comprehensive Strategic Plan to account for 
the ordering of the outcomes in relation to each other (e.g., retention in care is a precursor to improved health as evidenced in sustained 
viral load suppression).   
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Objective 3B: To increase the proportion of  clients who have an optimal level of  ART adherence, by the 
end of  2013. 
 

Indicators of Progress:  
Ryan White:  
Achievement of  95% or greater medication adherence (95% of  prescribed doses taken) among 
78% of  MCM clients enrolled for a minimum of  four months, meeting minimum expectations 
for MCM program engagement, and receiving at least one follow-up assessment of  adherence 
more than three months after the baseline adherence assessment.   
 
EMA-wide:  
Achievement of 95% or greater medication adherence (95% of  prescribed doses taken) among 
75% of PLWHA on ARVs at last update.   
 
Data Source/Reference Information:  
Ryan White:  
1. Required client-level Ryan White data from MCM contractors.9   
 
EMA-wide:  
1. CHAIN client interview data (NYC and Tri-County).  2. MMP client interview data (NYC only). 

 
  

                                                
9 By the end of 2012, this will include data from Care Coordination, Transitional Care Coordination and Tri-County MCM 
contracts.  The EMA may also include NYC Outpatient Medical Care, which collects comparable treatment adherence data.   
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Measure of Progress from 2008 Baseline (Each data point represents reporting through the end 
of the corresponding year along the horizontal axis.):  

 
Graph 4.3.c 

 
 
NOTE: The data provided are analyzed by grant year. The 2013 target for this indicator has been established for one year prior to the 
end of this Comprehensive Strategic Plan in order to account for the ordering of the outcomes in relation to each other (e.g., ART 
adherence is a precursor to improved health as evidenced in sustained viral load suppression).  The 2013 target for this indicator did not 
match the EMA target (75%) because the Ryan White programmatic data for 2010 already showed achievement of 75%. The 2013 
target was set in consideration of trends over time for both the CHAIN and AIRS/eSHARE measures. 
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Graph 4.3.d 

 

NOTE: The data provided are analyzed by grant year for CHAIN and by closest matching interview period for MMP. The measure(s) 
of adherence used for MMP differed slightly with each year – with the strictest measure being applied to the 2009 data. The 2013 target 
for this indicator has been established for one year prior to the end of this Comprehensive Strategic Plan to account for the ordering of the 
outcomes in relation to each other (e.g., ART adherence is a precursor to improved health as evidenced in sustained viral load 
suppression).  The 2013 target was set in consideration of trends over time for both the CHAIN and MMP measures. 
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Objective 3C: To increase viral suppression, by the end of  2014. 
 

Indicators of Progress:  
Ryan White:  
An increase in the proportion of  virally suppressed MCM (and Part A overall) HIV-positive clients 
to 75%, among those who are continuously enrolled for at least four months and have viral loads 
documented in the period. 
 
 EMA-wide:  
An increase in the proportion of  virally suppressed PLWHA in the EMA to 75%, among all those 
with documented viral loads in the period.  
 
Data Source/Reference Information:  
Ryan White:  
Required client-level Ryan White data from (a) MCM contractors and (b) all Part A programs that 
routinely collect and submit on PCSM (all Part A programs responsible for long-term services, 
beyond initial linkage). 
 
EMA-wide:  
HIV/AIDS Surveillance Data.  Thus far, data analyses on viral suppression are limited to NYC.   
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Measure of Progress from 2008 Baseline (Each data point represents reporting through the end 
of the corresponding year along the horizontal axis.):  
 

Graph 4.3.e 

 
NOTE: The data provided are analyzed by grant year. The actual measure used requires sustained viral suppression. For the purpose of 
this analysis, sustained viral load suppression was defined as having an undetectable (<=400 copies/mL) viral load count in the period 
and no two consecutive viral load tests at or above 500 copies/mL (indicating rebound), among those with at least two VL tests more 
than 91 days apart during the year of interest. A less strict measure of suppression might examine merely the last available viral load 
result in the period. 
 
Graph 4.3.f 

 
NOTE: The data provided are analyzed by calendar year .The actual measure used requires sustained viral suppression. For the purpose 
of this analysis, sustained viral load suppression was defined as having an undetectable (<=400 copies/mL) viral load count in the 
period and no two consecutive viral load tests at or above 500 copies/mL (indicating rebound), among those with at least two VL tests 
more than 91 days apart during the year of interest. A less strict measure of suppression might examine merely the last available viral 
load result in the period. 

69% 71% 
55% 

70% 70% 65% 
75% 

0%

50%

100%

2008 2009 2010 2011 2012 2013 2014

Objective 3C: Ryan White Viral Load Suppression 
2009-2012 Plan Actual-MCM Programs Only 2012-2015 Plan Projection
2008-2010 Actual- All Ryan White Programs

62% 66% 70% 

75% 

0%

20%

40%

60%

80%

100%

2008 2009 2010 2011 2012 2013 2014

Objective 3C: EMA Viral Load Suppression 

2009-2012 Plan Actual 2012-2015 Plan Projection

92 

Objective 3D: To improve immunological health, by the end of 2014. 
 

Indicators of Progress:  
Ryan White:  
An increase to 85% in the proportion of  MCM clients whose CD4 counts either remain stable or 
improve during the 12-month period, among those on ARV treatment and meeting minimum 
expectations for MCM program engagement (at least one service within a four-month period of  
enrollment). 
 
EMA-wide:  
An increase to 85% in the proportion of  PLWHA in the EMA whose CD4 counts either remain 
stable or improve during the 12-month period, among all those with documented CD4 counts in 
the period. 

 
Data Source/Reference Information:  
Ryan White:  
Required client-level Ryan White data from MCM contractors. 
 
EMA-wide:  
HIV/AIDS Surveillance Data.  Thus far, data analyses on immunological health are limited to 
NYC.   
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Measure of Progress from 2008 Baseline (Each data point represents reporting through the end 
of the corresponding year along the horizontal axis.):  
 

Graph 4.3.g 

 
NOTE: The data provided are analyzed by grant year. For the purpose of this analysis, the cutoff level of 200 is used, since CD4 below 
200 meets the CDC definition of AIDS.  Success on this measure is defined as either (1) having CD4 counts that remain at or above 
200 throughout the period or (2) having CD4 improvement to 200 or above without a subsequent drop back to CD4 below 200. 
 
Graph 4.3.h 

 
NOTE: The data provided are analyzed by calendar year. For the purpose of this analysis, the cutoff level of 200 is used, since CD4 
below 200 meets the CDC definition of AIDS.  Success on this measure is defined as either (1) having CD4 counts that remain at or 
above 200 throughout the period or (2) having CD4 improvement to 200 or above without a subsequent drop back to CD4 below 200. 
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Objective 3E: To decrease reliance on acute care10, by the end of  2014. 
 

Indicators of Progress:  
Ryan White:  

Any decrease in the mean number of ED visits and hospitalizations experienced annually 
per MCM client. 
A decrease in the proportion of MCM clients who have more than one ED visit within a 
12-month period, to 5% or less. 
A decrease in the proportion of MCM clients who have more than one hospitalization 
within a 12-month period, to 3% or less. 

 
EMA-wide:  

Any decrease in the mean number of ED visits and hospitalizations experienced annually 
per PLWHA. 
A decrease in the proportion of PLWHA who have more than one ED visit within a 12-
month period, to 5% or less. 
A decrease in the proportion of PLWHA who have more than one hospitalization within a 
12-month period, to 3% or less. 

 
Data Source/Reference Information: 
Ryan White:  
1. Required client-level Ryan White data from MCM contractors. 
 
EMA-wide:  
1. CHAIN client interview data, providing all-cause estimates (NYC and Tri-County).  
2. MMP client interview data, providing HIV-specific estimates (NYC only).  

 
  

                                                10 Acute care includes hospitalizations (inpatient stays) and emergency department (ED) visits.   
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Measure of Progress from 2008 Baseline (Each data point represents reporting through the end 
of the corresponding year along the horizontal axis.):  
 

Graph 4.3.i 

 
NOTE:  The data provided are analyzed by grant year. CHAIN estimates for Ryan White required a labor-intensive process of 
filtering interview data based on Part A contractual data and client self-report of where (at what agency) services of a certain type were 
provided. Even when this painstaking process was used to filter the CHAIN data, the assumption of services being Ryan White Part 
A-funded (and MCM-specific) was imperfect.  For acute care measures, AIRS/eSHARE programmatic data for Ryan White Part A 
MCM services were available as of March 1, 2010, and are presented for the 2010 year above.  Given the availability of programmatic 
data on acute care from 2010 into the future, CHAIN data will no longer be utilized for the Ryan White-specific measures of acute 
care.  
 
Graph 4.3.j 

 
NOTE:  The data provided are analyzed by grant year. CHAIN estimates for Ryan White required a labor-intensive process of 
filtering interview data based on Part A contractual data and client self-report of where (at what agency) services of a certain type were 
provided. Even when this painstaking process was used to filter the CHAIN data, the assumption of services being Ryan White Part 
A-funded (and MCM-specific) was imperfect.  For acute care measures, AIRS/eSHARE programmatic data for Ryan White Part A 
MCM services were available as of March 1, 2010, and are presented for the 2010 year above.  Given the availability of programmatic 
data on acute care from 2010 into the future, CHAIN data will no longer be utilized for the Ryan White-specific measures of acute 
care.  
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Graph 4.3.k 

 
NOTE: The data provided are analyzed by grant year. CHAIN estimates for Ryan White required a labor-intensive process of filtering 
interview data based on Part A contractual data and client self-report of where (at what agency) services of a certain type were provided. 
Even when this painstaking process was used to filter the CHAIN data, the assumption of services being Ryan White Part A-funded 
(and MCM-specific) was imperfect. For acute care measures, AIRS/eSHARE programmatic data for Ryan White Part A MCM 
services were available as of March 1, 2010, and are presented for the 2010 year above.  Given the availability of programmatic data on 
acute care from 2010 into the future, CHAIN data will no longer be utilized for the Ryan White-specific measures of acute care.  
 
Graph 4.3.l 

 
NOTE: The data provided are analyzed by grant year. CHAIN estimates for Ryan White required a labor-intensive process of filtering 
interview data based on Part A contractual data and client self-report of where (at what agency) services of a certain type were provided. 
Even when this painstaking process was used to filter the CHAIN data, the assumption of services being Ryan White Part A-funded 
(and MCM-specific) was imperfect. For acute care measures, AIRS/eSHARE programmatic data for Ryan White Part A MCM 
services were available as of March 1, 2010, and are presented for the 2010 year above.  Given the availability of programmatic data on 
acute care from 2010 into the future, CHAIN data will no longer be utilized for the Ryan White-specific measures of acute care.  
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Graph 4.3.m 

 
NOTE:  The data provided are analyzed by grant year for CHAIN and by closest matching interview period for MMP. The 2014 
target reflects consideration of trends over time for both CHAIN and MMP measures. 
 
Graph 4.3.n 

 
NOTE:  The data provided are analyzed by grant year for CHAIN and by closest matching interview period for MMP. MMP 
calculations for the average number of hospitalizations were not available for 2008.  The 2014 target reflects consideration of trends over 
time for both CHAIN and MMP measures. 
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Graph 4.3.o 

 
NOTE:  The data provided are analyzed by grant year for CHAIN and by closest matching interview period for MMP. The 2014 
target reflects consideration of trends over time for both CHAIN and MMP measures. 
 
Graph 4.3.p 

 
NOTE:  The data provided are analyzed by grant year for CHAIN and by closest matching interview period for MMP. MMP 
calculations for the average number of emergency department visits were not available for 2008.  The 2014 target reflects consideration of 
trends over time for both CHAIN and MMP measures. 
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Goal 4: Reduce HIV/AIDS health disparities. 
 
Objective 4A: To reduce (and then maintain below significance) socio-demographic differences in delayed 
diagnosis of HIV, by the end of 2014. 
 

Indicators of Progress:  
Ryan White:  

Across and within demographic breakdowns of  gender, age, race/ethnicity, and area of  
residence, a reduction to 20% or lower (or maintenance below 20%) in concurrent (AIDS 
with HIV) diagnoses. 

 
EMA-wide:  

Across and within demographic breakdowns of  gender, age, race/ethnicity, and area of  
residence, a reduction to 20% or lower (or maintenance below 20%) in concurrent (AIDS 
with HIV) diagnoses. 

 
Data Source/Reference Information:  
Ryan White:  
Required client-level Ryan White data from Part A contracts providing testing services, merged 
with HIV/AIDS Surveillance Registry data where feasible for an integrated view. 
 
EMA-wide:  
HIV/AIDS Surveillance Data, unfiltered to Ryan White Part A testing clients.  Thus far, data 
analyses on concurrency are limited to NYC. 
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Objective 4B: To reduce (and then maintain below significance) socio-demographic differences in prompt 
linkage to HIV/AIDS care following HIV diagnosis, by the end of 2013. 
 

Indicators of Progress:  
Ryan White:  

Across and within demographic breakdowns of  gender, age, race/ethnicity, and area of  
residence, an increase to 80% (or maintenance above 80%) in the proportion of  newly 
diagnosed individuals who show evidence of  accessing primary care within three months 
of  HIV diagnosis. 

 
EMA-wide:  

Across and within demographic breakdowns of  gender, age, race/ethnicity, and area of  
residence, an increase to 80% (or maintenance above 80%) in the proportion of  newly 
diagnosed individuals who show evidence of  accessing primary care within three months 
of  HIV diagnosis. 

 
Data Source/Reference Information:  
Ryan White:  
Required client-level Ryan White data from Part A contracts providing testing services, merged 
with HIV/AIDS Surveillance Registry data where feasible for an integrated view. 
 
EMA-wide:  
HIV/AIDS Surveillance Data, unfiltered to Ryan White Part A testing clients.  Thus far, data 
analyses on linkage are limited to NYC.   
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Objective 4C: To reduce (and then maintain below significance) socio-demographic differences in 
retention in primary medical care,11 by the end of 2013. 

 
Indicators of Progress:  
Ryan White:  

Across and within demographic breakdowns of  gender, age, race/ethnicity, and area of  
residence, an increase to 80% (or maintenance above 80%) in the proportion of clients with 
evidence of  regular care by current minimum standards (at least 2 visits for routine HIV 
medical care in 12 months, and at least 3 months apart) – among those actively enrolled throughout the 
period in a Part A program that routinely reports on PCSM. 

 
EMA-wide:  

Across and within demographic breakdowns of  gender, age, race/ethnicity, and area of  
residence, an increase to 80% (or maintenance above 80%) in the proportion of PLWHA in 
the EMA with evidence of  regular care by current minimum standards (at least 2 visits for 
routine HIV medical care in 12 months, and at least 3 months apart) – among those who showed 
evidence of some care in the prior year and were still alive at the end of the most recent 12-month period. 
 

Data Source/Reference Information:  
Ryan White:  
Required client-level Ryan White data from all Part A programs that routinely collect and submit 
on PCSM (all Part A programs responsible for long-term services, beyond initial linkage). 
 
EMA-wide:  
HIV/AIDS Surveillance Data.  Thus far, data analyses on retention are limited to NYC. 

 
 

                                                
11 As in Objective 3A, retention in care is measured here according to the National HIV/AIDS Strategy (NHAS) definition. 
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Objective 4D: To reduce (and then maintain below significance) socio-demographic differences in viral 
suppression, by the end of 2014.  
 

Indicators of Progress:  
Ryan White:  

Across and within demographic breakdowns of  gender, age, race/ethnicity, and area of  
residence, an increase to 75% (or maintenance above 75%) in the proportion of virally 
suppressed HIV-positive clients, among those who are continuously enrolled for at least four 
months and have viral loads documented in the period. 

 
EMA-wide:  

Across and within demographic breakdowns of  gender, age, race/ethnicity, and area of  
residence, an increase to 75% (or maintenance above 75%) in the proportion of virally 
suppressed PLWHA in the EMA,  among all those with documented viral loads in the period. 
  

Data Source/Reference Information:  
Ryan White:  
Required client-level Ryan White data from all Part A programs that routinely collect and submit 
on PCSM (all Part A programs responsible for long-term services, beyond initial linkage). 
 
EMA-wide:  
HIV/AIDS Surveillance Data.  Thus far, data analyses on retention are limited to NYC. 
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Goal 5: Ensure that the EMA has a robust plan for the cost-effective delivery of HIV services.  
 
Objective 5A: To respond to changes in HIV service delivery as a result of the implementation of the 
Affordable Care Act and the redesigned New York State Medicaid program.  
 
Measure:  
 

Baseline: N/A 
 
Indicators of Progress:  

Review findings from an analysis of NYS changes in Medicaid and their effect on the RW 
continuum of care. 
Review changes related to the Affordable Care Act and their impact on the RW continuum of 
care. 

 
Data Source/Reference Information: 
Only process measures (based on EMA action steps) apply.  There is no client data source, but 
there should be some documentation of activities conducted. 
 

Objective 5B: To create a working group comprised of City, State, provider and consumer representatives 
to take a leadership role in adapting to Medicaid redesign and health care reform and to report back to the 
Planning Council.  
 
Measure:  
 

Baseline: N/A 
 
Indicators of Progress:  

Discuss the implementation of Medicaid redesign and health homes in NYS and their impact 
on the RW continuum of care at the Executive Committee on a quarterly basis 
Discuss the implementation of health care reform in NYS and its impact on the RW 
continuum of care at the Executive Committee on a quarterly basis 
Report on the discussion about Medicaid redesign and health homes in NYS and their impact 
on the RW continuum of care to the full Planning Council on a quarterly basis 
Report on the discussion about health care reform in NYS and its impact on the RW 
continuum of care to the full Planning Council on a quarterly basis  

 
Data Source/Reference Information: 
Only process measures (based on EMA action steps) apply.  There is no client data source, but 
there should be some documentation of activities conducted. 
 

Objective 5C: To coordinate HIV services across funding streams in the NY EMA.  
 
Measure:  
 

Baseline: N/A 
 
Indicators of Progress:  
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Collaborate with the NYSDOH AIDS Institute on projects and programs focusing on people 
living with HIV/AIDS to strengthen the NY EMA continuum of  care. 
Coordinate with the HIV Prevention Program as part of  the 12 Cities-ECHPP Project. 

 
Data Source/Reference Information: 
Only process measures (based on EMA action steps) apply.  There is no client data source, but 
there should be some documentation of activities conducted. 
 

Objective 5D: To conduct and report on economic evaluation analyses of Ryan White Part A services, by 
2015.  
 
Measure:  
 

Baseline: A preliminary economic evaluation plan was presented to the Planning Council by the 
SUNY Downstate consulting team in June 2010.  Since then, DOHMH has developed and 
implemented eSHARE, which will provide superior data for cost-effectiveness analysis, by 2013.  
DOHMH is currently beginning to compile cost data and will analyze outcomes data for this 
project starting in spring 2012 to provide initial inputs for cost-effectiveness mathematical 
modeling.  DOHMH can utilize the cost-effectiveness data produced by the Prevention Program 
for services directed at identifying individuals with HIV and linking them to care (Early 
Intervention); the availability of an analysis accounting for local HIV testing programs permits a 
focus of the next stage of work on HIV services targeting individuals known to be HIV-positive.   
 
Indicators of Progress:  

The Grantee will share results of  a cost effectiveness analysis covering most or all of  Part A 
services for HIV-positive individuals, by the end of  2014. 

 
Data Source/Reference Information: 
Only process measures (based on EMA action steps) apply.  There is no client data source, but 
there should be some documentation of activities conducted. 
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CONCLUSION CONCLUSION CO

With the EMA in its third decade of receiving Ryan White funding, this comprehensive strategic plan 
outlines specific goals, objectives and activities to further improve and strengthen the HIV continuum of 
care in 2012-2015. By identifying strategies to encourage timely diagnosis of HIV infection, improve health 
care access and continuity of care, and increase treatment adherence, this plan specifically addresses the 
EMA’s key challenges to effective health care delivery/utilization and optimal medical outcomes. 
Consistent with the HIV/AIDS Treatment Extension Act’s (HATEA’s) legislative intent, the new 
comprehensive strategic plan focuses on continual improvement in the quality of HIV services, on 
expanding the knowledge base regarding cost-efficient care and resource allocation, and on preparing for 
structural changes in the health care delivery system, particularly Medicaid reform in New York State and 
the implementation of health homes and the full implementation of the Affordable Care Act. 
 
In keeping with the EMA’s longstanding emphasis on monitoring and evaluation, the comprehensive 
strategic plan for 2012-2015 sets forth an evidence-based protocol for assessing the impact of HIV 
services and the EMA’s success in meeting its goals and objectives. The monitoring and evaluation 
framework capitalizes on substantial improvements in the evidence base on HIV care and will evolve as 
the body of data on HIV care and associated medical outcomes improves.  
 
The EMA will gather data to assess whether progress is being made on achieving goals and objectives with 
the aim of reducing incidence and prevalence of HIV/AIDS in the NY EMA, linking clients to treatment 
and care, and reducing disparities.  Even as the EMA is monitoring the effectiveness of reducing the 
number of new cases and making sure that clients are enrolled in medical and psychosocial support 
services, it will look at other EMAs across the nation to learn from their experiences and, potentially, to 
modify its strategies based on plans successfully implemented elsewhere. 
 
Not only does the New York EMA establish goals, objectives, and indicators for diminishing the spread of 
the HIV epidemic, but it also ensures that its work is coordinated with and shares the goals of national 
health initiatives, including ECHPP, EIIHA, Healthy People 2020, the National HIV/AIDS Strategy, and 
the Affordable Care Act.  The Ryan White Planning Council, in particular, keeps abreast of these national 
initiatives through presentations and ensures that the programs it funds through numerous service 
categories will help to identify infected persons, link them with treatment, help them take care of their own 
health and the health of their partners, and ultimately work to ensure that every individual, regardless of 
sociodemographic factors, has access to quality care.   
 
The Centers for Disease Control’s ECHPP objectives are to evaluate the best mixture of strategies for 
HIV prevention, care, and treatment interventions; to employ surveillance information to examine the 
effect of prevention, care, and treatment plans; to monitor advancement toward the endpoints of the 
National HIV/AIDS Strategy, employing a number of kinds and sources of data; and to engage in more 
gathering of data to assess the performance of ECHPP in specific cities, including New York.xlix  EIIHA 
(Early Identification of Individuals with HIV/AIDS) is a Health Resources and Services Administration 
initiative focused on recognizing, counseling, testing, notifying and referring people who are known to 
have HIV and people who have not yet been diagnosed with HIV to applicable services.l  Healthy People 
2020 is the basis for prevention work throughout the Department of Health and Human Services and 
buttresses the development of the National HIV/AIDS Strategy.li  The National HIV/AIDS Strategy was 
developed by the Office of National AIDS Policy, released by President Barack Obama, and has three 
goals: decreasing the number of new infections; facilitating entry into care and enhancing health outcomes; 
and diminishing HIV-related inequality and disproportion in health.lii  The Affordable Care Act, signed 
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into law by President Obama in March 2010, has many features to increase the affordability and 
accessibility of health care in the United States and has certain provisions specifically beneficial for 
PLWHA.  It prohibits insurance companies from excluding patients from coverage because of pre-existing 
medical conditions, it prohibits insurance companies from establishing a lifetime limit on coverage, and it 
helps PLWHAs who are on Medicare to pass through the “donut hole” more rapidly by counting ADAP 
as a contribution to the true Out of Pocket Spending Limit for medication coverage.liii  All these initiatives 
address the complex issues contributing to the HIV/AIDS epidemic and encourage prevention, 
connection to and maintenance in care, and reduction in differences between demographic groups, all with 
the ultimate goal of achieving and maintaining physical and psychosocial well-being and bringing down 
community viral load. 
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N % N % N % N % N %
TTotal 9,222 100.0 9,002 100.0 115,496 100.0 45,635 100.0 69,861 100.0

Race/Ethnicity
White, not Hispanic 1,661 18.0 1,253 13.9 23,547 20.4 10,493 23.0 13,054 18.7
Black, not Hispanic 4,390 47.6 4,618 51.3 51,677 44.7 20,052 43.9 31,625 45.3
Hispanic 2,860 31.0 2,894 32.1 37,432 32.4 13,624 29.9 23,808 34.1
Asian/Pacific Islander 251 2.7 182 2.0 1,801 1.6 847 1.9 954 1.4
American Indian/Alaska Native 30 0.3 30 0.3 262 0.2 117 0.3 145 0.2
Multi- Race 30 0.3 25 0.3 359 0.3 121 0.3 238 0.3
Unknown 0 0.0 0 0.0 418 0.4 381 0.8 37 0.1

Gender
Male 7,003 75.9 6,385 70.9 81,430 70.5 31,960 70.0 49,470 70.8
Female 2,219 24.1 2,617 29.1 34,065 29.5 13,674 30.0 20,391 29.2
Unknown 0 0.0 0 0.0 1 0.0 1 0.0 0 0.0

Age group (Years)
<13 years 24 0.3 3 0.0 354 0.3 330 0.7 24 0.0
13 - 19 years 449 4.9 202 2.2 1,437 1.2 850 1.9 587 0.8
 20 - 44 years 6,510 70.6 5,047 56.1 43,370 37.6 22,601 49.5 20,769 29.7
45+ years 2,239 24.3 3,750 41.7 70,334 60.9 21,853 47.9 48,481 69.4
Unknown 0 0.0 0 0.0 1 0.0 1 0.0 0 0.0

AAdult/Adolescent Total 9,198 100.0 8,995 100.0 115,066 100.0 45,273 100.0 69,793 100.0
Exposure Category

Men who have sex with men 4,426 48.1 2,891 32.1 38,522 33.5 17,589 38.9 20,933 30.0
Injection drug users 378 4.1 915 10.2 19,502 16.9 4,191 9.3 15,311 21.9
Men who have sex with men and inject drugs 122 1.3 204 2.3 2,630 2.3 706 1.6 1,924 2.8
Heterosexuals 1,961 21.3 2,216 24.6 22,697 19.7 8,879 19.6 13,818 19.8
Other/Hemophilia/blood transfusion 1 0.0 125 1.4 2,400 2.1 1,009 2.2 1,391 2.0
Risk not reported or identified 2,310 25.1 2,644 29.4 29,315 25.5 12,899 28.5 16,416 23.5

PPediatric Total 24 100.0 7 100.0 430 100.0 362 100.0 68 100.0
Exposure Category

Mother with/at risk for HIV infection 24 100.0 7 100.0 407 94.7 349 96.4 58 85.3
Other/Hemophilia/blood transfusion 0 0.0 0 0.0 1 0.2 0 0.0 1 1.5
Risk not reported or identified 0 0.0 0 0.0 22 5.1 13 3.6 9 13.2

New York, NY H89HA00015

Persons living with AIDS

AIDS Diagnoses 01/01/08 
to 12/31/10

Reported persons living with HIV/AIDS as of December 31, 2010, and HIV and AIDS diagnoses occurring January 1, 2008, through December 31, 2010, in New York, NY, EMA

PLWHTotal

(2) (4) (5)(3)(1)

Attachment 3

New AIDS cases, 
diagnosed and reported

Sources: New York, Kings, Queens, Bronx, and Richmond counties (New York City): New York City Department of Health and Mental Hygiene, HIV Epidemiology and Field Services Program, data as of June 30, 2011; 
Putnam, Rockland, and Westchester counties: New York State Dept. of Health, Bureau of HIV/AIDS Epidemiology, data as of August 4, 2011

New HIV (non-AIDS) 
cases, diagnosed and 

reported

Persons living with HIV 
(not AIDS)

Persons living with HIV or 
AIDS

PLWHA as of 12/31/10 (Diagnosed and Reported)HIV (non-AIDS) 
Diagnoses 01/01/08 to 

12/31/10
PLWA
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INTRODUCTION 

3 

What is the HIV Care Cascade? 
• Continuum of care for persons living with HIV 
• The ultimate goal in the cascade is viral load 

suppression 
• Visual depiction of the proportion of individuals 

in a population who “make it” to the next step in 
the continuum of care and treatment 

• An initial way of identifying where PLWH may fall 
off the continuum  

• Variations on the cascade have been prepared 
nationally (e.g. CDC and HRSA), locally across the 
U.S. and internationally 

4 



Why is the HIV Care Cascade important to the 
Needs Assessment Committee? 

• One tool among many that tells the story of client 
engagement and clinical health outcomes 

• Framework for thinking about the HIV service 
system as a whole: from diagnosis to treatment 
success 

• Looking across demographic groups can be a 
starting point for investigating barriers to care 
and needs among specific populations 

• Does not tell the story of engagement in 
supportive services or other quality of life 
indicators 
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Preparing the NYC Ryan White Cascade 

• This analysis includes Ryan White Part A (RW) clients 
enrolled at any time in 2011, and entered into eSHARE*  

• eSHARE data was matched to NYC HIV Surveillance Registry 
(HSR) 
– Complex algorithm matches on identifiers: name, DOB, SSN, etc. 
– Tri-County clients included in NYC surveillance records only if 

diagnosed or received care in NYC 
• For comparability with the New York City (NYC) Care 

Cascade (all PLWH** in NYC), the same methodology was 
applied to the RW Care Cascade  

• For cascade outcome measures, we used mandatory 
reporting of viral load (VL) and CD4 tests in the HSR (i.e. not 
Primary Care Status Measures reported in eSHARE/AIRS) 

*Note: AIRS data has not been matched to the surveillance registry as of June 2013. Thus, some clients who were enrolled in 2011 and not 
entered in eSHARE are missing from this analysis.  This could apply to clients closed out of their programs before those programs tran-
sitioned to eSHARE (e.g., in March or October 2011) and also clients in programs that began the transition to eSHARE during 2012. 
** PLWH: Persons living with HIV (with or without an AIDS diagnosis) as of December 31, 2011. 6 

Comparing Ryan White to All NYC PLWH 

• NYC Care Cascade includes all PLWH who are 
diagnosed, reported, and presumed to be living as 
of 12/31/2011 

Unascertained moves or deaths are possible, 
especially for non-RW PLWH 
Some individuals in the NYC Care Cascade may no 
longer have been living in NYC in 2011 

• RW clients may be distinct from other PLWH in NYC 
in terms of socio-economic status, access to 
insurance and overall health 

 
All PLWH in 

NYC 
(113,319) 

All RW Clients 
Matched to HSR                 

(12, 513) 

• RW Care Cascade is a subset of the NYC Care Cascade 
• These RW clients were likely to be in the HIV services system in NYC in 2011 

Enrollment in a RW service indicates some form of HIV supportive service interaction 
in NYC  
Most 2011 RW clients would likely have been living in NYC in 2011 
These clients were theoretically more likely than non-RW PLWH to have interacted 
with an HIV service provider for at least some part of 2011 

All 2011 RW               
Clients (~20,000) 

 

*95% match rate. See note on previous slide. 7 

RW PLWH 
(N=12,513) 

All NYC PLWH 
(N=113,319) 

  Male 7,850 (65%) 80,921 (71%) 

  Black or Hispanic  10,920 (87%) 87,355 (77%) 

  Less than 45 years old 4,888 (39%) 41,959 (37%) 

  Foreign-born 2,366 (19%) 20,686 (18%) 

  HIV, non-AIDS 3,763 (31%) 46,237 (41%) 

  MSM Transmission 3,307 (27%) 39,846 (35%) 

  IDU Transmission 2,994 (25%) 20,115 (18%) 

  Heterosexual Transmission 2,977 (24%) 22,103 (20%) 

Demographics of Ryan White vs. All NYC PLWH 
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POPULATION-WIDE CASCADES 

9 
As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 

New York City 2011 Care Cascade 

NYC: The largest drop is from ever linked to engaged. 
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As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 

RW: The largest drop is from ever on ART to suppressed. 

Ryan White 2011 Care Cascade 
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SUBGROUP CASCADES 
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New York City 2011 Care Cascade 
By Sex 

NYC: Care cascades look similar, with females doing somewhat better. 
As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 

100% 100% 

84% 86% 

62% 
67% 

55% 
61% 

44% 45% 

Male
(N = 80,921)

Female
(N = 32,398)

Diagnosed Linked to care Engaged in care Started ART Virally suppressed
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Ryan White 2011 Care Cascade 
By Sex 

RW: Success at each step of the cascade is similar for males and females. 
As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 

100% 100% 99% 100% 97% 97% 

85% 88% 

56% 58% 

Male
(N = 7,850)

Female
(N = 4,303)

Enrolled Linked to care Engaged in care Started ART Virally suppressed
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New York City 2011 Care Cascade 
By Race/Ethnicity 

NYC: Blacks are least likely to be suppressed; whites are least likely to engage in care. 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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Diagnosed Linked to care Engaged in care Started ART Virally suppressed
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Ryan White 2011 Care Cascade 
By Race/Ethnicity 

RW: Blacks and Hispanics are less likely than whites to be suppressed. 
As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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New York City 2011 Care Cascade 
By Age as of 12/31/2011 

NYC: With increased age, both ART and suppression more likely among engaged. 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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Ryan White 2011 Care Cascade 
By Age as of 12/31/2011 

RW: With increased age, both ART and suppression more likely among engaged. 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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New York City 2011 Care Cascade 
By Place of Birth 

NYC: Care cascades are similar across groups, with foreign-born slightly more likely to be suppressed. 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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Ryan White 2011 Care Cascade 
By Place of Birth 

RW: Foreign-born clients do better at ART and suppression. 
As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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New York City 2011 Care Cascade 
By Clinical Status as of 12/31/2011 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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NYC: AIDS-diagnosed persons are more likely to start ART. Once on ART, non-AIDS persons are 
more likely to be suppressed. 
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Ryan White 2011 Care Cascade 
By Clinical Status as of 12/31/2011 

RW: AIDS-diagnosed clients are more likely to start ART. Once on ART, non-AIDS clients are more 
likely to be suppressed. 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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New York City 2011 Care Cascade 
By HIV Transmission Risk 

NYC: Cascades are similar across risk groups, with IDU having a large drop from ART to 
suppression. 
As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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Ryan White 2011 Care Cascade 
HIV Transmission Risk 

RW: Cascades are similar across risk groups, with IDU having a large drop from ART to 
suppression. 
As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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• RW clients have high linkage and engagement in care, and are most 
likely to fall off at ART and suppression 

• Overall in NYC, PLWH tend to fall off at the linkage and engagement 
steps, partly because of unascertained moves and deaths 

• Compared to NYC overall, those RW clients who were started on 
ART were less likely to achieve VL suppression in 2011 

• In both populations, the shape and distribution of the cascades is 
similar when broken down by subgroup 

• In both populations, a clinical status of AIDS was among the 
strongest predictors for (a) having started on ART but also (b) loss 
from ART to VL suppression in 2011 

• Younger, black, and IDU PLWH showed the greatest drops to 
suppression for NYC overall and RW 

DISCUSSION 
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Appendix I-A: Cascade Loss Rates  
by Subgroup, NYC 

Loss rates are a way of understanding what proportion of people within a given subgroup  
fell off the cascade at various stages.  When looking at the cascade it can sometimes be 
difficult to determine the magnitude of a drop within each subgroup in comparison  to  
the drop for another group at the same stage.  The loss rates are calculated by dividing 
the number of individuals lost at the current step by the number of individuals in the previous 
step .  
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New York City 2011 Care Cascade 
Loss Rates, by Sex 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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New York City 2011 Care Cascade 
Loss Rates, by Race/Ethnicity 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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New York City 2011 Care Cascade 
Loss Rates, by Age as of 12/31/2011 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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New York City 2011 Care Cascade 
Loss Rates, by Place of Birth 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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New York City 2011 Care Cascade 
Loss Rates, by Clinical Status as of 12/31/2011 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 

16% 

31% 

16% 

19% 

15% 

22% 

6% 

24% 

0%

5%

10%

15%

20%

25%

30%

35%

Diagnosed &
not linked

Linked &
not engaged

Engaged &
not on ART

ART & not
suppressed

HIV,
non-
AIDS

AIDS

33 

New York City 2011 Care Cascade 
Loss Rates, by Risk 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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Appendix I-B: Subgroup Distribution in 
Each Cascade Step, NYC 

The stacked bar graphs demonstrate the demographic breakdown of the people who are in  
each step of the cascade.  By looking at the proportion of subgroups in each step of the cascade 
we can get an idea about the composition of the population that succeeds in each step of the  
cascade.  A large difference in the distribution of subgroups in the stacked bar graphs in this  
section might indicate that the population that is succeeding or failing along  the cascade  
is demographically different from the population at other steps.  For a sense of the overall  
population breakdown by subgroup you can simply look at the first bar in each chart.  
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New York City 2011 Care Cascade 
Distribution by Sex in Each Step 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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New York City 2011 Care Cascade 
Proportion in Each Step, by Race/Ethnicity 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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New York City 2011 Care Cascade 
Proportion in Each Step, by Age as of 12/31/2011 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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New York City 2011 Care Cascade 
Proportion in Each Step, by Place of Birth 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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New York City 2011 Care Cascade 
Proportion in Each Step, by Clinical Status as of 12/31/11 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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New York City 2011 Care Cascade 
Proportion in Each Step, by Risk 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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Appendix II-A: Cascade Loss Rates  
by Subgroup, Ryan White 

Loss rates are a way of understanding what proportion of people within a given subgroup  
fell off the cascade at various stages.  When looking at the cascade it can sometimes be 
difficult to determine the magnitude of a drop within each subgroup in comparison  to  
the drop for another group at the same stage.  The loss rates are calculated by dividing 
the number of individuals lost at the current step by the number of individuals in the previous 
step .  
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Ryan White 2011 Care Cascade 
Loss Rates, by Sex 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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Ryan White 2011 Care Cascade 
Loss Rates, by Race/Ethnicity 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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Ryan White 2011 Care Cascade 
Loss Rates, by Age as of 12/31/2011 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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Ryan White 2011 Care Cascade 
Loss Rates, by Place of Birth 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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Ryan White 2011 Care Cascade 
Loss Rates, by Clinical Status as of 12/31/2011 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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Ryan White 2011 Care Cascade 
Loss Rates, by Risk 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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Appendix II-B: Subgroup Distribution in 
Each Cascade Step, Ryan White 

The stacked bar graphs demonstrate the demographic breakdown of the people who are in  
each step of the cascade.  By looking at the proportion of subgroups in each step of the cascade 
we can get an idea about the composition of the population that succeeds in each step of the  
cascade.  A large difference in the distribution of subgroups in the stacked bar graphs in this  
section might indicate that the population that is succeeding along the cascade is 
demographically different from the population at other steps.  For a sense of the overall  
population breakdown by subgroup you can simply look at the first bar in each chart.  
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Ryan White 2011 Care Cascade 
Proportion in Each Step, by Sex 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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Ryan White 2011 Care Cascade 
Proportion in Each Step, by Race/Ethnicity 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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Ryan White 2011 Care Cascade 
Proportion in Each Step, by Age as of 12/31/2011 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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Ryan White 2011 Care Cascade 
Proportion in Each Step, by Place of Birth 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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Ryan White 2011 Care Cascade 
Proportion in Each Step, by Risk 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2012. 
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A B C D E F G H I L M O P

Instructions:                 Scoring System:
8 Points = Very high value (Any number of 8's may be given to each column)

 1.  Review decision criteria and their definitions 5 Points = High value (Any number of 5's may be given to each column)
 2.  For each of the options, select the score for each criteria 3 Points = Medium value (Any number of 3's may be given to each column)
      in the drop down box 1 Points = Low value (Any number of 1's may be given to each column)

0

Service Category

Payer of 
Last 

Resort

Access to Care 
and/or Maintenance 

in Care

 Consumer 
Priority

Specific 
Gaps/

Emerging 
Needs

Core 
Services

15% 35% 25% 25% Total Score Total Percentage PC 2012 Rank PC 2013 Rank HRSA 2013 App 
Rank

Aprroved 2012-2013 
Base Spending Plan

Approved 2012-2013 
MAI Spending Plan

ADAP 8 8 8 8 8 8.00 100.00% 1 1 1 $9,737,854

ADAP Plus 8 8 8 8 8 8.00 100.00% 1 (2) 1 (2) 2 $7,139,027 $374,786

Food and Nutrition 5 8 8 8 0 7.55 94.38% 9 3 3 $5,890,002 

Non-Medical Case Management (Transitional Support for 
Inmates) 8 8 8 5 0

7.25 90.63% n/a 4 4 $4,262,511 

Medical Case Management (Care Coordination, Transitional Care 
Coordination for Homeless) 5 8 8 5 8

6.80 85.00% 3  5 $21,807,507 $4,795,004 

Housing Services (including Housing Placement and Transitional 
Services) 5 8 8 5 0

6.80 85.00% 6 (7) 5 (6) 6 $9,920,004 $1,186,988 

Mental Health Services 3 8 8 5 8 6.50 81.25% 4 7 7 $5,783,930 

Harm Reduction, Recovery Readiness, Relapse Prevention 
(Substance Abuse Services) 5 8 5 5 8

6.05 75.63% 5 8 8 $10,056,883 

Early Intervention Services (includes Youth Outreach Services) 5 8 5 5 8
6.05 75.63% 8 8 (9) 9 $8,488,999 $1,976,461 

Supportive Counseling & Family Stabilization Services 5 8 5 5 0
6.05 75.63% 10 (11) 8 (10) 10 $2,155,987 

Outpatient/Ambulatory Medical Care (Bridge Medical Care) 8 8 3 5 8 6.00 75.00% 6 11 2 $393,628 

Legal Services 5 5 5 5 0 5.00 62.50% 10 12 11 $4,298,533 

Health Education and Risk Reduction (Positive Life) 5 3 5 5 0
4.30 53.75% n/a 13 12 $557,008 

Home Care 1 5 5 1 8 3.40 42.50% 12 14 13 $1,516,589 

TOTAL: $92,008,462 $8,333,239 

Access to Care/Maintenance in Care:  Does the category promote access to OR maintenance in primary medical care?

Points = No value (only to be used to the Core Services column)

Core Services [not counted towards score]:  Is this service a HRSA-defined core medical service? Score 0 or 8 for historical purposes only.
Does this service address a newly identified or projected future need as identified through needs assessment or epidemiological data?
Specific Gaps/Emerging Needs:  To what extent does Part A funded service address a specific service gap or service needed (specific geographic area or demographic/special population? 
Consumer Priority: Has the category been specifically identified as a priority by PLWHA through needs assessment data (including CAB survey and PLWHA Focus Groups), CHAIN data, and/or other available consumer data as important and/or in need of additional funding?

NYC HIV Health and Human Services Planning Council FY 2012-13 Priority Setting Tool

Criteria Factors (see definitions below)

Payer of Last Resort:  Are there any other funding sources that provide the same or an equivalent service to Ryan White eligible PLWHA?



NYC HIV Health and Human Services Planning 
Council FY 2009 Priority Setting Tool

Priority Setting Tool: Scoring Descriptions
1 = Very low Value 8= Very High Value

There are many other funding 
sources such as Medicaid/Medicare, 
ADAP, other CARE Act Parts, CDC, 
VA, SAMHSA, HOPWA, NYSDOH) 
that provide the same or an 
equivalent service.

Existing provider capacity is more 
than adequate to address the needs 
of PLWHA and the services are 
readily accessible.

Payor of Last Resort

There are few (or no) other 
funding sources such as 
Medicaid/Medicare, ADAP, other 
CARE Act Parts, CDC, VA, 
SAMHSA, HOPWA, NYSDOH) 
that provide the same or an 
equivalent service.

Existing provider capacity is not 
adequate to address the needs of 
PLWHA and the services are not 
readily accessible.

For PLWHA who are not engaged in 
HIV primary health care (or have 
fallen out of care), the service does 
not enhance access to care.

For PLWHA who are engaged in HIV 
primary health care, the service does 
not contribute to maintenance in 
care.

Access to Care and/or
Maintenance in Care

For PLWHA who are not engaged 
in HIV primary health care (or 
have fallen out of care), the 
service significantly enhances 
access to care.

For PLWHA who are engaged in 
HIV primary health care, the 
service significantly  contributes 
to maintenance in care.

The service has not been identified 
by PLWHA consumers as a service 
gap/emerging need or a contributor to 
access to care/maintenance in care.

Consumer Priority
The service has been identified 
by PLWHA consumers as a 
service gap/emerging need or a 
contributor to access to 
care/maintenance in care.

The service does not target or 
address service gaps/emerging 
needs of any particular demographic 
group or special population (or 
geographic area).

Specific Gaps/Emerging Needs
The service does target or 
address service gaps/emerging 
needs of any particular 
demographic group or special 
population (or geographic area).

0: The service is not a HRSA core 
service of outpatient/ambulatory care, 
mental health services, early 
intervention services, substance 
abuse treatment services, medical 
case management, or ADAP

Core Services
[for historical purposes- as of FY 2013 does not count 

towards final score]  

8: The service is a HRSA core 
service of outpatient/ambulatory 
care, mental health services, 
early intervention services, 
substance abuse treatment 
services, medical case 
management, or ADAP.
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NYC Ryan White Portfolio - 2013 (YR. 23) Combined BASE & MAI Funding

% Cut to Award 14.754%

Yr. 22 Change Yr. 23 Minimum % Cut 9.664502% $0
Base Award $110,782,829 ($17,483,496) $93,299,333 Core $60,639,544 71.1% Core 62,680,057$          69.42%

MAI Award $9,706,322 ($293,886) $9,412,436 Noncore $24,597,096 28.9% Non-Core 27,605,785$          30.58%
Total Award $120,489,151 ($17,777,382) $102,711,769

Tri-County (4.71%)C $5,675,039 ($837,315) $4,837,724

NYC AdminA $11,481,411 ($1,694,006) $9,787,405

Quality Management (QM)B $3,000,000 ($150,000) $2,850,000

Net Increase/(Reduction) to 
Program Services ($15,096,060)

$92,008,462 ($14,844,021) $77,164,441

Change in Carrying Cost of 
Programs from Yr. 22 into Yr. 23.  
(Positive number represent a 
lower carrying cost compared to 
previous year)

$1,029,110

$8,324,239 ($252,039) $8,072,200
Balance to Commit/(Reduction to 
be made through Proportionate 
Cuts)

($14,066,950)

$100,332,701 ($15,096,060) $85,236,640

HRSA 
Rank

EMA 
Rank EMA Priority Score Core or Noncore NY EMA Service Category

Year 2012 
Approved 

Spending Plan 

Allocation Changes 
Approved by PC 

Modified Plan after 
Allocation Changes

Modification to 
Carrying Cost

Modified Carrying Cost of Yr. 
22 Contracts into Yr. 23

Proposed (+/-) Changes to 
Service Categories

Proportionate 
(Cuts)/Increases 

Total Amount of 
(Cuts)/Increases Percent (Cut)/Increases Year 2013 

Spending Plan 

% of Total 
Program 

Funds

1 1 8.00 Core ADAP1 $9,737,854 $9,737,854 $2,768,244 $12,506,098 ($2,768,244) ($941,115) ($3,709,359) -29.66% $8,796,739 10.32%

2 1 8.00 Core ADAP Plus1 $7,139,027 $7,139,027 $0 $7,139,027 ($689,951) ($689,951) -9.66% $6,449,076 7.57%

2 1 8.00 Core ADAP Plus  (MAI) $374,786 $374,786 $0 $374,786 ($36,221) ($36,221) -9.66% $338,565 0.40%

3 3 7.55 Noncore Food and Nutrition $5,890,002 $5,890,002 $0 $5,890,002 ($603,168) ($603,168) -10.24% $5,286,834 6.20%

4 4 7.25 Noncore Non-Medical Case Management (Transitional Support for Inmates)2 $4,262,511 $4,262,511 $0 $4,262,511 ($454,566) ($454,566) -10.66% $3,807,945 4.47%

5 5 6.80 Core Medical Case Management (MCM)3 $26,070,018 ($4,262,511) $21,807,507 ($1,648,253) $20,159,254 ($2,292,108) ($2,292,108) -11.37% $17,867,146 20.96%

5 5 6.80 Core Medical Case Management (MCM) (MAI) 3 $4,795,004 $4,795,004 ($220,794) $4,574,210 ($520,088) ($520,088) -11.37% $4,054,122 4.76%

6 6 6.80 Noncore
Housing Services (Consolidation of Emergency Transitional Housing, Emergency 
Rental Assistance and Housing Placement)4 $9,920,004 $9,920,004 ($282,594) $9,637,410 ($1,095,774) ($1,095,774) -11.37% $8,541,636 10.02%

6 6 6.80 Noncore Housing Services (MAI) $1,186,988 $1,186,988 $1,186,988 ($134,961) ($134,961) -11.37% $1,052,027 1.23%

7 7 6.50 Core Mental Health Services $5,783,930 $5,783,930 $0 $5,783,930 ($687,985) ($687,985) -11.89% $5,095,945 5.98%

8 8 6.05 Core Integrated Harm Reduction, Recovery Readiness and Relapse Prevention5 $10,056,883 $10,056,883 ($1,135,435) $8,921,448 ($1,140,117) ($1,140,117) -12.78% $7,781,331 9.13%

9 9 6.05 Core Early Intervention Services (incl. Youth-targeted EIS)6 $9,046,007 ($480,800) $8,565,207 ($116,322) $8,448,885 ($1,079,726) ($1,079,726) -12.78% $7,369,159 8.65%

9 9 6.05 Core Early Intervention Services (MAI) 6 $1,967,461 $1,967,461 ($323) $1,967,138 ($251,391) ($251,391) -12.78% $1,715,747 2.01%

10 10 6.05 Noncore Supportive Counseling & Family Stabilization Services $2,155,987 $2,155,987 $2,155,987 ($275,524) ($275,524) -12.78% $1,880,463 2.21%

11 2 6.00 Core Outpatient Medical Care (Outpatient Bridge Care)7 $393,628 $393,628 ($393,628) $0 $0 $0 #DIV/0! $0 0.00%

12 11 5.00 Noncore Legal Services $4,298,533 $4,298,533 ($1) $4,298,532 ($664,691) ($664,691) -15.46% $3,633,841 4.26%

4.30 Noncore Health Education and Risk Reduction8 $480,800 $480,800 $0 $480,800 ($86,450) ($86,450) -17.98% $394,350 0.46%

13 12 3.40 Core Home and Community-based Health Services $1,516,589 $1,516,589 ($4) $1,516,585 ($344,871) ($344,871) -22.74% $1,171,714 1.37%

TOTAL NYC PROGRAMS $100,332,701 $0 $100,332,701 ($1,029,110) $99,303,591 ($2,768,244) ($11,298,707) ($14,066,951) -14.17% $0 $85,236,640 100.00%

Total Carrying Cost of Programs $85,236,640

Yr. 23 Funding Assumption $85,236,640

Surplus/(Deficit) $0

Remaining for Combined BASE and MAI program 
costs

Combined MAI/BASE/TC

Remaining for BASE program costs

Remaining for MAI program costs
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C Tri-County's 2013 allocation is based on 4.71% of the Grant Award - same as Yr. 2012.   

NOTES:
1                    ADAP funded as follows: 

Annual Commitment:

ADAP 9,737,854$             Adjusted ADAP Amount as per Approved Yr. 2012 Spending Plan

ADAP+ 7,139,027$             Carrying cost of ADAP Plus (Base funded)

ADAP+ 374,786$                Carrying cost of ADAP Plus (MAI funded)

17,251,667$           Sub-total Carrying Cost of ADAP/ADAP +

ADAP 2,277,726$             Yr. 2012 Upfront Reduction to be restored in Yr. 2013

ADAP 490,518$                One-Time Reduction to Carrying Cost for Yr. 2012 to be restored in Yr. 2013 (ADAP 
absorbed cut to grant) 

2,768,244$             Sum of Restorations to ADAP for Yr. 2013

20,019,911$           Modified Carrying Cost ADAP/ADAP+ for Yr. 2013

2                    

3                    

4                  

5                    

6                    

7                    

8                    New service category added for 2013 - Health Education and Risk Reduction:  This category funds the Positive Life program.  This is a Non-core category. 

A NYC Administration includes: Grantee Administration, Planning Council Support and Planning & Evaluation.

B QM includes a portion of Planning/Evaluation as well as all QM activities.  Grantee has agreed to reduce the QM allocation by $150K.     

New service category added for 2013 - Non-Medical Case Management:  This category includes allocation for Transitional Support Services for Incarcerated Inmates ($4,262,511).  This is a Non-core category. 

Includes:  Allocation for Transitional Care Coordination (1,245,053) and Medical Case Management (Care Coordination) programs ($18,914,201).  The Care Coordination amount includes Training and Development costs (Printing of Care Coordination brochures ($35,000), Care Coordination Training ($150K),  and PACT Health Promotions ($35K)).  Base reduction of $1,648,253 to Care 
Coordination is due to: 1)  TCC Training completed ($21,635) and 2)  Care Coordination contracts negotiated for less ($1,626,618).  MAI Care Coordination contracts negotiated for less ($220,794).

Housing Services is a consolidation of Emergency Transitional Services ($5,478,715) Emergency Rental Assistance ($3,389,894) and Housing Placement ($768,801).  Reduction of $282,594 to the Base carrying cost was the result of contracts negotiated for less.

The Harm Reduction allocation includes Healthy Living ($86,000) Evidence Based Intervention models training.  The training allocation within this category has been reduced by $277K for 2013.  Additional reduction of $858,435 to this category represents removal of low threshold services to negative clients, one contract termination, shift/increase to the Testing portion (EIS) of several 
contracts and contracts negotiated for less. 

Includes:  Youth Targeted Outreach Services ($1,521,026), Harm Reduction programs for Testing ($1,864,309), DOHMH programs -FSU ($606,047), Testing at Rikers ($270K) and STD Clinic ($129,282), and Early Intervention programs ($4,058,221).  Base reduction of $116,322 is due to 
contracts negotiated for less.  MAI reduction to the carrying cost of $323 is due to funds not committed at the end of Yr. 22. 

Reduction to category due to contract terminations.  This category is being eliminated from the NYC Spending Plan.  



Brief Update of HIV Testing 
Legislation 

  

 
 



HIV Testing Legislationg g
Chapter 308 of the Laws 2010
A di HIV T i P bli H l h LAmending HIV Testing Public Health Law

AIDS Institute
B i f U dBrief Update

Why is this Legislation important?Why is this Legislation important?

Approximately 20% of HIV positive New Yorkers areApproximately 20% of HIV-positive New Yorkers are 
unaware of their infection status and 33% of persons 
newly identified with HIV have been infected long 
enough that they are diagnosed with AIDS within oneenough that they are diagnosed with AIDS within one 
year. 
This Legislation will promote increased and earlier HIV 
testing; and promote linkage to treatment and care.testing; and promote linkage to treatment and care.
Consistent with the significant advances achieved in 
both HIV testing and medical treatment for HIV/AIDS. 
More in line with the recommendations issued by theMore in line with the recommendations issued by the 
federal Centers for Disease Control and Prevention 
(CDC).

Prior to consent or testingPrior to consent or testing

Prior to consent or testing, a person orderingPrior to consent or testing, a person ordering 
the test shall provide an explanation of the 
cause of HIV/AIDS, available treatments, 
prevention strategies, voluntary nature of 
testing, confidentiality protections, and the 

hibiti f di i i tiprohibition of discrimination

Informed ConsentInformed Consent
HIV related testing consent can now be a part of a g p
signed general consent; durable and in effect until 
revoked or expires.
Documented oral consent is acceptable for a rapidDocumented oral consent is acceptable for a rapid 
HIV test [except in Correctional settings].
Oral notification must be provided whenever an 
HIV i f d d d d i hHIV test is performed and documented in the 
individual’s medical record. 
Individuals will still be provided an opportunity to p pp y
decline HIV testing and testing will only be done 
with full patient consent after the patient is 
provided with pre-test education and information.provided with pre test education and information. 



Consent FormsConsent Forms

NYSDOH will develop “standardized model”NYSDOH will develop standardized model  
informed consent forms.

Providers may use alternate forms, without 
specific approval from NYSDOH, however all p pp
forms must be consistent with the NYSDOH 
“standardized model” forms. 

HIV Post Test (Negative)HIV Post Test (Negative)

HIV post test messages are tailored to status.

Negative post test messages must emphasize 
identified risk behaviors.

HIV Post Test (Positive)HIV Post Test (Positive)

Positive post test counseling messages willPositive post test counseling messages will 
remain the same; however, the person 
ordering the HIV test mustordering the HIV test must 
provide or arrange for follow-up 

di l if th ti tmedical care if the patient 
consents.

Occupational ExposureOccupational Exposure
HIV testing will be allowed in cases where:g

The source person is deceased, comatose or unable to 
provide consent, and his or her health care provider p , p
determines that mental capacity to consent is not 
expected to be regained in time for the exposed 
person to receive appropriate medical care, as 
d t i d b th d ' h lthdetermined by the exposed person's health care 
provider; and

A h i d i f h iAn authorized representative for the source person is 
not available or expected to become available in time 
for the exposed person to provide appropriate 
medical caremedical care.



Occupational Exposure, cont.Occupational Exposure, cont.

In these very specific situations a providerIn these very specific situations a provider 
shall order an anonymous HIV test of the 
source person and the results of the p
anonymous test, but not the identity of the 
source person would be disclosed to the 
exposed person's provider.

The results of the HIV test of the source 
ld t b di l d t th Sperson would not be disclosed to the Source 

person or placed in the source person's 
medical record.medical record.

Physician CertificationPhysician Certification

Physicians no longer certify that informedPhysicians no longer certify that informed 
consent has been obtained before ordering 
HIV related testing by a laboratory or other 
facility. 

Required “offer”Required offer
Requires that an HIV related test be offered to every 
i di id l b h f 13 d 64 findividual between the ages of 13 and 64 years of age 
In these health care settings

-inpatient p
-emergency department 
-primary care services in the outpatient 
department of a hospital depa t e t o a osp ta
-freestanding diagnostic and treatment center 
-physician, physician assistant, nurse 
practitioner, or  midwife providing primary care p , p g p y
(ie. family medicine, general pediatrics, internal 
medicine, obstetrics, gynecology)

HIV Surveillance DataHIV Surveillance Data

NYSDOH is authorized to use HIV testing g
information in the aggregate without identifying 
patient information for the improvement of the 
quality of medical care provided to individuals withquality of medical care provided to individuals with 
HIV/AIDS. 
NYSDOH is authorized to share identifying 
information with public health disease programs 
within State DOH or local health departments.
Data obtained "upon periodic monitoring of HIVData obtained upon periodic monitoring of HIV 
infection" be reported to the Commissioner of Health.



Definitions of HIV testDefinitions of HIV test

Updates the definition of "HIV relatedUpdates the definition of HIV related 
testing" to mean tests approved for the 
diagnosis of HIV.
Establishes the definition of "Rapid HIV test 
or testing" to mean any laboratory screening 
test or tests approved for detecting antibodies 
to HIV, that produce results in sixty minutes 
or less and encompasses a confirmatory HIVor less, and encompasses a confirmatory HIV 
related test if the screening test is reactive. 

Sharing of confidential information in 
h h d dcases where the patient is deceased

Provides limited access to confidential HIV 
information to the executor or administratorinformation to the executor or administrator 
of an estate when needed to fulfill the 
responsibilities of such a position p p

Revised Disclosure practicesRevised Disclosure practices

A written statement regarding confidentialityA written statement regarding confidentiality 
and re-disclosure no longer have to be 
provided for routine disclosures to 

-Providers assisting in rendering 
care or,
-For disclosures made to health insurers 
in the day-to-day course of the billing 
process

Report to Governor and 
L i lLegislature
In 2012 the Legislation will be reviewed forIn 2012 the Legislation will be reviewed for 

impact based on measures including,

The total number of persons who are tested 
for HIV infection 
The total number of persons who access care 
and treatment



Effective DateEffective Date

The law is effective September 1, 2010, withThe law is effective September 1, 2010, with 
Regulations to follow

…Please submit questions 
electronicallyelectronically…

HIVtestlaw@health.state.ny.us

Slide set prepared bySlide set prepared by

Dan O’Connell
Dao03@health.state.ny.us

Johanne MorneJohanne Morne
Jem18@health.state.ny.us
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Change Agentsts g g
The Impact of the Affordable Care Act and Medicaid The Impact of the Affordable Care Act and Medicaidpact of the Affordable Care Act a Meand M

Reform on Ryan White Part A Funded Services 
dcaid

ss  

1 

12/6/2012 10:52 AM 

Number and proportion of persons diagnosed with HIV 
 in NYC engaged in selected stages of the continuum of care 

 at the end of 2010 

As reported to the New York City Department of Health and Mental Hygiene by September 30, 2011. 

Change Agents 
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3 

 
HRSA  

Ryan White 
Requirements 

 
Affordable 

Care Act 

 
NYS 

Medicaid 
Redesign  

HHS Sec. Kathleen Sebelius President Barack Obama Gov. Andrew Cuomo  

 

• Affordable Care Act  
• Signed into law March 23, 2010, implementation begins 
• Planning Council and Grantee begin to assess impact on portfolio of services (short-

term and long-term) 

• New York State Medicaid Redesign  
• Implementation began February 2011 
• Planning Council and Grantee begin to assess impact on portfolio of services (short-

term and long-term) 
• Grantee commissions a study of Medicaid Redesign (Manatt Report) 

• HRSA Ryan White Requirements  
• Implementation began April 2012 
• Grantee assessment on portfolio of services 

12/6/2012 10:52 AM 
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Instruments of Change 



ACA Today 

On March 23, 2010, 
President Obama 

signed the Affordable 
Care Act into law. 
Early Benefits to 

PLWHA 

Right Now -- Insurance carriers cannot 
refuse to cover children with HIV/AIDS 

Right Now -- Insurance carriers cannot 
withdraw coverage of adults/children 
with HIV/AIDS who become ill 

Right Now -- No monetary cap on 
essential health benefits for PLWHA over 
the course of the lifespan 

Right Now -- ADAP counts toward true 
Out of Pocket spending limit for 
medications for Medicare recipients  

5 

ACA 
Tomorrow  

A Bridge to 2014: 
Medicaid 

Expansion & 
Insurance 
Reforms   

2014 --PLWHA who earn less than 
138% of the FPL will be covered by 
Medicaid 

2014 -- Insurance carriers cannot 
refuse to provide insurance to PLWHA 
and cannot establish cost caps 

2014 -- PLWHA lacking access to 
insurance can purchase private 
coverage through Insurance Exchanges 

2014 -- Low- or middle-income 
PLWHA will be able to obtain tax 
credits for the cost of insurance 

6 

ACA: Expanded 
Medicaid 
Eligibility 

Effective January 2014 
Medicaid eligibility 

levels for non-disabled 
individuals under the age 
of 65 will be raised to 

138% of the FPL 

An estimated 50,000 to 70,000 New York 
residents will become newly eligible for 
Medicaid as a result of Medicaid Expansion –. 

As a result a small number of single adult Part 
A clients with incomes between 100% and 138% 
FPL will become eligible for Medicaid 

In addition, an estimated 110,000 to 440,000 
individuals may become enrolled  in Medicaid 
or Insurance Exchanges  

7 
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ACA: Health 
Insurance 
Exchanges 

Starting in 2014, if 
implemented as planned, 
the ACA could reduce the 

number of uninsured 
Americans by 32 

million over the next 
ten years. 

Nationally, only 13% of PLWHA have 
private insurance. Almost 24% have no 
insurance.  

In NYC, more than 1.3 million people (16% of 
all residents) were without health coverage 
in 2010.  

As a result a small number of Part A clients 
with incomes between 138% and 435% FPL will 
become eligible 

8 
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NYS Medicaid 
Redesign  

NYS provides 
Medicaid for children 

18 years or age or 
younger and for low-

income adults 19 
years of age and older 

56% of PLWHA in the NY EMA are 
Medicaid recipients 

59,915 PLWHA in the NY EMA 
received Medicaid services in 2010 

9 
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NYS Medicaid 
Reform 

Payor of Last Resort 
-- Any Part A service 
that can be billed to 
Medicaid must be 
billed to Medicaid. 

Payor of Last Resort

• Oral Health 
• Medical Case 

Management 
• Harm Reduction 

and Recovery 
Readiness 

• Home Care 
• Early 

Intervention 
Services 

• Mental Health  

•• Or
•• Me

Ma
•• Ha

an
Re

•• Ho
•• Ea

In
Se

•• Me

Medicaid 
Reform will 

affect or may 
affect the 
following 
services 

10 

NYS Medicaid 
Redesign:  

Health Homes 

Health Homes provide 
care management 

services through a 
manager who 

coordinates services 
with all caregivers. 

Health Homes are led by a designated 
provider organization consisting of 
networks of providers, including behavioral 
healthcare providers.  

A Medicaid beneficiary can opt out, but 
NYSDOH is considering mandatory enrollment 
in the future. 

Began operation March 1, 2012. Estimated 
statewide targeted enrollment of 
PLWHA is 44,041.   

11 

12/6/2012 10:52 AM 

NY EMA 
Part A Funded 

Programs  

112 agencies (206 
contracts) provide 
services to 21,000 

PLWHA in the 
New York EMA 

Medical services include ADAP, ADAP+, 
Medical Case Management, Mental Health 
Services, Outpatient Substance Abuse Services, 
Early Intervention Services, Outpatient 
Medical Care, Home Care 

Support services include Food and 
Nutrition, Non-Medical Case Management, 
Housing Services, Supportive Counseling and 
Family Stabilization Services, Legal Services, 
Health Education and Risk Reduction, 
Transportation 

12 
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 ADAP 

Expanded 
Medicaid 
Eligibility 2014 

Health Insurance 
Exchanges 2014 

Estimates of ADAP enrollees affected 
by Expanded Medicaid Eligibility will 
be needed for future planning 

Ability to purchase low-cost insurance 
may have an impact on use of ADAP 
services 
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 ADAP+ 

Expanded 
Medicaid 

Eligibility 2014 

Health 
Insurance 

Exchanges 2014 

ADAP+ may be impacted by Health 
Insurance Exchanges (payment of 
insurance premium coverage) 

Currently the NYS ADAP+ program 
pays for 4,500 PLWHA’s insurance 
premiums  

  

14 
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Medical Case 
Management 

Care 
Coordination  

Expanded 
Medicaid 
Eligibility 
2014 

Health 
Homes  

Will be impacted 
by enrollment in 
Medicaid Health 

Homes 
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Medical Case 
Management 

Transitional Care 
Coordination for 

Homeless/Unstably 
Housed 

Expanded 
Medicaid 
Eligibility 
2014 

Health 
Homes  

Program participants will be 
impacted as they are moved into 

Medicaid Health Homes 

  

16 
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Mental Health 
Services 

Expanded 
Medicaid 
Eligibility  

Health 
Insurance 
Exchanges 2014 

Health Homes 

Will be impacted by 
expansion of Medicaid eligibility 

in 2014 

May be impacted by Health 
Insurance Exchanges in 2014 
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Outpatient 
Substance Abuse 

Treatment 

Expanded Medicaid 
Eligibility 2014 

Health Insurance 
Exchanges 2014 

Health Homes 

Medicaid Redesign 

As New York State 
Medicaid redesign is 
implemented, Harm 
Reduction programs 

funded by Part A will be 
impacted 
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Early Intervention 

Services 

Expanded 
Medicaid 
Eligibility 
2014 

Health 
Insurance 
Exchanges 
2012 

HIV 
Testing 

Programs that 
are certified 

to bill 
Medicaid will 
be impacted 

IV 
sting

P

M
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Oral Health 

Expanded 
Medicaid 
Eligibility 
2014 

Health 
Insurance 
Exchanges 
2014 

Expanded Medicaid eligibility 
will impact Tri-County 

program participants 

Inclusion of oral health services 
in Essential Health Benefits 
package may impact Ryan 

White program  
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Home Health 

Care 

Expanded 
Medicaid 
Eligibility 
2014 

Medicaid 
Managed 
Care Plan  

H
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• May have an 
impact on Ryan 
White program 
participants 
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M
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• May have an 
impact on Ryan 
White program 
participants 
 

• Mandatory enrollment 
for Dual eligible, aged 
21 and over, receiving 
community based long 
term care services for 
over 120 days 
 

• As of July 1, 2012 
cases fitting 
mandatory definition 
will begin to be 
enrolled  
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Medical 
Transportation 

Expanded 
Medicaid 
Eligibility 2014 

Medicaid 
Redesign 

Medicaid 
Managed Care 
Plans 

In 2010 NYS Medicaid HIV/AIDS claims for 
medical transportation costs equaled $2.2 
million dollars 

Expanded Medicaid Eligibility will increase 
PLWHA access to this service 

22 

12/6/2012 10:53 AM 

Change Agents s  

HRSA Ryan 
White 

Requirements 

Affordable 
Care Act 

NYS Medicaid 
Reform 

HRSA: Ryan White Requirements 

ACA: Expanded Medicaid Eligibility 

ACA: Health Insurance Exchanges 

Expanded Medicaid Coverage 

Health Homes 

Long Term Managed Care 

Transportation Management 
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Services 
Impacted (81%) 

Affordable 
Care Act 

NYS Medicaid 
Reform 

HRSA Ryan 
White 

Requirements 

ADAP (Impacted) 

ADAP+ (Impacted) 

Outpatient Bridge Medical Care (Impacted) 

Medical Case Management (Impacted) 

Medical Transportation (Impacted) 

Transitional Care Coordination for Homeless/Unstably 
Housed (Impacted) 

Mental Health Services (Impacted) 

Substance Use Services (Impacted) 

Early Intervention Services (Impacted) 

Oral Health (Impacted) 

Home Health Care (Impacted)  

24 



Services Not 
Impacted (19%) 

HRSA Ryan 
White 

Requirements 

Affordable 
Care Act 

NYS Medicaid 
Reform 

Food Bank & Home Delivered Meals 
(Not Impacted) 

Housing (Not Impacted) 

Legal Services (Not Impacted) 

Supportive Counseling & Psychosocial 
Support (Not Impacted)  

25 

 
• F a l l  o f  2 0 1 1  s t u d y  c o m m i s s i o n e d  t o  c l a r i f y  g a p s  i n  

M e d i c a i d  f u n d e d  s e r v i c e s  ( M a n a t t  R e p o r t )  
 

• W i n t e r  o f  2 0 1 2  P l a n n i n g  C o u n c i l  c o n s i d e r s  H R S A  
C o r e  M e d i c a l  S e r v i c e s  W a i v e r  R e q u i r e m e n t s  
 

• W i n t e r / S p r i n g  o f  2 0 1 2  P l a n n i n g  C o u n c i l  d e l i b e r a t e s  
w h e t h e r  o r  n o t  t o  s u b m i t  w a i v e r  o r  n o t  
 

• Discussions with CAEAR Colleagues, Project Officer, NYC DOHMH Leadership, 
Boston EMA, presentations and discussions to the PC and subcommittees 
 

12/6/2012 10:53 AM 
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The Changing Health Care Environment:  
The NY EMA Responds 

 

• Summer 2012 Planning Counci l  instructs  
Grantee  to  submit  NY EMA waiver  with  2013 
Ryan White  Part  A  Grant  applicat ion  
 

• 70% Core/30% Non-Core split in proposed Planning Council 
Spending Plan 

• Based on Planning Council prioritization of services and past 
utilization 2013 spending plan increased funding: Housing, Food & 
Nutrition, Supportive Counseling & Family Stabilization 

12/6/2012 10:53 AM 
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The Changing Health Care Environment:  
The NY EMA Responds 

 
• A p p r o p r i a t e l y  r e - c a t e g o r i z e d  s e r v i c e s  i n  l i n e  w i t h  

N a t i o n a l  M o n i t o r i n g  S t a n d a r d s  
 

• Short term case management services in incarcerated/recently incarcerated (Non-
Medical Case Management) 

• Self Management Workshop for PLWHA (Health Education/Risk Reduction)  
 

• G r a n t e e  i n  c o m m u n i c a t i o n  w i t h  t h e  N Y S  M e d i c a i d  
P r o g r a m  a n d  N Y S  A D A P  t o  d e t e r m i n e  g a p s  i n  
c o n t i n u u m  o f  c a r e  
 

• Particular attention to Health Homes program development 
• Development of Health Insurance Exchanges and Essential Health Benefits 
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The Changing Health Care Environment:  
The NY EMA Responds 



 
• W i n t e r / S p r i n g  2 0 1 3  P l a n n i n g  C o u n c i l  p l a n s  t o  

i s s u e  n e w  s e r v i c e  d i r e c t i v e s :  
 

• Health Education 
• Supportive Counseling & Family Services 
• Non-Medical Case Management 

 
• F a l l / W i n t e r  2 0 1 3  a d d i t i o n a l  P l a n n i n g  C o u n c i l  

s e r v i c e  d i r e c t i v e s  m a y  b e  p l a n n e d  f o r :  
 

• Medical Case Management 
• Outpatient Substance Use Programs 
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The Changing Health Care Environment:  
The NY EMA Responds 

 
• H o w  i s  y o u r  E M A / T G A  p l a n n i n g  f o r  t h e  

u p c o m i n g  c h a n g e s  t o  t h e  c o n t i n u u m  o f  c a r e  
r e s u l t i n g  f r o m  t h e  A C A ?  
 

• H o w  i s  y o u r  E M A / T G A  g a t h e r i n g  i n f o r m a t i o n  
f r o m  y o u r  S t a t e  M e d i c a i d  p r o g r a m ?  

• Ryan White Parts B, C, D, F? 
 

• What data  wil l  be  ut i l ized to  plan for  these  
next  few years?  
 

12/6/2012 10:53 AM 
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Discussion Questions 

Jan Carl Park at 
jcpark@health.nyc.gov 

Graham Harriman at 
gharriman@health.nyc.gov 

Rachel Miller at 
rmiller@healthsolutions.org  

12/6/2012 10:53 AM 
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Contact Us 
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Angela Aidala  and  Nitika Sharma 

Mailman School of Pubic Health
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The Problem

Almost half of New York City PLWHAs either delay 
HIV testing, delay entry into medical care, or BOTH

25% of  NYC HIV diagnoses are persons with an 
advanced stage of infection, indicating delayed 
testing

Among those who TEST promptly, 1 in 5 delay 
medical care more than 3 months after their HIV 
diagnosis

Among those ever linked to care, estimated 19% are 
not retained in care over time

New York City treatment cascade Research Questions

1. Who delays entry into medical care for HIV, 
and who remains outside of care?

2. What are the psychosocial and contextual 
barriers that contribute to delays in HIV care 
and “dropping out” of care?

3. What are the points of entry into medical 
care for those who delay seeking care for 
HIV?



Research Questions - II

4. What policy or program interventions 
can be designed to reduce delays in HIV 
care?

5. What interventions can support 
continuity of care?

6. What brings drop-outs back into care?

CHAIN Data Sources 
Most recent cohorts  

Recruited 2008-2010
- n=319  New York City
- n=302  Tri-County

Expanded section of interview
    -   testing experience

- first entry into HIV care
- experiences with  care over time

Quantitative and qualitative data
- demographics, health status, service need/use
- narrative descriptions: Why delay? Why enter?

Who is a "delayer"

DELAYED TREATMENT:  More than 3 months 
between HIV result and first evaluation for 
treatment

       -- OR –

DELAYED TESTING:  HIV diagnosis at same 
time as presentation with Opportunistic or 
AIDS-defining Infection -- OR -- <200 CD4



The Problem

Delayed presentation for treatment 
evaluation:

Limits treatment options

Affects clinical outcomes and quality of life

Contributes to expanding epidemic

   Misleading to focus on simple IN CARE vs. OUT OF CARE dichotomy 

HIV+ population fluid mix of persons: 
-have never received care
-consistently maintained regular medical visits for monitoring and 
treatment
-maintained continuous care after initial period of substantial delay

  -entered care immediately but stopped and remain outside of care
-have inconsistent pattern of in and out of care over time

In recently recruited CHAIN cohort, 2 of every 5 persons currently in 
care has history of delayed entry into care or one or more periods of 
dropping out of care 

FINDINGS – PART I

More and Less Engaged among PLWH 
Currently in Care

NYC CHAIN  2008-2010, n=319

How Long Delay

2008-2010
Agency Recruited Sample

Engaged Delayer Dropout
Time from HIV diagnosis to 
first  visit for HIV care

(190) (61) (65)

    0-3 months 100%     0 % 58%

    4-6 months 0 15 3

    7-11 months 0 3 2

   over 12 months 0 82 38



Shortened time to enter care after delay Demographics & Risk Exposure

Agency Recruited Sample
Engaged Delayer Dropout

(190) (61) (65)

% Male 59 66 60  *

% Black/ Latino 85 92       96

%  Foreign Born 35 18 27 *

% 31 – 50 yrs old 57 56 61

Risk Exposure
    MSM
    PDU
    MSM/ PDU
    Hetero/ Other

21
22
9
47

26
31
5
38

22
28
11
40

*p < .05

Age and Year of HIV Diagnosis

Agency Recruited Sample
Engaged Delayer Dropout

(190) (61) (65)

Year of HIV Diagnosis *

    before 1990 12% 30%     31%  

    1991-1995 22 23 28

    1996-2005 53 36 38

    2006 - 2010 12 11 3

Age at HIV Diagnosis *

    Mean (std dev) years old 38.10 (10.7) 33.32 (9.2) 31.97(9.5)

*p < .05

Housing Status at HIV Diagnosis

Agency Recruited Sample
Engaged Delayer Dropout

(190) (61) (65)

Housing year of  Diagnosis *

Stable, own place 71%    58% 52%

Unstable, temporary 25 26 41

   Homeless 4 16 7

Relationship status at Dx

    Married or partner  56% 63% 52%

*p < .05



Medical Resources at HIV Diagnosis

Agency Recruited Sample
Engaged Delayer Dropout

(190) (61) (65)
Regular source of medical 
care before HIV diagnosis 
       Had regular source of care 21% 10% 17%

Medical insurance at  diagnosis

       Public or private insurance 70% 54% 68%

Test site actively  facilitated 
linking to first HIV medical care *

   Active linkage, enrollment,           
navigator, etc.

52% 19% 33%

*p < .05

     Predicting Delayed Entry into HIV Care

AOR

Age <35yrs at diagnosis 2.79 **

Male 2.64 *

Black 2.93 #

Latino 2.27

Homeless year of diagnosis      9.77 ***

Active drug use year of diagnosis    2.23 #

Diagnosed 2006 or later 2.16

No  regular source of med care before Dx 1.71

Test site actively facilitated link to care    0.23 ***

# p < .10    *p < .05   **p < .01   ***p < .001      

Reasons Given for Delayed Entry into Care
%

In denial about being HIV infected, didn’t want to face it 26

Felt fine, wasn’t sick, no symptoms 13

Was doing drugs, relapsed 13

In jail /prison – no services, didn’t want services 10

Did not want HIV medications 9

Didn’t care, didn’t want to deal with it 9

Believed I was going to die anyway 8

Was depressed, suicidal 6

Was stressed/ competing needs: housing, finances, work 4

Doctor/ provider said medical care not needed 4

Thematic coding of client descriptions of reasons for delayed into HIV medical care. Multiple responses 
possible.   Shown are most common answers.   N=80  

Reasons Given for Dropping Out of Care

%

Doing drugs, relapsed 24

Felt fine, wasn’t sick, no symptoms 17

Disruption in care – program closed, doctor left, I moved 15

Didn’t care about treatment, just stopped 13

Did not want HIV medications, wanted to discontinue meds 9

Tired of it, was fed up, wanted a break 9

Did not like doctor /disrespectful / services were poor 9

Was depressed 7

In denial about HIV,  didn’t want to face it 4

Total sample of drop-outs (n=65)

Thematic coding of client descriptions of reasons for dropping out of HIV medical care 6+ months 
since first entering care.    Multiple responses possible



Multiple strategies required to reach and engage  and maintain  in 
care PLWH marginally connected to the service system

   Infected persons at different stages of ‘readiness’ to manage HIV 
-  Some beginning to manage but motivation and capacity limited  - would 

use community based services but less successful in conventional care

-  Some not developed awareness of need nor intention to use services and    
require active individual outreach to reach them where they gather or go   
for non-medical services

Outreach and community based services are necessary
-  not only for first entry into HIV care but to maintain continuity of care for 

many  PLWH

Observations

Testing site key point of intervention
-   Include treatment education stressing the role of regular assessment 

and monitoring and sensitive treatment of medication issues

-   Post-test efforts should actively link PLWH with appropriate care via 
direct contact between test site and medical treatment facility

Delayers continue to differ by situation at time of diagnosis
- Screen for behavioral health and supportive service needs
- Acuity assessment doesn’t address prevention

Regular assessment and response to housing needs 
-   will facilitate linkage and maintenance in medical care and return to 

care after drop out
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Methodology

New York City CHAIN Recruitment and Study Sample

Cohort Recruitment

Study Sample

Study Variables

Service Need and Adequate Utilization Measures

                                                          

2
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and

and

                                                          
3 Test and treat policy is rapidly displacing former guidelines that included a delayed start of ARV treatment after 
initial diagnosis for persons with high CD4 counts. We decided to retain the 350 cut point, because it is consistent 
with guidelines in effect during the observation period for this report. 
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Subgroup Variables
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Table 1: Measuring Needs and Adequate Utilization – Definitions

SERVICE AREA Need Adequate Utilization

HEALTH

HIV Primary Care

HIV Standard of
Medical Care

ARV Treatment
Support

CASE MANAGEMENT

CM: Social Service

CM: Medical Referral

MENTAL HEALTH (MH)

Professional MH

2011-1a: Service Needs and Utilization NYC 2009-2011 Final Draft 10 

   

ALCOHOL OR DRUGS (AOD)

AOD Treatment

TRANSPORTATION

Transportation

FOOD AND NUTRITION

Food Services

Nutrition counseling
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SERVICE AREA Need Adequate Utilization

HOUSING

Permanent Housing
Placement

Housing Stability

Rental Assistance

Long Term Rental
Assistance

2011-1a: Service Needs and Utilization NYC 2009-2011 Final Draft 12 

   

Table 2: Operationalization of Subgroup Variables

Subgroups

Sex:

Race/Ethnicity:

Mental Health:

Illicit Drug Use:

Age Groups:

Borough of
Residence:

HIV Medical Care
Setting: t

Housing stability:

 
 

 

Place of Birth:

                                                          
4 We assigned gender by sex at birth. Ten participants reported being transgender: 6 MTF and 4 FTM.   



2011-1a: Service Needs and Utilization NYC 2009-2011 Final Draft 13 

   

Table 3: Sample Characteristics

Sample Past (2008 2009) Current (2009 2011)

SEX

Male

RACE/ETHNICITY

Black

Latino

White

MENTAL HEALTH

MCS 37(Poor Mental Health)

ILLICIT DRUG USE

Current

Past

Never

AGE

19 39

40 49

50+

BOROUGH OF RESIDENCE

Bronx

Brooklyn

Manhattan

Queens

Staten Island

HIV MEDICAL CARE SETTING

No Primary Care

HHC

Non HHC Hospital

Community Health Center/Clinic

Drug Treatment/Social Service Agency

Private MD

HOUSING STABILITY

Stable

Unstable

Homeless

PLACE OF BIRTH

U.S.

Puerto Rico

Foreign born

2011-1a: Service Needs and Utilization NYC 2009-2011 Final Draft 14 

   

Presentation of Findings and Analysis Plan
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5We excluded the standard of HIV medical care, because it is a very new measure. We have yet to establish a 
breakpoint for distinguishing adequate from inadequate standard of care. We excluded the two housing measures, 
because they are measured for an earlier time period.   
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Results

Overall Service Needs and Adequate Utilization

                                                          
6 Because they are measured for an earlier time period, our summary sets aside the housing stability and long-term 
rental assistance need measures. The current need and use of these service areas are tracked by the permanent 
housing placement and rental assistance measures.  
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Table 4: Trends in Service Need and Adequate Utilization: New York City (Past=2008 2009 Interviews
and Current=2009 2011 Interviews)

Service Needs Adequate Utilizationa

Past Current Trend Past Current Trend

HIV Primary Care

Standard of HIV Medical Care * 

ARV Treatment Support *

Social Service CMb *

Medical Referral CMb

Professional MHc

AODd Treatment

Transportation

Food Service

Nutrition Counseling

Permanent Housing Placement * *

Rental Assistance *

2011-1a: Service Needs and Utilization NYC 2009-2011 Final Draft 18 

   

Table 5: Cross Classification of Service Areas by Level of Need and Adequate Utilization: New York City
CHAIN 2009 2011 Interviews

Adequate Service Utilization Level

High (>50%) Low ( 50%)

Service Needs

High (>50%)

Low ( 50%)

a = Case Management

Subgroup Differences
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Number of Needs and Inadequate Utilization
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Table 6: Summary of Subgroups with Above Average Service Needs & Below Average Adequate
Utilization: New York City Current Interviews (2009 2011)

SERVICE AREA Service Need Adequate Utilization

HEALTH

HIV Primary Care

Standard of HIV Medical
Care

 
 
 

ARV Treatment Support

 
 
 
 
 
 

 
 
 
 
 

CASE MANAGEMENT (CM)

CM: Social Service

 
 
 

 
 
 
 

 
 
 
 

CM: Medical Referral

 
 
 
 
 
 

 
 
 

MENTAL HEALTH (MH)

Professional MH

 
 
 
 
 

 
 
 
 
 
 

* Statistically significant subgroup differences 
†Included by definition 
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Table 6 (Continued). Summary of Subgroups with Above Average Service Needs & Below Average
Utilization: New York City Current Interviews (2009 2011)

SERVICE AREA Service Need Adequate Utilization

ALCOHOL OR DRUGS (AOD)

AOD Treatment

 
 
 

 
 

TRANSPORTATION

Transportation

 
 
 
 

FOOD

Food Service

 
 
 
 
 

Nutrition Counseling

 
 
 
 

HOUSING

Rental Assistance

 
 
 

 
 
 

Permanent Housing
Placement
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Appendix I

Notes on Tables

Series A Tables for Subgroup Differences in Services Needs and Adequate Utilization
for Recent Past (2008 2009) and Current (2009 2011) Interviews.

Series B Tables: Subgroup Logistic Regression Analysis for Current Interviews (2009
2011).
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Table 7A: New York City Subgroup Differences, Ambulatory Health Care/ HIV Primary Care
Past (2008 2009) Current (2009 2011)

Need Adequate Utilization Need Adequate Utilization
Total

Gender
Male

Female
Race/ Ethnicity

White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

Borough of Residence
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider
HIV Medical Care Setting

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign born
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Table 7B: Logistic Regression, New York City 2009 2011, Ambulatory Health Care/ HIV Primary Care
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.423

Male
Female

Race/ Ethnicity p=.606
White
Black
Latino
Other

Mental Health p=.041
Poor
Good

Illicit Drug Use p=.377
Never Used
Past User

Current User
Age Group p=.017

Age 19 39
Age 40 49
Age 50+

Borough of Residence p=.893
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider
HIV Medical Care Setting p=.021

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing p=.692

Stable
Unstable
Homeless

Place of Birth p=.476
U.S.

Puerto Rico
Foreign Born
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Table 8A: New York City Subgroup Differences, Standard of HIV Medical Care
Past (2008 2009) Current (2009 2011)

Need Adequate Utilization Need Adequate Utilization
Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

Borough of Residence
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider
HIV Medical Care Setting

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 8B: Logistic Regression, New York City 2009 2011, Standard of HIV Medical Care
Service Needs Service Utilization:

Odds Ratios
Bivariate Multivariate Bivariate Multivariate

Gender p=.077
Male

Female
Race/ Ethnicity p=.343

White
Black
Latino
Other

Mental Health p=.672
Poor
Good

Illicit Drug Use p=.022
Never Used
Past User

Current User
Age Group p=.086

Age 19 39
Age 40 49
Age 50+

Borough of Residence p=.505
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider
HIV Medical Care Setting p=.383

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing p=.001

Stable
Unstable
Homeless

Place of Birth p=.915
U.S.

Puerto Rico
Foreign Born
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Table 9A: New York City Subgroup Differences, Treatment Support
Past (2008 2009) Current (2009 2011)

Need Adequate Utilization Need Adequate Utilization
Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

Borough of Residence
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider
HIV Medical Care Setting

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 9B: Logistic Regression, New York City 2009 2011, Treatment Support
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.958 p=.289

Male
Female

Race/ Ethnicity p=.000 p=.000
White
Black
Latino
Other

Mental Health p=.002 p=.329
Poor
Good

Illicit Drug Use p=.031 p=.044
Never Used
Past User

Current User
Age Group p=.799 p=.157

Age 19 39
Age 40 49
Age 50+

Borough of Residence p=.016 p=.876
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care p=.130
No HIV Provider

Have HIV Provider
HIV Medical Care Setting p=.413 p=.305

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing p=.764 p=.021

Stable
Unstable
Homeless

Place of Birth p=.001 p=.000
U.S.

Puerto Rico 2.153 5.100
Foreign Born
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Table 10A: New York City Subgroup Differences, Social Service Case Management

Past (2008 2009) Current (2009 2011)

Need Adequate Utilization Need Adequate Utilization

Total

Gender
Male

Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User

Age Group
Age 19 39
Age 40 49
Age 50+

Borough of Residence
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider

HIV Medical Care Setting
HHC

Non HHC Hospital
CHC/Clinic

Drug Treatment / Social Service
Private MD

Housing
Stable

Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 10B: Logistic Regression, New York City 2009 2011, Social Services Case Management
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.177 p=.933

Male
Female

Race/ Ethnicity p=.032 p=.721
White
Black
Latino
Other

Mental Health p=.653
Poor
Good

Illicit Drug Use p=.003 p=.529
Never Used
Past User

Current User
Age Group p=.014 p=.331

Age 19 39
Age 40 49
Age 50+

Borough of Residence p=.786 p=.098
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care p=.022
No HIV Provider

Have HIV Provider
HIV Medical Care Setting p=.135 p=.014

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing p=.226

Stable
Unstable
Homeless

Place of Birth p=.333 p=.474
U.S.

Puerto Rico
Foreign Born
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Table 11A: New York City Subgroup Differences, Medical Referral Case Management
Past (2008 2009) Current (2009 2011)

Need Adequate Utilization Need Adequate Utilization
Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

Borough of Residence
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider
HIV Medical Care Setting

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 11B: Logistic Regression, New York City 2009 2011, Medical Referral Case Management
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.792 p=.126

Male
Female

Race/ Ethnicity p=.960 p=.928
White
Black
Latino
Other

Mental Health p=.003 p=.107
Poor
Good

Illicit Drug Use p=.000 p=.306
Never Used
Past User

Current User
Age Group p=.006 p=.339

Age 19 39
Age 40 49
Age 50+

Borough of Residence p=.299 p=.071
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider
HIV Medical Care Setting p=.023 p=.430

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing p=.314 p=.484

Stable
Unstable
Homeless

Place of Birth p=.014 p=.613
U.S.

Puerto Rico
Foreign Born
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Table 12A: New York City Subgroup Differences, Mental Health Professional
Past (2008 2009) Current (2009 2011)

Need Adequate Utilization Need Adequate Utilization
Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

Borough of Residence
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider
HIV Medical Care Setting

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 12B: Logistic Regression, New York City 2009 2011, Mental Health Professional
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.007 p=.701

Male
Female

Race/ Ethnicity p=.000 p=.056
White
Black
Latino
Other

Mental Health p=.000
Poor
Good

Illicit Drug Use p=.076 p=.574
Never Used
Past User

Current User
Age Group p=.374 p=.690

Age 19 39
Age 40 49
Age 50+

Borough of Residence p=.896 p=.170
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care p p
No HIV Provider

Have HIV Provider
HIV Medical Care Setting p=.272 p=.431

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing p=.767 p=.113

Stable
Unstable
Homeless

Place of Birth p=.000 p=.072
U.S.

Puerto Rico 2.690 0.583
Foreign Born
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Table 13A: New York City Subgroup Differences, Alcohol or Drug Treatment
Past (2008 2009) Current (2009 2011)

Need Adequate Utilization Need Adequate Utilization
Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

Borough of Residence
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider
HIV Medical Care Setting

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 13B: Logistic Regression, New York City 2009 2011, Alcohol or Drug Treatment
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.001 p=.0.25

Male
Female

Race/ Ethnicity p=.004 p=.130
White
Black
Latino
Other

Mental Health p=.298 p=.679
Poor
Good

Illicit Drug Use p=.000 p=.028
Never Used
Past User

Current User
Age Group p=.160 p=.425

Age 19 39
Age 40 49
Age 50+

Borough of Residence p=.007 p=.999
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care p p
No HIV Provider

Have HIV Provider
HIV Medical Care Setting p=.723 p=.705

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing p=.000 p=.214

Stable
Unstable
Homeless

Place of Birth p=.000 p=.535
U.S.

Puerto Rico
Foreign Born
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Table 14A: New York City Subgroup Differences, Transportation
Past (2008 2009) Current (2009 2011)

Need Adequate Utilization Need Adequate Utilization
Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

Borough of Residence
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider
HIV Medical Care Setting

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 14B: Logistic Regression, New York City 2009 2011, Transportation
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.569 p=.369

Male
Female

Race/ Ethnicity p=.001 p=.990
White
Black
Latino
Other

Mental Health p=.149 p=.084
Poor
Good

Illicit Drug Use p=.208 p=.204
Never Used
Past User

Current User
Age Group p=.203 p=.451

Age 19 39
Age 40 49
Age 50+

Borough of Residence p=.777 p=.292
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider
HIV Medical Care Setting p=.406 p=.819

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing p=.008 p=.548

Stable
Unstable
Homeless

Place of Birth p=.016 p=.786
U.S.

Puerto Rico
Foreign Born
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Table 15A: New York City Subgroup Differences, Food Services
Past (2008 2009) Current (2009 2011)

Need Adequate Utilization Need Adequate Utilization
Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

Borough of Residence
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider
HIV Medical Care Setting

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 15B: Logistic Regression, New York City 2009 2011, Food Services
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.990 p=.106

Male
Female

Race/ Ethnicity p=.017 p=.747
White
Black
Latino
Other

Mental Health p=.361 p=.912
Poor
Good

Illicit Drug Use p=.000 p=.018
Never Used
Past User

Current User
Age Group p=.798 p=.604

Age 19 39
Age 40 49
Age 50+

Borough of Residence p=.002 p=.532
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care p=.940 p=.611
No HIV Provider

Have HIV Provider
HIV Medical Care Setting p=.019 p=.161

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing p=.064 p=.184

Stable
Unstable
Homeless

Place of Birth p=.000 p=.517
U.S.

Puerto Rico
Foreign Born
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Table 16A: New York City Subgroup Differences Nutrition Counseling Services
Past (2008 2009) Current (2009 2011)

Need Adequate Utilization Need Adequate Utilization

Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

Borough of Residence
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider
HIV Medical Care Setting

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 16B: Logistic Regression, New York City 2009 2011, Nutrition Counseling Services
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.002 p=.301

Male
Female

Race/ Ethnicity p=.627 p=.008
White
Black
Latino
Other

Mental Health p=.045 p=.612
Poor
Good

Illicit Drug Use p=.732 p=.011
Never Used
Past User

Current User
Age Group p=.000 p=.652

Age 19 39
Age 40 49
Age 50+

Borough of Residence p=.465 p=.020
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider
HIV Medical Care Setting p=.131 p=.100

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing p=.569 p=.680

Stable
Unstable
Homeless

Place of Birth p=.774 p=.001
U.S.

Puerto Rico
Foreign Born
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Table 17A: New York City Subgroup Differences, Permanent Housing Placement Service
Past (2008 2009) Current (2009 2011)

Need Adequate Utilization Need Adequate Utilization
Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

Borough of Residence
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider
HIV Medical Care Setting

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 17B: Logistic Regression, New York City 2009 2011, Permanent Housing Placement Service
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.215 p=.314

Male
Female

Race/ Ethnicity p=.852 p=.589
White
Black
Latino
Other

Mental Health p=.607 p=.030
Poor
Good

Illicit Drug Use p=.003 p=697
Never Used
Past User

Current User
Age Group p=.073 p=.672

Age 19 39
Age 40 49
Age 50+

Borough of Residence p=.041 p=.193
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care p=.221 p=.841
No HIV Provider

Have HIV Provider
HIV Medical Care Setting p=.000 p=.378

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing p=.000 p=.023

Stable
Unstable
Homeless

Place of Birth p=.140 p=.764
U.S.

Puerto Rico
Foreign Born
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Table 18A: New York City Subgroup Differences, Long Term Housing Stability
Past (2008 2009) Current (2009 2011)

Need Adequate Utilization Need Adequate Utilization
Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

Borough of Residence
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider
HIV Medical Care Setting

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 18B: Logistic Regression, New York City 2009 2011, Long Term Housing Stability
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.302 p=.558

Male
Female

Race/ Ethnicity p=.273 p=.275
White
Black
Latino
Other

Mental Health p=.356 p=.713
Poor
Good

Illicit Drug Use p=.028 p=.133
Never Used
Past User

Current User
Age Group p=.565 p=.211

Age 19 39
Age 40 49
Age 50+

Borough of Residence p=.116 p=.166
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care p=.630
No HIV Provider

Have HIV Provider
HIV Medical Care Setting p=.000 p=.269

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing p=.000 p=.000

Stable
Unstable
Homeless

Place of Birth p=.028 p=.735
U.S.

Puerto Rico
Foreign Born
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Table 19A: New York City Subgroup Differences, Rental Assistance
Past (2008 2009) Current (2009 2011)

Need Adequate Utilization Need Adequate Utilization
Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

Borough of Residence
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider
HIV Medical Care Setting

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 19B: Logistic Regression, New York City 2009 2011, Rental Assistance
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.096 p=.037

Male
Female

Race/ Ethnicity p=.049 p=.044
White
Black
Latino
Other

Mental Health p=.001 p=.011
Poor
Good

Illicit Drug Use p=.357 p=.056
Never Used
Past User

Current User
Age Group p=.490 p=.589

Age 19 39
Age 40 49
Age 50+

Borough of Residence p=.404 p=.663
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care p=.205 p=.092
No HIV Provider

Have HIV Provider
HIV Medical Care Setting p=.429 p=.201

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing p=.001 p=.000

Stable
Unstable
Homeless

Place of Birth p=.808 p=.901
U.S.

Puerto Rico
Foreign Born
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Table 20A: New York City Subgroup Differences, Continuing Rental Assistance
Past (2008 2009) Current (2009 2011)

Need Adequate Utilization Need Adequate Utilization
Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

Borough of Residence
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care
No HIV Provider

Have HIV Provider
HIV Medical Care Setting

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 20B: Logistic Regression, New York City 2009 2011, Continuing Rental Assistance
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.318 p=.200

Male
Female

Race/ Ethnicity p=.547 p=.505
White
Black
Latino
Other

Mental Health p=.287 p=.162
Poor
Good

Illicit Drug Use p=.799 p=.045
Never Used
Past User

Current User
Age Group p=.431 p=.416

Age 19 39
Age 40 49
Age 50+

Borough of Residence p=.014 p=.323
Bronx

Brooklyn
Manhattan

Queens
Staten Island

HIV Medical Care p=.285 p=.601
No HIV Provider

Have HIV Provider
HIV Medical Care Setting p=.027 p=.601

HHC
Non HHC Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing p=.000 p=.026

Stable
Unstable
Homeless

Place of Birth p=.109 p=.139
U.S.

Puerto Rico
Foreign Born
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Appendix II: Regression Analysis of Number of Service Needs and Number of services
with Inadequate Utilization among Those in Need (2009 2011: N=645)

Number of Needs Number of Inadequate Utilization
Coefficient 95% CI Coefficient 95% CI

Sex

Race/Ethnicity

Mental Health

Illicit Substance
Use

Age

Borough of
Residence

HIV Medical Care

Housing

Birth Place

Constant
F(22, 622)=27.67 F(22, 622)=10.73
R squared = 0.495 R squared = 0.275

Adjusted R squared = 0.477 Adjusted R squared = 0.250
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Appendix III: Sample Characteristics for Housing Stability and Long Term Rental
Assistance Measures

Sample Past (2008 2009) Current (2009 2011)

SEX

Male

RACE/ETHNICITY

Black

Latino

White

MENTAL HEALTH

Poor

ILLICT DRUG USE

Current

Past

Never

AGE

19 39

40 49

50+

BOROUGH OF RESIDENCE

Bronx

Brooklyn

Manhattan

Queens

Staten Island

HIV MEDICAL CARE SETTING

No Primary Care

HHC

Non HHC Hospital

Community Health Center/Clinic

Drug Treatment/Social Service Agency

Private MD

HOUSING

Stable

Unstable

Homeless

PLACE OF BIRTH

U.S.

Puerto Rico

Foreign Born
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Methodology

Tri County CHAIN Cohort Study Samples

Study Variables

Service Need and Adequate Utilization Measures
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and

                                                          
1 Test and treat policy is rapidly displacing former guidelines that included a delayed start of ARV treatment after 
initial diagnosis for persons with high CD4 counts. We decided to retain the 350 cut point criteria, because it is 
consistent with guidelines in effect during the observation period for this report. 
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Table 1: Measuring Needs and Adequate Utilization – Definitions

SERVICE AREA Need Adequate Utilization

HEALTH

HIV Primary Care

HIV Standard of
Medical Care

ARV Treatment
Support

CASE MANAGEMENT

CM: Social Service

CM: Medical Referral

MENTAL HEALTH (MH)

Professional MH
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SERVICE AREA Need Adequate Utilization

ALCOHOL OR DRUGS (AOD)

AOD Treatment

TRANSPORTATION

Transportation

FOOD AND NUTRITION

Food Services

Nutrition counseling

HOUSING

Permanent Housing
Placement

Rental Assistance
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Subgroup Variables

Table 2: Operationalization of Subgroup Variables

Subgroups

Sex:

Race/Ethnicity:

Mental Health:

Illicit Drug Use:

Age Group:

County of
Residence:

HIV Medical Care:

HIV Medical Care
Setting:

Housing Stability:

 
 

 

Place of Birth:

                                                          
2 We assigned gender by sex at birth. Two participants reported being transgender, both MTF.   
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Table 3: Sample Characteristics
Sample Past (2008 2010) Current (2010 2011)

SEX

RACE/ETHNICITY

MENTAL HEALTH

ILLICIT DRUG USE

AGE

COUNTY OF RESIDENCE

HIV MEDICAL CARE SETTING

HOUSING STABILITY

PLACE OF BIRTH
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Presentation of Findings and Analysis Plan
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Results

Overall Service Needs and Adequate Utilization

                                                          
3We excluded the standard of HIV medical care, because it is a very new measure.  We have yet to establish a 
breakpoint for distinguishing adequate from inadequate standard of care 
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Table 4: Trends in Service Need and Adequate Utilization: Tri County (Past=2008 2010 Interviews
and Current=2010 2011 interviews)

Needs Adequate Utilization

Past Current Trend Past Current Trend

HIV Primary Care

Standard of HIV
Medical Care

 

ARV Treatment
Support

Social Service CM *

Medical Referral CM *

Professional MH *

AOD Treatment

Transportation

Food Services *

Nutrition counseling

Permanent Housing
Placement

Rental Assistance *
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Table 5: Cross Classification of Service Areas by Level of Need and Adequate Utilization: Tri County
CHAIN 2010 2011 Interviews

Adequate Service Utilization Level

High (>60%) Low ( 60%)

Service Needs

High (>50%)

Low ( 50%)

Subgroup Differences
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Number of needs and inadequate utilization
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Table 6: Summary of Subgroups with Above Average Service Needs & Below Average Adequate
Utilization: Tri County Interviews (2010 2011)

SERVICE AREA Higher than average need Inadequate Utilization

HEALTH

HIV Primary Care

Standard of HIV Medical
Care

 
 
 

ARV Treatment Support
 
 

 
 

CASE MANAGEMENT (CM)

CM: Social Service

 
 
 
 

CM: Medical Referral  
MENTAL HEALTH (MH)

Professional MH
 
 

 
 
 

ALCOHOL OR DRUGS (AOD)

AOD Treatment

 
 
 
 

 
 
 

TRANSPORTATION

Transportation
 
 

FOOD AND NUTRITION

Food Services
 
 
 

Nutrition Counseling
 
 

HOUSING

Permanent Housing
Placement

 
 
 
 

Rental Assistance
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Appendix I

Series A Tables for Subgroup Differences in Service Needs and Adequate Utilization

for Recent Past (2008 2010) and Current (2010 2011) Interviews.

Series B Tables: Single Variable and Multiple Variable Subgroup Logistic Regression

Analysis for Current Interviews (2010 2011).
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Table 7A: Tri County Subgroup Differences, Ambulatory Health Care/ HIV Primary
Past (2008 2010) Current (2010 2011)

Need Adequate Utilization Need Adequate Utilization

Total
Sex

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

County of Residence
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 7B: Logistic Regression, Tri County 2010 2011 Ambulatory Health Care/ HIV Primary Care
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.315

Male
Female

Race/ Ethnicity p=.583
White
Black
Latino
Other

Mental Health p=.898
Poor
Good

Illicit Drug Use p=.280
Never Used
Past User

Current User
Age Group p=.661

Age 19 39
Age 40 49
Age 50+

Geographic Area p=.273
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status p=.054

Stable
Unstable
Homeless

Place of Birth p=.425
U.S.

Puerto Rico
Foreign Born
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Table 8A: Tri County Subgroup Differences, Standard of HIV Medical Care
Past (2008 2010) Current (2010 2011)

Need Adequate Utilization Need Adequate Utilization

Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

County of Residence
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 8B: Logistic Regression, Tri County 2010 2011 Standard of HIV Medical Care
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.000

Male
Female

Race/ Ethnicity p=.762
White
Black
Latino
Other

Poor Mental Health p=.931
YES
NO

Illicit Drug Use p=.316
Never Used
Past User

Current User
Age Group p=.944

Age 19 39
Age 40 49
Age 50+

County of Residence p=.490
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting p=.700
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status p=.277

Stable
Unstable
Homeless

Place of Birth p=.554
U.S.
PR

Foreign Born
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Table 9A: Tri County Subgroup Differences, Treatment Support
Past (2008 2010) Current (2010 2011)

Need Adequate Utilization Need Adequate Utilization

Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Poor Mental Health
YES
NO

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

County of Residence
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status

Stable
Unstable
Homeless

Place of Birth
U.S.
PR

Foreign Born
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Table 9B: Logistic Regression, Tri County 2010 2011 Treatment Support
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.006 p=.977

Male
Female

Race/ Ethnicity p=.614 p=.171
White
Black
Latino
Other

Poor Mental Health p=.445 p=.088
YES
NO

Illicit Drug Use p=.988 p=.506
Never Used
Past User

Current User
Age Group p=.100 p=.852

Age 19 39
Age 40 49
Age 50+

County of Residence p=.991
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting p=.836 p=.251
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status p=.392 p=.143

Stable 1
Unstable
Homeless

Place of Birth p=.216 p=.868
U.S. 1
PR

Foreign Born 1.800
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Table 10A: Tri County Subgroup Differences, Social Services Case Management
Past (2008 2010) Current (2010 2011)

Need Adequate Utilization Need Adequate Utilization

Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Poor Mental Health
YES
NO

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

County of Residence
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status

Stable
Unstable
Homeless

Place of Birth
U.S.
PR

Foreign Born
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Table 10B: Logistic Regression, Tri County 2010 2011 Social Services Case Management
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.007

Male
Female

Race/ Ethnicity p=.017
White
Black
Latino
Other

Mental Health p=.371
Poor
Good

Illicit Drug Use p=.125
Never Used
Past User

Current User
Age Group p=.035

Age 19 39
Age 40 49
Age 50+

County of Residence p=.615
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting p=.187
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status p=.248

Stable
Unstable
Homeless

Place of Birth p=.140
U.S.

Puerto Rico
Foreign Born
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Table 11A: Tri County Subgroup Differences, Medical Referral Case Management
Past (2008 2010) Current (2010 2011)

Need Adequate Utilization Need Adequate Utilization

Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

County of Residence
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 11B: Logistic Regression, Tri County 2010 2011 Medical Referral Case Management
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.020

Male
Female

Race/ Ethnicity p=.944
White
Black
Latino
Other

Mental Health p=.634
Poor
Good

Illicit Drug Use p=.374
Never Used
Past User

Current User
Age Group p=.680

Age 19 39
Age 40 49
Age 50+

County of Residence p=.180
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting p=.835
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status p=.206

Stable
Unstable
Homeless

Place of Birth p=.390
U.S.

Puerto Rico
Foreign Born
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Table 12A: Tri County Subgroup Differences, Mental Health Professional
Past (2008 2010) Current (2010 2011)

Need Adequate Utilization Need Adequate Utilization

Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

County of Residence
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 12B: Logistic Regression, Tri County 2010 2011 Mental Health Professional
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.230 p=.633

Male
Female

Race/ Ethnicity p=.361 p=.433
White
Black
Latino
Other

Mental Health p=.000
Poor
Good

Illicit Drug Use p=.784 p=.098
Never Used
Past User

Current User
Age Group p=.405 p=.822

Age 19 39
Age 40 49
Age 50+

County of Residence p=.008 p=.160
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting p=.731 p=.441
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status p=.266 p=.056

Stable
Unstable
Homeless

Place of Birth p=.610 p=.689
U.S.

Puerto Rico
Foreign Born
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Table 13A: Tri County Subgroup Differences, Alcohol or Drug Treatment
Past (2008 2010) Current (2010 2011)

Need Adequate Utilization Need Adequate Utilization

Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

County of Residence
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 13B: Logistic Regression, Tri County 2010 2011 Alcohol or Drug Treatment
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.055 p=.331

Male
Female

Race/ Ethnicity p=.058 p=.236
White
Black
Latino
Other

Mental Health p=.313 p=.604
Poor
Good

Illicit Drug Use p=.045
Never Used
Past User

Current User
Age Group p=.348 p=.275

Age 19 39
Age 40 49
Age 50+

County of Residence p=.626 p=.233
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting p=.344 p=.524
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status p=.076 p=.899

Stable
Unstable
Homeless

Place of Birth p=.094 p=.533
U.S.

Puerto Rico
Foreign Born
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Table 14A: Tri County Subgroup Differences, Transportation
Past (2008 2010) Current (2010 2011)

Need Adequate Utilization Need Adequate Utilization

Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

County of Residence
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 14B: Logistic Regression, Tri County 2010 2011 Transportation
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.001 p=.160

Male
Female

Race/ Ethnicity p=.715 p=.950
White
Black
Latino
Other

Mental Health p=.485 p=.773
Poor
Good

Illicit Drug Use p=.235 p=.478
Never Used
Past User

Current User
Age Group p=.516 p=.548

Age 19 39
Age 40 49
Age 50+

County of Residence p=.223 p=1.000
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting p=.923 p=.116
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status p=.528 p=.109

Stable
Unstable
Homeless

Place of Birth p=.692 p=.233
U.S.

Puerto Rico
Foreign Born
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Table 15A: Tri County Subgroup Differences, Food Services
Past (2008 2010) Current (2010 2011)

Need Adequate Utilization Need Adequate Utilization

Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

County of Residence
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 15B: Logistic Regression, Tri County 2010 2011 Food Services
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.680 p=.009

Male
Female

Race/ Ethnicity p=.114 p=.253
White
Black
Latino
Other

Mental Health p=.382 p=.237
Poor
Good

Illicit Drug Use p=.414 p=.487
Never Used
Past User

Current User
Age Group p=.485 p=.992

Age 19 39
Age 40 49
Age 50+

County of Residence p=.055 p=.471
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting p=.072 p=.767
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status p=.768 p=.585

Stable
Unstable
Homeless

Place of Birth p=.217 p=.774
U.S.

Puerto Rico
Foreign Born
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Table 16A: Tri County Subgroup Differences, Nutrition Counseling Services
Past (2008 2010) Current (2010 2011)

Need Adequate Utilization Need Adequate Utilization

Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

County of Residence
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table16 B: Logistic Regression, Tri County 2010 2011 Nutrition Counseling Services
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.829

Male
Female

Race/ Ethnicity p=.021
White
Black
Latino
Other

Mental Health p=.804
Poor
Good

Illicit Drug Use p=.328
Never Used
Past User

Current User
Age Group p=.160

Age 19 39
Age 40 49
Age 50+

County of Residence p=.006
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting p=.540
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status p=.448

Stable
Unstable
Homeless

Place of Birth p=.574
U.S.

Puerto Rico
Other
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Table 17A: Tri County Subgroup Differences, Permanent Housing Placement Service
Past (2008 2010) Current (2010 2011)

Need Adequate Utilization Need Adequate Utilization
Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

County of Residence
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 17B: Logistic Regression, Tri County 2010 2011 Permanent Housing Placement Service
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.767 p=.062

Male
Female

Race/ Ethnicity p=.779 p=.912
White
Black
Latino
Other

Mental Health p=.078 p=.319
Poor
Good

Illicit Drug Use p=.032 p=.495
Never Used
Past User

Current User
Age Group p=.106 p=.679

Age 19 39
Age 40 49
Age 50+

County of Residence p=.578 p=.448
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting p=.675
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status p=.000 p=.283

Stable
Unstable
Homeless

Place of Birth p=.668 p=.906
U.S.

Puerto Rico
Foreign Born
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Table 18A: Tri County Subgroup Differences, Rental Assistance
Past (2008 2010) Current (2010 2011)

Need Adequate Utilization Need Adequate Utilization
Total
Gender

Male
Female

Race/ Ethnicity
White
Black
Latino
Other

Mental Health
Poor
Good

Illicit Drug Use
Never Used
Past User

Current User
Age Group

Age 19 39
Age 40 49
Age 50+

County of Residence
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status

Stable
Unstable
Homeless

Place of Birth
U.S.

Puerto Rico
Foreign Born
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Table 18B: Logistic Regression, Tri County 2010 2011 Rental Assistance
Service Needs:
Odds Ratios

Service Utilization:
Odds Ratios

Bivariate Multivariate Bivariate Multivariate
Gender p=.243 p=.052

Male
Female

Race/ Ethnicity p=.461 p=.617
White
Black
Latino
Other

Mental Health p=.785 p=.221
Poor
Good

Illicit Drug Use p=.910 p=.678
Never Used
Past User

Current User
Age Group p=.027 p=.009

Age 19 39
Age 40 49
Age 50+

County of Residence P=1.000 p=.467
Putnam
Rockland

Westchester
HIV Medical Care

No HIV Provider
Have HIV Provider

HIV Medical Care Setting p=.648 p=.309
Voluntary Hospital

CHC/Clinic
Drug Treatment / Social Service

Private MD
Housing Status p=.000 p=.000

Stable
Unstable
Homeless

Place of Birth p=.670 p=.823
U.S.

Puerto Rico
Foreign Born
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Appendix II: Regression Analysis of Number of Service Needs and Number of services
with Inadequate Utilization among Those in Need (2010 2011: N=156)

Number of Needs Number of Inadequate Utilization

Coef. 95% CI Coef. 95% CI
Sex

Ethnic

Mental Health

Substance Use

Age

County

HIV PCP

Housing Status

Birth Place

Constant
F(19, 136)=3.21 F(19, 136)=1.44
R squared = 0.310 R squared = 0.168

Adjusted R squared =0.213 Adjusted R squared =0.051
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NYC Ryan White Part A Service Category Scorecards 2010-2012

The following scorecard report provides a concise summary of the NYC Ryan White Portfolio in fiscal years 2010-2012. It 
was inspired in part by the report cards produced by the Greater Baltimore HIV Health Services Planning Council and 
InterGroup Services. The scorecards are organized by NYC Eligible Metropolitan Area (EMA) level service categories, 
except where noted, with two pages per section. The first page is composed of information about the funds and services in 
the funded category, and the second page contains details about the demographics of the clients who received services.

This report primarily includes services, clients, and spending information from contracts in New York City held by Public 
Health Solutions. In some cases, service, client and spending information are included for programs administered directly by 
NYC DOHMH (these cases are detailed in category specific notes).  This report does not include contracts in the Tri-County 
region.  In addition, because this report includes only contracts that provide direct services, some Ryan White programs 
(ADAP, ADAP Plus) were excluded from the service category level analysis.  Carryover, when available, is allocated to the 
State-Administered Drug Assistance Program (ADAP) and ADAP Plus.  These categories do not appear in the scorecards.  
For this reason, there is no carryover shown on the scorecards for 2010, 2011 and 2012.

The table of contents provides a list of all scorecard categories and appendices.  Some scorecards, such as Mental Health, 
include more than one service category.  The Service Category Name of the table displays which service categories are 
included in that section.  Some service categories are divided into Base and MAI portions; and have a separate scorecard 
for each funding category.  This year, we have also included combined Base and MAI cards, for categories with both sources 
of funding.  The table of contents is organized in the same order that service categories appear in the document.  Appendix 
A is a glossary that provides the definitions of all terms used throughout the scorecards in the order the terms appear in each 
component of the scorecards.

Client-level Database Changes
In 2011 the EMA began the transition from AIRS to a new client-level database, eSHARE.  Care Coordination contracts 
began using eSHARE on March 1, 2011.  Newly awarded programs began using eSHARE on October 1, 2011.  Although the 
new FNS programs began entering demographic data into eSHARE on October 1, 2011, they continued to enter services in 
AIRS.  The remaining service categories continued to use AIRS through the end of fiscal year 2011.  It appears that service 
levels are lower than expected for OHY and FNS contracts in 2011, perhaps due to the mid-year transition to eSHARE for 
OHY, and the FNS providers having to enter demographic data into eSHARE but service data into AIRS.  On March 1, 2012, 
the remaining Ryan White Part A programs (except for Harm Reduction and the AIDS Institute Harm Reduction/Mental 
Health Subcontracts) began using eSHARE.  As of September 1, 2012 all Ryan White Part A programs (including the 
performance-based Harm Reduction programs and the AIDS Institute Harm Reduction/Mental Health Subcontracts) were 
using eSHARE.

Funding Cycle Changes
In 2007, the Minority AIDS Initiative (MAI) funding year changed from March-February to August-July.  MAI contracts from 
August 2007 through July 2010 are on the August - July fiscal year. In August 2010 MAI funding switched back to a March-
February funding cycle and so 2010 funding and services are from August 2010-February 2011.  In fiscal year 2011 and 
2012, MAI programs followed the same time period as Base programs.

Populations
The special populations for which data is reported are those designated in the 2013 HRSA Ryan White Part A grant 
application: Women of Color, MSM & TG, Young MSM, Immigrants, PLWHA Age 50+, and Homeless.

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions September 11th, 2013

Service Category Changes
In November 2009, in the third phase of resolicitation of the RW portfolio of services, contracts in five service categories 
(Case Management, Treatment Adherence, Maintenance in Care, Outpatient Medical Care—excluding ADAP Plus—and 
Transportation) ended.  In their stead, 27 new Care Coordination (Medical Case Management) contracts were awarded.  In 
2009 and 2010 Care Coordination contractors were only required to enter client demographics, enrollment 
intervention/tracks, primary care status measures, and minimal other services in AIRS.  Therefore the bulk of the services 
that Care Coordination clients received were not required to be entered in AIRS and are not available for inclusion in this 
edition of the scorecards.  In March 2011 the providers were required to enter all Care Coordination services into the NYC 
Department of Health and Mental Hygiene's eSHARE database.  Projected and actual client enrollment counts are displayed 
for 2011 and 2012.

On February 28, 2011 the Adolescent Outreach (ADO), Harm Reduction Outreach (HRO), and Food & Nutrition (FNS) 
programs ended.  The FNS category was re-bid, and the ADO and HRO allocations were redefined and bid in an RFP for 
new outreach and transitional care programs.  New programs in the Outreach to Homeless Youth (OHY), Transitional Care 
Coordination (TCC), and Food & Nutrition Services (FNS) categories began on March 1, 2011.  OHY and ADO are on the 
OHY card, TCC and HRO are on the TCC cards, and FNS remains on the FNS card.

On September 30, 2011 Early Intervention Testing (EIS and ESC) programs ended and were re-bid.  New HIV Testing 
programs in the following categories began on October 1, 2011:  Social Network Strategy Testing in Non-Clinical Settings 
(EIN and ESN), Priority Populations Testing in Non-Clinical Settings (EIP and ESP), and Routine Testing in Clinical Settings 
(EIR and ESR).  The new contractors began using eSHARE at that time.

Notes
The following notes apply to all scorecards:
·         Subcontracts held by the New York State Department of Health's AIDS Institute are included in the number of 
contracts.
·         The Modified Spending Plan Amount represents the service category allocation after mid-year reprogramming and 
end of year reprogramming is complete.  Public Health Solutions manages the portfolio to maximize programmatic spending.

·         Not all of the scales on the axes of the Expenditure and Units of Service graphs have a minimum value of zero.  In 
addition, the scales are not the same for all service categories.
·         Race and ethnicity are combined; therefore, clients identifying as ethnically Hispanic and any race are considered 
Hispanic.  All other races are non-Hispanic.
·         All client counts are unduplicated using either the distinct count of the unduplicated Client ID (CID Prime according to 
a DOHMH cross-eSHARE review provided to HIVCS on 3/13/13) and/or electronic Unique Client Identifier (eUCI).  The eUCI 
is generated by both AIRS and eSHARE.  Because client demographics may be entered incorrectly into AIRS or eSHARE, 
the unduplicated counts of eUCIs may represent either an undercount or an overcount of clients served.  Different 
demographic values for some clients (at the unique CID Prime / eUCI level, other than HIV Status) were unable to be 
reconciled and were categorized as Unknown.

·         The Primary Care Status Measures (PCSM) tables report data for those service categories which are required to 
collect PCSM data from enrolled clients.  PCSMs are indicators that determine clients' connection to and maintenance in HIV 
primary care and clinical outcomes (please see Appendix A for definition of indicators).  PCSM assessments take place upon 
enrollment into a program, and reassessment of open clients occurs at four-month intervals.  PCSM data is entered in 
eSHARE and monitored by NYC DOHMH.
·         For the Units of Service tables, all services except follow-up and reassessments are included for cost-based contracts, 
while only reimbursable services are included for performance-based contracts.  For categories which provide HIV testing, 
the numbers of tests, linkages to care, and positivity rates are displayed instead of displaying projected units, actual units, 
and variance.  For Care Coordination contracts the projected and actual client enrollment counts are displayed.
·         The percentages in the special populations tables will not total 100%, as they are not mutually exclusive and some 
clients may not belong to any special population. Furthermore, as the client-level database does not require that data on 
special population membership be entered, it is expected that these numbers represent an undercount.
·         Numbers shown for HIV negative clients are in most cases attributable to testing of HIV unknown people; providing 
services to family members of HIV positive clients; or providing short-term low-threshold services to HIV unknown people 
before testing.  In some cases, data entry practices or errors may contribute to the appearance of HIV negative clients in 
statistics.

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions September 11th, 2013



Service Category Code Service Category Name
RW Overall Ryan White Overall (Base and MAI combined)
BASE Overall Base Overall
ADV Legal Services
EIS Early Intervention (EIS, EIN, EIP, EIR)
FNS Food and Nutrition
HEA Emergency Rental Assistance
HOM Home Care
HPA Housing Placement Assistance 
HRR HR/RR/RP for Active and Relapsing Alcohol and Other Drug Users
HSP Housing (HAH, HEC-BASE, HSC-BASE, HSP)
MCM Medical Case Management (MCM)
MSV Mental Health Services (MHS/ART, MHTAI, MSV)
OHY Adolescent Outreach (ADO) and Outreach to Homeless Youth (OHY)
OMC Outpatient Medical Care

PRS
Rikers Island Transitional Services Project (PRS) and Drop-in Center for HIV+ 
Prison Releasees (TSC-Base)

SCF Supportive Counseling & Family Stabilization Services 

TCC
Transitional Care Coordination MAI (TCC) AND Harm Reduction Outreach 
(HRO)

MAI Overall MAI Overall
ESC Early Intervention - MAI
HPC Housing Referral Coordination - MAI (HPC) and Transitional Housing (HEC)
MCC Medical Case Management (MCC-MAI)
TCC-MAI Transitional Care Coordination MAI (TCC)
Combined Early Intervention Combined Base and MAI Early Intervention
Combined Transit. Housing Combined Base and MAI Transitional Housing
Combined Medical Case Combined Base and MAI Medical Case Management
Combined Transitional Care Combined Base and MAI Transitional Care Coordination
Appendix A Glossary of Terms Glossary of Terms
Appendix B Services Units of Service Data
Appendix C HIV Testing HIV Testing Data
Appendix D Spending Spending Data
Appendix E Special Pops Special Population Data
Appendix F Demo-Gender Demographics-Gender Data
Appendix G Demo-Race Demographics-Race and Ethnicity Data
Appendix H Demo-Age Demographics-Age Data
Appendix I HIV Status Demographics-HIV Status
Appendix J Service Types Service Types by Service Categories
Appendix K - PCSMs Primary Care Status Measures
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# of 
Contracts

RW 
Program 

Allocation 
(RW)

RW as % of 
RW Part A 
Allocation Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures

% Exp. 
From 
BASE 

Allocation

YTD 
Unexpended 

from RW 
Allocation

% Unexp. 
From RW 
Allocation

FY 2010 180 $81,882,883 81.0% $0 -$7,394,308 $61,857,419 $60,995,095 88.1% $8,256,632 11.9%
FY 2011 210 $81,084,658 80.2% $0 -$4,389,016 $77,493,867 $77,440,534 94.6% $4,442,349 5.4%
FY 2012 191 $82,969,399 82.7% $0 -$4,799,096 $78,211,083 $76,819,921 92.6% $6,149,478 7.4%

FY 2010 FY 2011 FY 2012
Clients 55,482 49,358 58,351
Rapid Tests 58,441 50,794 60,689
Positive Rapid Tests 655 415 401 66.9% $0 -$7,394,308 $61,857,419 $60,995,095 98.6% $862,324 1.4%
Confirmatory Tests 340 258 260 76.6% $0 -$4,389,016 $77,493,867 $77,440,534 99.9% $53,333 0.1%
Positive Confirmatory 
Tests 339 254 252 78.0% $0 -$4,799,096 $78,211,083 $76,819,921 98.2% $1,391,162 1.8%
Linked to Care 250 177 173
Positivity Rate Rapid 1.1% 0.8% 0.7%
Positivity Rate 
Confirmatory 0.6% 0.5% 0.4%

FY 2010 FY 2011 FY 2012
Projected Units 597,287 592,841 831,490

601,199 528,075 822,433
101% 89% 99%
3,913 -64,766 -9,056

1% -11% -1%

Modified 
Spending 

Plan (MSP)

Actual Units

Ryan White Overall

RW Part A 
Allocation

$101,112,947
$101,075,818
$100,332,701

Testing Overall
MSP as % of 
RW Part A 
Allocation Carryover Modifications

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Variance

Notes

YTD 
Expenditures

% Exp. 
from MSP

YTD 
Unexpended 

from MSP
% Unexp. 
from MSP

Units of Service

• The high number of HIV-negative clients is due to clients 
who test negative for HIV and/or who receive short-term low-
threshold services for service categories that target 
individuals of unknown HIV status.

• The RW Program Allocation (RW) is the sum of the 
service category allocations for all of the scorecards.  
Amounts for ADAP and ADAP Plus are not included.
• The total # of contracts includes NYS Department of 
Health AIDS Institute subcontracts.

• The # of contracts for FY 2010 is the sum of all contracts 
of service categories that still existed or had comparable 
categories in FY 2011.

$60,000,000

$65,000,000

$70,000,000

$75,000,000

$80,000,000

$85,000,000

FY 2010 FY 2011 FY 2012

Expenditure 
RW Program Allocation (RW) Modified Spending Plan YTD Expenditures

500,000

550,000

600,000

650,000

700,000

750,000

800,000

850,000

FY 2010 FY 2011 FY 2012

Units of Service 
Projected Units Actual Units

These score cards were adapted from the report cards produced by the Greater Baltimore HIV Health Services Planning Council and InterGroup Services.
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FY 2010 FY 2011 FY 2012
77,598 73,734 78,969

34,934 35,761 37,105
HIV Status FY 2010 FY 2011 FY 2012 45.0% 48.5% 47.0%

11,616 11,396 10,087 30,772 26,998 28,060
15.0% 15.5% 12.8% 39.7% 36.6% 35.5%
9,082 10,079 9,444 6,688 5,969 5,499

11.7% 13.7% 12.0% 8.6% 8.1% 7.0%
1,880 1,541 483 1,016 1,504 3,675
2.4% 2.1% 0.6% 1.3% 2.0% 4.7%

44,107 48,574 48,636 140 148 132
56.8% 65.9% 61.6% 0.2% 0.2% 0.2%
10,913 2,144 10,319 1,802 940 527
14.1% 2.9% 13.1% 2.3% 1.3% 0.7%

2,246 2,414 3,971
2.9% 3.3% 5.0%

FY 2010 FY 2011 FY 2012
30,264 28,331 32,166
39.0% 38.4% 40.7% FY 2010 FY 2011 FY 2012
6,443 6,285 5,996 247 332 745
8.3% 8.5% 7.6% 0.3% 0.5% 0.9%

837 953 959 4,452 3,534 3,615
1.1% 1.3% 1.2% 5.7% 4.8% 4.6%
3,495 4,540 3,794 17,962 17,469 20,469
4.5% 6.2% 4.8% 23.2% 23.7% 25.9%
7,921 8,345 8,044 14,245 13,948 16,029

10.2% 11.3% 10.2% 18.4% 18.9% 20.3%
3,563 4,964 10,056 20,247 18,389 18,190
4.6% 6.7% 12.7% 26.1% 24.9% 23.0%

20,408 20,046 19,698
26.3% 27.2% 24.9%

FY 2010 FY 2011 FY 2012 37 16 223
32,582 30,440 34,109 0.1% 0.0% 0.3%
42.0% 41.3% 43.2%
44,519 42,761 44,133
57.4% 58.0% 55.9%

445 458 471
0.6% 0.6% 0.6%

42 50 51
0.1% 0.1% 0.1%

10 25 205
0.0% 0.0% 0.3%

Ryan White Overall

PLWHA Age 50+

Total Number of Clients* Receiving Services Clients by Race & Ethnicity

*Unduplicated Clients FY 2010 FY 2011 FY 2012

Black

HIV Positive, 
Non AIDS Hispanic

CDC-Defined AIDS White

Family Member / 
Significant Other

Asian/Pacific 
Islander

Negative Native 
American

Unknown / Pending More Than 
One Race
Other / 
UnknownClients by Special Populations

Women of Color Clients by Age

MSM & TG Age 0 - 12

Young MSM Age 13 - 19

Male

Unknown

Transgender Male

Unknown

Transgender Female

Homeless

Clients by Gender

Age 40 - 49

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Immigrants Age 20 - 29

Age 30 - 39

Female

Age 50+

Black 
47.0% 

Hispanic 
35.5% 

White 
7.0% 

Asian/Pacific 
Islander 

4.7% 
Native American 

0.2% 
More Than One 

Race 
0.7% 

Other / 
Unknown 

5.0% 

FY2012: Clients by Race & Ethnicity 

0%

5%

10%

15%

20%

25%

30%

35%

40%

45%

FY 2010 FY 2011 FY 2012

Clients by Special Population 
Women of Color MSM & TG Young MSM
Immigrants PLWHA Age 50+ Homeless

These score cards were adapted from the report cards produced by the Greater Baltimore HIV Health Services Planning Council and InterGroup Services.
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# of 
Contracts

BASE 
Program 

Allocation 
(BA)

BA as % of 
RW Part A 
Allocation Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures

% Exp. 
From 
BASE 

Allocation

YTD 
Unexpended 
from BASE 
Allocation

% Unexp. 
From 
BASE 

Allocation
FY 2010 169 $75,463,374 80.4% $0 -$3,505,074 $71,958,300 $71,957,793 95.4% $3,505,581 4.6%
FY 2011 190 $72,931,163 78.8% $0 -$2,903,138 $70,028,025 $69,732,247 95.6% $3,198,916 4.4%
FY 2012 175 $75,019,946 81.5% $0 -$4,237,211 $70,823,515 $69,546,978 92.7% $5,472,968 7.3%

FY 2010 FY 2011 FY 2012
Clients 46,318 37,727 44,400
Rapid Tests 49,054 38,917 46,028
Positive Rapid Tests 584 353 313 76.6% $0 -$3,505,074 $71,958,300 $71,957,793 100.0% $507 0.0%
Confirmatory Tests 281 227 180 75.7% $0 -$2,903,138 $70,028,025 $69,732,247 99.6% $295,778 0.4%
Positive Confirmatory 
Tests 280 223 172 77.0% $0 -$4,237,211 $70,823,515 $69,546,978 98.2% $1,276,537 1.8%
Linked to Care 203 157 104
Positivity Rate Rapid 1.2% 0.9% 0.7%
Positivity Rate 
Confirmatory 0.6% 0.6% 0.4%

FY 2010 FY 2011 FY 2012
Projected Units 596,375 589,553 828,010

599,833 524,016 816,740
100.6% 88.9% 98.6%

3,458 -65,538 -11,270
0.6% -11.1% -1.4%

• The BASE Program Allocation (BA) is the sum of the 
service category allocations for all of the Base scorecards.  
Amounts for ADAP and ADAP Plus are not included.
• The total # of contracts includes NYS Department of 
Health AIDS Institute subcontracts.

Actual Units

Variance

Notes

Units of Service

BASE Overall

$93,889,270
$92,523,417
$92,008,462

MSP as % of 
RW Part A 
Allocation

YTD 
Expenditures

% Exp. 
from MSP

YTD 
Unexpended 

from MSP
% Unexp. 
from MSPModifications

Testing Overall

Carryover

RW Part A 
Allocation

Modified 
Spending 

Plan (MSP)

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

• The high number of HIV-negative clients is due to clients 
who test negative for HIV and/or who receive short-term low-
threshold services in service categories that target 
individuals of unknown HIV status.
• The # of contracts for FY 2010 is the sum of all contracts 
of service categories that still existed or had comparable 
categories in FY 2011.

$60,000,000

$65,000,000

$70,000,000

$75,000,000

$80,000,000

FY 2010 FY 2011 FY 2012

Expenditure 
BASE Program Allocation (BA) Modified Spending Plan YTD Expenditures

500,000

550,000

600,000

650,000

700,000

750,000

800,000

850,000

FY 2010 FY 2011 FY 2012

Units of Service 
Projected Units Actual Units

These score cards were adapted from the report cards produced by the Greater Baltimore HIV Health Services Planning Council and InterGroup Services.
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FY 2010 FY 2011 FY 2012
68,996 62,105 64,384

31,242 30,332 29,298
HIV Status FY 2010 FY 2011 FY 2012 45.3% 48.8% 45.5%

11,316 10,748 9,688 26,718 22,592 23,297
16.4% 17.3% 15.1% 38.7% 36.4% 36.2%
8,881 9,466 8,969 6,207 4,956 4,324

12.9% 15.2% 13.9% 9.0% 8.0% 6.7%
1,845 1,519 471 935 1,370 3,507
2.7% 2.5% 0.7% 1.4% 2.2% 5.5%

36,141 38,245 40,510 127 124 117
52.4% 61.6% 62.9% 0.2% 0.2% 0.2%
10,813 2,127 4,746 1,740 864 505
15.7% 3.4% 7.4% 2.5% 1.4% 0.8%

2,027 1,867 3,336
2.9% 3.0% 5.2%

Special Populations FY 2010 FY 2011 FY 2012
26,312 23,493 25,102
38.1% 37.8% 39.0% FY 2010 FY 2011 FY 2012
6,120 5,742 5,699 241 306 614
8.9% 9.3% 8.9% 0.4% 0.5% 1.0%

760 854 915 3,719 2,933 2,854
1.1% 1.4% 1.4% 5.4% 4.7% 4.4%
3,410 4,202 3,563 15,692 14,080 15,515
4.9% 6.8% 5.5% 22.7% 22.7% 24.1%
7,762 7,919 7,737 12,678 11,546 12,686

11.3% 12.8% 12.0% 18.4% 18.6% 19.7%
3,476 4,441 9,043 18,474 15,991 15,403
5.0% 7.2% 14.1% 26.8% 25.8% 23.9%

18,162 17,235 17,092
26.3% 27.8% 26.6%

FY 2010 FY 2011 FY 2012 30 14 220
28,411 25,177 26,459 0.0% 0.0% 0.3%
41.2% 40.5% 41.1%
40,105 36,442 37,254
58.1% 58.7% 57.9%

436 414 421
0.6% 0.7% 0.7%

41 50 49
0.1% 0.1% 0.1%

3 22 201
0.0% 0.0% 0.3%

Black

CDC-Defined AIDS

BASE Overall

FY 2010*Unduplicated Clients

Total Number of Clients* Receiving Services Clients by Race & Ethnicity

FY 2011 FY 2012

HispanicHIV Positive, 
Non AIDS

Asian/Pacific 
Islander

Clients by Age

Native 
American
More Than 
One Race
Other / 
Unknown

White

Negative

Age 13 - 19

Age 20 - 29

Age 40 - 49

Age 30 - 39

Age 50+

Age 0 - 12

Unknown

Transgender Male

Female

Clients by Gender

Immigrants

PLWHA Age 50+

Homeless

Unknown

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Family Member / 
Significant Other

Male

Transgender Female

Young MSM

Unknown / Pending

Clients by Special Populations

Women of Color

MSM & TG

Black 
45.5% Hispanic 

36.2% 

White 
6.7% 

Asian/Pacific 
Islander 

5.5% 
Native American 

0.2% 
More Than One 

Race 
0.8% 

Other / 
Unknown 

5.2% 

FY2012: Clients by Race & Ethnicity 

0%

5%

10%

15%

20%

25%

30%

35%

40%

FY 2010 FY 2011 FY 2012

Clients by Special Population 
Women of Color MSM & TG Young MSM
Immigrants PLWHA Age 50+ Homeless

These score cards were adapted from the report cards produced by the Greater Baltimore HIV Health Services Planning Council and InterGroup Services.
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# of 
Contracts Ranking

Ryan White 
Part A 

Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 11 7 $93,889,270 $4,298,533 4.6% $0 $49,062 $4,347,595 $4,347,593 101.1% -$49,060 -1.1%
FY 2011 11 7 $92,523,417 $4,298,533 4.6% $0 $273,592 $4,572,125 $4,571,869 106.4% -$273,336 -6.4%
FY 2012 11 7 $92,008,462 $4,298,533 4.7% $0 $293,040 $4,591,573 $4,588,244 106.7% -$289,711 -6.7%

FY 2012
03/1/2012-
06/30/2012

07/1/2012-
10/31/2012

11/1/2012-
02/28/2013

Clients active 529 525 490
Clients with a PCSM 
form completed 84.0% 83.0% 82.0%
Clients with VL 
documented N/A N/A N/A 4.6% $0 $49,062 $4,347,595 $4,347,593 4.6% $2 0.0%
Clients with CD4 
documented N/A N/A N/A 4.9% $0 $273,592 $4,572,125 $4,571,869 4.9% $256 0.0%
Clients with PCP visit 
documented 77.0% 67.0% 66.0% 5.0% $0 $293,040 $4,591,573 $4,588,244 5.0% $3,329 0.1%

FY 2010 FY 2011 FY 2012
Projected Units 31,692 32,218 32,181

33,744 34,265 33,906
106.5% 106.4% 105.4%

2,052 2,047 1,725
6.5% 6.4% 5.4%

MSP as % 
of RW Part  

A 
Allocation

% Unexp. 
from MSP

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Legal Services (ADV)

Units of Service

Variance

Actual Units

Modified 
Spending 

Plan

• Contracts were performance-based.
Notes

• ADV contracts are not required to report on viral load or CD4 
counts.  Therefore, only percentages for PCSM from completion 
and PCP visits are shown in the PCSM table.

Primary Care Status Measures

YTD 
Expenditures

YTD 
Unexpended 

from MSP

MSP as % 
of RW Part 

A 
Allocation Carryover Modifications

$4,000,000

$4,250,000

$4,500,000

$4,750,000

FY 2010 FY 2011 FY 2012

Expenditure 
Service Category Allocation Modified Spending Plan YTD Expenditures

30,000

32,000

34,000

36,000

FY 2010 FY 2011 FY 2012

Units of Service 
Projected Units Actual Units

These score cards were adapted from the report cards produced by the Greater Baltimore HIV Health Services Planning Council and InterGroup Services.
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FY 2010 FY 2011 FY 2012
3,642 3,519 3,175

1,544 1,517 1,395
HIV Status FY 2010 FY 2011 FY 2012 42.4% 43.1% 43.9%

2,069 2,118 1,643 1,360 1,340 1,202
56.8% 60.2% 51.8% 37.3% 38.1% 37.9%
1,525 1,345 1,531 480 452 313

41.9% 38.2% 48.2% 13.2% 12.8% 9.9%
15 14 0 37 40 31

0.4% 0.4% 0.0% 1.0% 1.1% 1.0%
11 11 0 7 8 3

0.3% 0.3% 0.0% 0.2% 0.2% 0.1%
22 31 1 14 17 6

0.6% 0.9% 0.0% 0.4% 0.5% 0.2%
200 145 225

5.5% 4.1% 7.1%
FY 2010 FY 2011 FY 2012

1,146 1,183 1,079
31.5% 33.6% 34.0% FY 2010 FY 2011 FY 2012

847 772 608 4 5 6
23.3% 21.9% 19.2% 0.1% 0.1% 0.2%

13 5 4 9 8 10
0.4% 0.1% 0.1% 0.3% 0.2% 0.3%

741 787 1,236 182 195 169
20.4% 22.4% 38.9% 5.0% 5.5% 5.3%
1,438 1,441 1,340 597 565 528

39.5% 41.0% 42.2% 16.4% 16.1% 16.6%
26 46 58 1,388 1,283 1,095

0.7% 1.3% 1.8% 38.1% 36.5% 34.5%
1,462 1,463 1,340

40.1% 41.6% 42.2%
FY 2010 FY 2011 FY 2012 0 0 27

1,218 1,241 1,131 0.0% 0.0% 0.9%
33.4% 35.3% 35.6%
2,392 2,246 1,981

65.7% 63.8% 62.4%
32 31 28

0.9% 0.9% 0.9%
0 1 2

0.0% 0.0% 0.1%
0 0 33

0.0% 0.0% 1.0%

Clients by Special Populations

CDC-Defined AIDS

Family Member / 
Significant Other

Unknown / Pending

*Unduplicated Clients

HIV Positive, 
Non AIDS

Clients by Race & Ethnicity

Young MSM

FY 2011 FY 2012

Hispanic

Black

Female

Male

Age 13 - 19

Clients by Gender

MSM & TG

Women of Color

Unknown

PLWHA Age 50+

Age 50+

Age 40 - 49

Native 
American

White

FY 2010

Negative

Asian/Pacific 
Islander

Total Number of Clients* Receiving Services

Clients by Age

Other / 
Unknown

Age 0 - 12

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Immigrants

Unknown

Transgender Male

Transgender Female

Age 20 - 29

Age 30 - 39

Homeless

More Than 
One Race

Legal Services (ADV)

Black 
43.9% 

Hispanic 
37.9% 

White 
9.9% 

Asian/Pacific 
Islander 

1.0% 

Native 
American 

0.1% 

More Than 
One Race 

0.2% 

Other / 
Unknown 

7.1% 

FY2012: Clients by Race & Ethnicity 

0%

5%

10%

15%

20%

25%

30%

35%

40%

45%

FY 2010 FY 2011 FY 2012

Clients by Special Population 
Women of Color MSM & TG Young MSM
Immigrants PLWHA Age 50+ Homeless

These score cards were adapted from the report cards produced by the Greater Baltimore HIV Health Services Planning Council and InterGroup Services.
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# of 
Contracts Ranking

Ryan White 
Part A 

Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 29 6 $93,889,270 $5,299,092 5.6% $0 $1,226,384 $6,525,476 $5,613,592 105.9% -$314,500 -5.9%
FY 2011 50 6 $92,523,417 $7,524,982 8.1% $0 -$392,611 $7,132,371 $6,991,614 92.9% $533,368 7.1%
FY 2012 42 6 $92,008,462 $7,524,982 8.2% $0 -$27,690 $7,497,292 $7,125,979 94.7% $399,003 5.3%

FY 2010 FY 2011 FY 2012
Clients 46,318 37,727 44,400
Rapid Tests 49,054 38,917 46,028
Positive Rapid Tests 584 353 313 7.0% $0 $1,226,384 $6,525,476 $5,613,592 86.0% $911,884 14.0%
Confirmatory Tests 281 227 180 7.7% $0 -$392,611 $7,132,371 $6,991,614 98.0% $140,757 2.0%
Positive Confirmatory 
Tests 280 223 172 8.1% $0 -$27,690 $7,497,292 $7,125,979 95.0% $371,313 5.0%
Linked to Care 203 157 104
Positivity Rate Rapid 1.2% 0.9% 0.7%
Positivity Rate 
Confirmatory 0.6% 0.6% 0.4%

• In FY 2010, the HIV Testing allocation from Harm Reduction and 
the FSU allocation from Medical Case Management were moved to 
Early Intervention.

• 16 (15 in 2012) Harm Reduction testing programs and four 
programs managed by DOHMH are included here (in 2012).

Notes
• In FY 2011 the EIS category was re-bid and existing contracts 
ended on September 30, 2011.  New programs began on October 
1, 2011.  They include: Social Network Strategy Testing in Non-
Clinical Settings (EIN), Priority Populations Testing in Non-Clinical 
Settings (EIP), and Routine in Clinical Settings (EIR).
• All contracts were performance-based in 2010.  In 2011 the newly 
awarded contracts were deliverables- and performance-based.  In 
2012 they were performance-based.

• These programs target clients of unknown HIV status. The high 
number of HIV-negative clients is due to clients who test negative 
for HIV.

• HIV Testing programs are not required to report on PCSMs.
• In FY 2010, the service category allocation for ADO was moved to 
the EIS service category.

Early Intervention (EIS)

MSP as % 
of RW Part 

A 
Allocation

% Exp. 
from MSP

YTD 
Expenditures

% Unexp. 
from MSPCarryover

Testing Overall
YTD 

Unexpended 
from MSPModifications

Modified 
Spending 

Plan

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

$4,500,000

$5,000,000

$5,500,000

$6,000,000

$6,500,000

$7,000,000

$7,500,000

$8,000,000

FY 2010 FY 2011 FY 2012

Expenditure 
Service Category Allocation Modified Spending Plan YTD Expenditures

1.2% 

0.9% 

0.7% 

0.6% 

0.6% 

0.4% 

0.0% 0.2% 0.4% 0.6% 0.8% 1.0% 1.2% 1.4%

FY 2010

FY 2011

FY 2012

Rapid and Confirmatory Positivity Rates Positivity Rate Rapid
Positivity Rate Confirmatory

These score cards were adapted from the report cards produced by the Greater Baltimore HIV Health Services Planning Council and InterGroup Services.
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FY 2010 FY 2011 FY 2012
44,841 36,918 44,588

19,319 17,224 18,942
HIV Status FY 2010 FY 2011 FY 2012 43.1% 46.7% 42.5%

713 399 458 18,558 14,225 16,803
1.6% 1.1% 1.0% 41.4% 38.5% 37.7%

160 96 238 3,652 2,755 2,789
0.4% 0.3% 0.5% 8.1% 7.5% 6.3%
1,414 1,138 444 695 1,123 3,323
3.2% 3.1% 1.0% 1.6% 3.0% 7.5%

33,163 34,807 39,161 75 65 82
74.0% 94.3% 87.8% 0.2% 0.2% 0.2%
9,391 478 4,287 1,527 604 378

20.9% 1.3% 9.6% 3.4% 1.6% 0.9%
1,015 922 2,271
2.3% 2.5% 5.1%

FY 2010 FY 2011 FY 2012
18,719 15,171 18,884
41.8% 41.1% 42.4% FY 2010 FY 2011 FY 2012
1,511 1,172 919 28 154 465
3.4% 3.2% 2.1% 0.1% 0.4% 1.0%

380 334 242 3,048 2,135 2,176
0.9% 0.9% 0.5% 6.8% 5.8% 4.9%
1,505 1,619 190 12,905 10,649 12,782
3.4% 4.4% 0.4% 28.8% 28.9% 28.7%

260 133 262 9,054 7,543 9,969
0.6% 0.4% 0.6% 20.2% 20.4% 22.4%
1,913 2,487 6,044 10,225 8,104 9,630
4.3% 6.7% 13.6% 22.8% 22.0% 21.6%

9,579 8,329 9,515
21.4% 22.6% 21.3%

FY 2010 FY 2011 FY 2012 2 4 51
20,284 16,352 19,943 0.0% 0.0% 0.1%
45.2% 44.3% 44.7%
24,451 20,458 24,499
54.5% 55.4% 55.0%

89 84 100
0.2% 0.2% 0.2%

15 18 18
0.0% 0.1% 0.0%

2 6 28
0.0% 0.0% 0.1%

HIV Positive, 
Non AIDS

Other / 
Unknown

More Than 
One Race

Clients by Special Populations

Asian/Pacific 
Islander
Native 
American

White

Unknown / Pending

CDC-Defined AIDS

Family Member / 
Significant Other

Negative

Clients by Age

Age 0 - 12MSM & TG

Immigrants

Young MSM

Women of Color

Age 13 - 19

Age 50+

Male

Female

Clients by Gender

Age 30 - 39

Unknown

PLWHA Age 50+

Homeless

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Black

Hispanic

FY 2010

Total Number of Clients* Receiving Services

Transgender Female

Transgender Male

Unknown

Age 40 - 49

Age 20 - 29

Early Intervention (EIS)

FY 2012FY 2011*Unduplicated Clients

Clients by Race & Ethnicity

Black 
42.5% Hispanic 

37.7% 

White 
6.3% 

Asian/Pacific 
Islander 

7.5% 

Native 
American 

0.2% 

More Than 
One Race 

0.9% 

Other / 
Unknown 

5.1% 

FY 2012: Clients by Race & Ethnicity 

0%
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10%
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45%

FY 2010 FY 2011 FY 2012
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Women of Color MSM & TG Young MSM
Immigrants PLWHA Age 50+ Homeless

These score cards were adapted from the report cards produced by the Greater Baltimore HIV Health Services Planning Council and InterGroup Services.
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# of 
Contracts Ranking

Ryan White 
Part A 

Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 10 8 $93,889,270 $5,890,002 6.3% $0 $347,532 $6,237,534 $6,237,534 105.9% -$347,532 -5.9%
FY 2011 11 8 $92,523,417 $5,890,002 6.4% $0 -$164,764 $5,725,238 $5,707,853 96.9% $182,149 3.1%
FY 2012 11 8 $92,008,462 $5,890,002 6.4% $0 -$155,026 $5,734,976 $5,691,374 96.6% $198,628 3.4%

6.6% $0 $347,532 $6,237,534 $6,237,534 100.0% $0 0.0%
6.2% $0 -$164,764 $5,725,238 $5,707,853 99.7% $17,385 0.3%
6.2% $0 -$155,026 $5,734,976 $5,691,374 99.2% $43,602 0.8%

FY 2010 FY 2011 FY 2012
Projected Units 341,897 352,385 599,354

349,388 278,476 577,494
102.2% 79.0% 96.4%

7,491 -73,909 -21,860
2.2% -21.0% -3.6%

Actual Units

Notes

Variance

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

MSP as % 
of RW Part 

A 
Allocation

Food and Nutrition (FNS)

Units of Service

Carryover

YTD 
Unexpended 

from MSP
% Unexp. 
from MSPModifications

Modified 
Spending 

Plan
YTD 

Expenditures
% Exp. 

from MSP

• Contracts were cost-based in 2010.
• The Food & Nutrition contracts were rebid in 2010.  New contracts 
began on March 1, 2011 and were deliverables-based for FY 2011.  
In 2012 they were performance-based.
• The service actuals in 2011 may be inaccurately low due to data 
entry problems during the phase of deliverables-based payment and 
the client-level database transition.

250,000

350,000

450,000

550,000

650,000

FY 2010 FY 2011 FY 2012

Units of Service 
Projected Units Actual Units

$5,400,000

$5,600,000

$5,800,000

$6,000,000

$6,200,000

$6,400,000

FY 2010 FY 2011 FY 2012

Expenditure 
Service Category Allocation Modified Spending Plan YTD Expenditures

These score cards were adapted from the report cards produced by the Greater Baltimore HIV Health Services Planning Council and InterGroup Services.
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FY 2010 FY 2011 FY 2012
6,572 3,244 4,151

2,684 1,571 2,005
HIV Status FY 2010 FY 2011 FY 2012 40.8% 48.4% 48.3%

2,568 1,097 1,529 2,337 1,041 1,290
39.1% 33.8% 36.8% 35.6% 32.1% 31.1%
3,739 2,091 2,584 1,050 418 459

56.9% 64.5% 62.3% 16.0% 12.9% 11.1%
37 6 0 53 14 18

0.6% 0.2% 0.0% 0.8% 0.4% 0.4%
130 27 0 21 12 10

2.0% 0.8% 0.0% 0.3% 0.4% 0.2%
98 23 38 27 15 13

1.5% 0.7% 0.9% 0.4% 0.5% 0.3%
400 173 356

6.1% 5.3% 8.6%
FY 2010 FY 2011 FY 2012

1,456 924 1,121
22.2% 28.5% 27.0% FY 2010 FY 2011 FY 2012
2,248 797 1,237 15 0 0

34.2% 24.6% 29.8% 0.2% 0.0% 0.0%
51 13 33 28 5 8

0.8% 0.4% 0.8% 0.4% 0.2% 0.2%
584 196 719 296 144 186

8.9% 6.0% 17.3% 4.5% 4.4% 4.5%
2,878 1,671 2,178 797 343 476

43.8% 51.5% 52.5% 12.1% 10.6% 11.5%
98 144 85 2,481 1,059 1,231

1.5% 4.4% 2.1% 37.8% 32.6% 29.7%
2,954 1,693 2,191

45.0% 52.2% 52.8%
FY 2010 FY 2011 FY 2012 1 0 59

1,566 1,008 1,186 0.0% 0.0% 1.4%
23.8% 31.1% 28.6%
4,925 2,206 2,869

74.9% 68.0% 69.1%
80 30 31

1.2% 0.9% 0.8%
1 0 4

0.0% 0.0% 0.1%
0 0 61

0.0% 0.0% 1.5%

Food and Nutrition (FNS)

Transgender Male

*Unduplicated Clients

HIV Positive, 
Non AIDS

CDC-Defined AIDS

Family Member / 
Significant Other

Hispanic

White

Age 50+

More Than 
One Race

Total Number of Clients* Receiving Services Clients by Race & Ethnicity

Age 40 - 49

FY 2011

MSM & TG

FY 2012

Black

Unknown / Pending

Unknown

Clients by Gender

Age 30 - 39PLWHA Age 50+

Young MSM

Women of Color

Transgender Female

FY 2010

Homeless

Asian/Pacific 
Islander

Negative Native 
American

Male

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Clients by Special Populations

Female

Age 13 - 19

Age 0 - 12

Immigrants

Unknown

Clients by Age

Other / 
Unknown

Age 20 - 29

Black 
48.3% 

Hispanic 
31.1% 

White 
11.1% 

Asian/Pacific 
Islander 

0.4% 

Native 
American 

0.2% 

More Than 
One Race 

0.3% 

Other / 
Unknown 

8.6% 

FY 2012: Clients by Race & Ethnicity 

0%
5%

10%
15%
20%
25%
30%
35%
40%
45%
50%
55%

FY 2010 FY 2011 FY 2012

Clients by Special Population 
Women of Color MSM & TG Young MSM
Immigrants PLWHA Age 50+ Homeless

These score cards were adapted from the report cards produced by the Greater Baltimore HIV Health Services Planning Council and InterGroup Services.
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# of 
Contracts Ranking

Ryan White 
Part A 

Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 1 5 $93,889,270 $3,043,894 3.2% $0 -$285,542 $2,758,352 $2,758,352 90.6% $285,542 9.4%
FY 2011 1 5 $92,523,417 $3,043,894 3.3% $0 $199,215 $3,243,109 $3,239,412 106.4% -$195,518 -6.4%
FY 2012 1 5 $92,008,462 $3,389,894 3.7% $0 -$380,019 $3,009,875 $3,009,875 88.8% $380,019 11.2%

2.9% $0 -$285,542 $2,758,352 $2,758,352 100.0% $0 0.0%
3.5% $0 $199,215 $3,243,109 $3,239,412 99.9% $3,697 0.1%
3.3% $0 -$380,019 $3,009,875 $3,009,875 100.0% $0 0.0%

FY 2010 FY 2011 FY 2012
Projected Units 3,169 2,904 2,782

2,800 2,773 2,621
88.4% 95.5% 94.2%

-369 -131 -161
-11.6% -4.5% -5.8%

• The contract was cost-based.
Notes

Emergency Rental Assistance (HEA)

Units of Service

Variance

Actual Units

YTD 
Unexpended 

from MSP

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

% Unexp. 
from MSP

MSP as % 
of RW Part 

A 
Allocation Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures
% Exp. 

from MSP

2,500

2,700

2,900

3,100

3,300

FY 2010 FY 2011 FY 2012

Units of Service 
Projected Units Actual Units

$2,450,000

$2,650,000

$2,850,000

$3,050,000

$3,250,000

$3,450,000

FY 2010 FY 2011 FY 2012

Expenditure 
Service Category Allocation Modified Spending Plan YTD Expenditures

These score cards were adapted from the report cards produced by the Greater Baltimore HIV Health Services Planning Council and InterGroup Services.
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FY 2010 FY 2011 FY 2012
312 353 295

68 69 65
HIV Status FY 2010 FY 2011 FY 2012 21.8% 19.6% 22.0%

6 17 0 185 230 188
1.9% 4.8% 0.0% 59.3% 65.2% 63.7%

306 335 295 6 8 5
98.1% 94.9% 100.0% 1.9% 2.3% 1.7%

0 0 0 4 2 2
0.0% 0.0% 0.0% 1.3% 0.6% 0.7%

0 1 0 0 0 0
0.0% 0.3% 0.0% 0.0% 0.0% 0.0%

0 0 0 5 5 1
0.0% 0.0% 0.0% 1.6% 1.4% 0.3%

44 39 34
14.1% 11.1% 11.5%

FY 2010 FY 2011 FY 2012
97 96 78

31.1% 27.2% 26.4% FY 2010 FY 2011 FY 2012
94 128 126 0 0 0

30.1% 36.3% 42.7% 0.0% 0.0% 0.0%
1 1 2 0 0 0

0.3% 0.3% 0.7% 0.0% 0.0% 0.0%
183 231 276 31 29 23

58.7% 65.4% 93.6% 9.9% 8.2% 7.8%
60 62 51 117 132 99

19.2% 17.6% 17.3% 37.5% 37.4% 33.6%
1 2 1 104 130 116

0.3% 0.6% 0.3% 33.3% 36.8% 39.3%
60 62 51

19.2% 17.6% 17.3%
FY 2010 FY 2011 FY 2012 0 0 6

97 96 78 0.0% 0.0% 2.0%
31.1% 27.2% 26.4%

209 247 204
67.0% 70.0% 69.2%

6 10 5
1.9% 2.8% 1.7%

0 0 0
0.0% 0.0% 0.0%

0 0 8
0.0% 0.0% 2.7%

Transgender Female

Total Number of Clients* Receiving Services

Emergency Rental Assistance (HEA)

FY 2012

Hispanic

Asian/Pacific 
Islander

Clients by Age

*Unduplicated Clients

HIV Positive, 
Non AIDS

CDC-Defined AIDS

Family Member / 
Significant Other

Unknown / Pending

Female

Young MSM

Clients by Special Populations

Homeless

Negative

Women of Color

Black

Clients by Race & Ethnicity

FY 2010 FY 2011

Age 50+

Age 30 - 39

Age 40 - 49

Age 0 - 12

Age 20 - 29

Age 13 - 19

Other / 
Unknown

Native 
American

White

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Immigrants

Male

MSM & TG

Clients by Gender

More Than 
One Race

Unknown

Transgender Male

Unknown

PLWHA Age 50+ Black 
22.0% 

Hispanic 
63.7% 

White 
1.7% 

Asian/Pacific 
Islander 

0.7% 

Native 
American 

0.0% 

More Than 
One Race 

0.3% 
Other / 

Unknown 
11.5% 

FY 2012: Clients by Race & Ethnicity 
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20%
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50%
60%
70%
80%
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100%
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Clients by Special Population 
Women of Color MSM & TG Young MSM
Immigrants PLWHA Age 50+ Homeless

These score cards were adapted from the report cards produced by the Greater Baltimore HIV Health Services Planning Council and InterGroup Services.
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# of 
Contracts Ranking

Ryan White 
Part A 

Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 4 12 $93,889,270 $1,516,589 1.6% $0 -$55,474 $1,461,115 $1,461,115 96.3% $55,474 3.7%
FY 2011 4 11 $92,523,417 $1,516,589 1.6% $0 -$28,802 $1,487,787 $1,487,787 98.1% $28,802 1.9%
FY 2012 4 11 $92,008,462 $1,516,589 1.6% $0 $39,456 $1,556,045 $1,555,547 102.6% -$38,958 -2.6%

1.6% $0 -$55,474 $1,461,115 $1,461,115 100.0% $0 0.0%
1.6% $0 -$28,802 $1,487,787 $1,487,787 100.0% $0 0.0%
1.7% $0 $39,456 $1,556,045 $1,555,547 100.0% $498 0.0%

FY 2010 FY 2011 FY 2012
Projected Units 8,326 7,972 8,840

7,555 8,840 7,992
90.7% 110.9% 90.4%

-771 868 -848
-9.3% 10.9% -9.6%

Home Care (HOM)

Units of Service

Variance

Actual Units

% Exp. 
from MSP

% Unexp. 
from MSP

YTD 
Unexpended 

from MSP
YTD 

Expenditures

MSP as % 
of RW Part 

A 
Allocation Carryover Modifications

Modified 
Spending 

Plan

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Notes
• Contracts were cost-based.

7,000

7,500

8,000

8,500

9,000

FY 2010 FY 2011 FY 2012

Units of Service 
Projected Units Actual Units

$1,400,000

$1,450,000

$1,500,000

$1,550,000

$1,600,000

FY 2010 FY 2011 FY 2012

Expenditure 
Service Category Allocation Modified Spending Plan YTD Expenditures

These score cards were adapted from the report cards produced by the Greater Baltimore HIV Health Services Planning Council and InterGroup Services.
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FY 2010 FY 2011 FY 2012
592 511 325

238 207 162
HIV Status FY 2010 FY 2011 FY 2012 40.2% 40.5% 49.9%

186 148 168 183 158 114
31.4% 29.0% 51.7% 30.9% 30.9% 35.1%

400 351 157 43 28 26
67.6% 68.7% 48.3% 7.3% 5.5% 8.0%

5 8 0 0 2 0
0.8% 1.6% 0.0% 0.0% 0.4% 0.0%

0 1 0 2 0 0
0.0% 0.2% 0.0% 0.3% 0.0% 0.0%

1 3 0 34 41 0
0.2% 0.6% 0.0% 5.7% 8.0% 0.0%

92 75 23
15.5% 14.7% 7.1%

FY 2010 FY 2011 FY 2012
317 267 183

53.6% 52.3% 56.3% FY 2010 FY 2011 FY 2012
47 31 21 7 3 5

7.9% 6.1% 6.5% 1.2% 0.6% 1.5%
2 1 2 29 27 26

0.3% 0.2% 0.6% 4.9% 5.3% 8.0%
19 20 24 40 38 41

3.2% 3.9% 7.4% 6.8% 7.4% 12.6%
344 288 164 44 47 24

58.1% 56.4% 50.5% 7.4% 9.2% 7.4%
4 6 2 125 101 61

0.7% 1.2% 0.6% 21.1% 19.8% 18.8%
347 295 164

58.6% 57.7% 50.5%
FY 2010 FY 2011 FY 2012 0 0 4

333 276 192 0.0% 0.0% 1.2%
56.3% 54.0% 59.1%

257 234 130
43.4% 45.8% 40.0%

2 1 1
0.3% 0.2% 0.3%

0 0 0
0.0% 0.0% 0.0%

0 0 2
0.0% 0.0% 0.6%

Unknown

Negative

Family Member / 
Significant Other

Clients by Gender

MSM & TG

Unknown / Pending

Women of Color

Clients by Special Populations

Age 30 - 39

Age 50+

Clients by Age

Native 
American
More Than 
One Race
Other / 
Unknown

FY 2010 FY 2011 FY 2012

Asian/Pacific 
Islander

Total Number of Clients* Receiving Services

Hispanic

CDC-Defined AIDS White

HIV Positive, 
Non AIDS

Black

*Unduplicated Clients

Clients by Race & Ethnicity

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Age 0 - 12

Young MSM

Immigrants Age 20 - 29

Female

Male

Unknown

Age 40 - 49

Age 13 - 19

PLWHA Age 50+

Homeless

Transgender Female

Transgender Male

Home Care (HOM)

0%
5%

10%
15%
20%
25%
30%
35%
40%
45%
50%
55%
60%

FY 2010 FY 2011 FY 2012

Clients by Special Population 
Women of Color MSM & TG Young MSM
Immigrants PLWHA Age 50+ Homeless

Black 
49.9% 

Hispanic 
35.1% 

White 
8.0% 

Asian/Pacific 
Islander 

0.0% 

Native 
American 

0.0% 

More Than 
One Race 

0.0% 
Other / 

Unknown 
7.1% 

FY 2012: Clients by Race & Ethnicity 

These score cards were adapted from the report cards produced by the Greater Baltimore HIV Health Services Planning Council and InterGroup Services.
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# of 
Contracts Ranking

Ryan White 
Part A 

Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 4 5 $93,889,270 $862,470 0.9% $0 -$150,446 $712,024 $712,022 82.6% $150,448 17.4%
FY 2011 4 5 $92,523,417 $862,470 0.9% $0 -$83,736 $778,734 $778,733 90.3% $83,737 9.7%
FY 2012 4 5 $92,008,462 $969,038 1.1% $0 -$247,983 $721,055 $721,052 74.4% $247,986 25.6%

0.8% $0 -$150,446 $712,024 $712,022 100.0% $2 0.0%
0.8% $0 -$83,736 $778,734 $778,733 100.0% $1 0.0%
0.8% $0 -$247,983 $721,055 $721,052 100.0% $3 0.0%

FY 2010 FY 2011 FY 2012
Projected Units 1,032 860 760

666 901 1,046
64.6% 104.7% 137.7%

-366 41 286
-35.4% 4.7% 37.7%

Housing Placement Assistance (HPA)

Units of Service

Variance

Actual Units

MSP as % 
of RW Part 

A 
Allocation

Notes
• Contracts were performance-based.

YTD 
Expenditures

% Unexp. 
from MSP

YTD 
Unexpended 

from MSP
% Exp. from 

MSP

• Housing placement (permanent and transitional) is the sole 
payment point and the only service included in the units of 
service table.

Carryover Modifications

Modified 
Spending 

Plan

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

600

800

1,000

1,200

FY 2010 FY 2011 FY 2012

Units of Service 
Projected Units Actual Units

$0

$400,000

$800,000

$1,200,000

FY 2010 FY 2011 FY 2012

Expenditure 
Service Category Allocation Modified Spending Plan YTD Expenditures

These score cards were adapted from the report cards produced by the Greater Baltimore HIV Health Services Planning Council and InterGroup Services.
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FY 2010 FY 2011 FY 2012
572 437 452

304 221 237
HIV Status FY 2010 FY 2011 FY 2012 53.2% 50.6% 52.4%

254 196 189 186 152 152
44.4% 44.9% 41.8% 32.5% 34.8% 33.6%

318 240 263 17 17 14
55.6% 54.9% 58.2% 3.0% 3.9% 3.1%

0 0 0 1 2 4
0.0% 0.0% 0.0% 0.2% 0.5% 0.9%

0 0 0 2 0 1
0.0% 0.0% 0.0% 0.4% 0.0% 0.2%

0 1 0 11 9 3
0.0% 0.2% 0.0% 1.9% 2.1% 0.7%

51 36 41
8.9% 8.2% 9.1%

FY 2010 FY 2011 FY 2012
184 143 140

32.2% 32.7% 31.0% FY 2010 FY 2011 FY 2012
89 81 111 1 1 0

15.6% 18.5% 24.6% 0.2% 0.2% 0.0%
10 9 4 4 2 3

1.8% 2.1% 0.9% 0.7% 0.5% 0.7%
83 77 137 50 43 45

14.5% 17.6% 30.3% 8.7% 9.8% 10.0%
194 153 170 82 71 63

33.9% 35.0% 37.6% 14.3% 16.3% 13.9%
103 71 57 241 166 161

18.0% 16.3% 12.6% 42.1% 38.0% 35.6%
194 154 170

33.9% 35.2% 37.6%
FY 2010 FY 2011 FY 2012 0 0 10

189 149 142 0.0% 0.0% 2.2%
33.0% 34.1% 31.4%

376 283 297
65.7% 64.8% 65.7%

5 4 3
0.9% 0.9% 0.7%

1 1 2
0.2% 0.2% 0.4%

1 0 8
0.2% 0.0% 1.8%

*Unduplicated Clients

PLWHA Age 50+

Homeless

Unknown

Transgender Male

Age 40 - 49

Age 50+

Age 30 - 39

Negative

More Than 
One Race

Women of Color

CDC-Defined AIDS

HIV Positive, 
Non AIDS

Native 
American

Unknown / Pending

Family Member / 
Significant Other

Housing Placement Assistance (HPA)

Total Number of Clients* Receiving Services

FY 2012

White

Hispanic

Clients by Race & Ethnicity

FY 2010 FY 2011

Black

Unknown

Clients by Special Populations
Other / 
Unknown

Age 20 - 29

Age 13 - 19

Age 0 - 12

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Clients by Age

MSM & TG

Young MSM

Male

Transgender Female

Asian/Pacific 
Islander

Immigrants

Clients by Gender

Female

0%
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15%
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25%
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40%

FY 2010 FY 2011 FY 2012

Clients by Special Population 
Women of Color MSM & TG Young MSM
Immigrants PLWHA Age 50+ Homeless

Black 
52.4% 

Hispanic 
33.6% 

White 
3.1% 

Asian/Pacific 
Islander 

0.9% 

Native 
American 

0.2% 
More Than One 

Race 
0.7% 

Other / 
Unknown 

9.1% 

FY 2012: Clients by Race & Ethnicity 

These score cards were adapted from the report cards produced by the Greater Baltimore HIV Health Services Planning Council and InterGroup Services.
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# of 
Contracts Ranking

Ryan White 
Part A 

Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 30 4 $93,889,270 $12,032,026 12.8% $0 -$2,213,400 $9,818,626 $9,818,619 81.6% $2,213,407 18.4%
FY 2011 29 4 $92,523,417 $10,056,883 10.9% $0 $327,063 $10,383,946 $10,305,277 102.5% -$248,394 -2.5%
FY 2012 28 4 $92,008,462 $10,056,883 10.9% $0 -$301,630 $9,755,253 $9,468,999 94.2% $587,884 5.8%

FY 2012
03/1/2012-
06/30/2012

07/1/2012-
10/31/2012

11/1/2012-
02/28/2013

Clients active N/A N/A 1072
Clients with a PCSM 
form completed N/A N/A 88.0%
Clients with VL 
documented N/A N/A 74.0% 10.5% $0 -$2,213,400 $9,818,626 $9,818,619 100.0% $7 0.0%
Clients with CD4 
documented N/A N/A 83.0% 11.2% $0 $327,063 $10,383,946 $10,305,277 99.2% $78,669 0.8%
Clients with PCP visit 
documented N/A N/A 88.0% 10.6% $0 -$301,630 $9,755,253 $9,468,999 97.1% $286,254 2.9%

FY 2010 FY 2011 FY 2012
Projected Units 80,649 80,931 64,476

86,699 85,373 63,945
107.5% 105.5% 99.2%

6,051 4,442 -530
7.5% 5.5% -0.8%

• In FY2012 low threshold services are no longer able to be provided 
to negative or unknown clients.
• In FY 2012, $534,355 was left uncommitted due to the removal of 
low threshold services and the anticipated RFP.
• PCSM data in this format is only available for the last trimester of FY 2012.

Units of Service

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

YTD 
Expenditures

% Exp. 
from MSP

Modified 
Spending 

Plan

HR/RR/RP for Active and Relapsing Alcohol and Other Drug Users (HRR)

MSP as % 
of RW Part 

A 
Allocation Carryover Modifications

YTD 
Unexpended 

from MSP
% Unexp. 
from MSP

Primary Care Status Measures

Actual Units

Variance

• In FY2010, the HIV Testing allocation ($1,739,716) from Harm 
Reduction was moved to Early Intervention.
• Only clients served in the Harm Reduction portion of the program 
are represented here.  Clients served by the HIV Testing portion of 
the Harm Reduction programs are shown on the EIS card.

• Subcontracts funded through the NYS AIDS Institute are counted in 
the # of contracts for FY 2010 (5), 2011 (4) and 2012 (3).
• All contracts were performance-based except for the state's AIDS 
Institute's subcontracts.  

Notes
$8,500,000

$9,500,000

$10,500,000

$11,500,000

$12,500,000

FY 2010 FY 2011 FY 2012

Expenditure 
Service Category Allocation Modified Spending Plan YTD Expenditures

60,000

65,000

70,000

75,000

80,000
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90,000

FY 2010 FY 2011 FY 2012

Units of Service 
Projected Units Actual Units
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FY 2010 FY 2011 FY 2012
15,571 15,179 6,099

7,976 8,187 3,556
HIV Status FY 2010 FY 2011 FY 2012 51.2% 53.9% 58.3%

2,225 2,108 2,196 5,241 4,894 1,687
14.3% 13.9% 36.0% 33.7% 32.2% 27.7%
1,906 1,756 1,892 1,399 1,306 472

12.2% 11.6% 31.0% 9.0% 8.6% 7.7%
472 532 78 116 106 17

3.0% 3.5% 1.3% 0.7% 0.7% 0.3%
9,075 9,313 1,758 42 35 22

58.3% 61.4% 28.8% 0.3% 0.2% 0.4%
1,893 1,470 175 150 151 74

12.2% 9.7% 2.9% 1.0% 1.0% 1.2%
647 500 271

4.2% 3.3% 4.4%
FY 2010 FY 2011 FY 2012

5,140 5,169 2,050
33.0% 34.1% 33.6% FY 2010 FY 2011 FY 2012

895 984 949 7 10 2
5.8% 6.5% 15.6% 0.0% 0.1% 0.0%

81 132 68 447 467 61
0.5% 0.9% 1.1% 2.9% 3.1% 1.0%

215 207 222 2,958 2,929 709
1.4% 1.4% 3.6% 19.0% 19.3% 11.6%
1,612 1,634 1,852 2,802 2,876 855

10.4% 10.8% 30.4% 18.0% 19.0% 14.0%
2,235 1,936 950 5,005 4,495 1,941

14.4% 12.8% 15.6% 32.1% 29.6% 31.8%
4,352 4,402 2,481

28.0% 29.0% 40.7%
FY 2010 FY 2011 FY 2012 0 0 50

5,731 5,731 2,241 0.0% 0.0% 0.8%
36.8% 37.8% 36.7%
9,708 9,337 3,731

62.4% 61.5% 61.2%
121 102 87

0.8% 0.7% 1.4%
10 8 3

0.1% 0.1% 0.1%
1 1 37

0.0% 0.0% 0.6%Unknown

Female

Transgender Female

Male

Immigrants

Young MSM

Negative

White

MSM & TG

Transgender Male

Age 30 - 39

Age 40 - 49

Age 50+Clients by Gender

Women of Color

Unknown / Pending

Clients by Special Populations

Age 20 - 29

PLWHA Age 50+

Homeless

Clients by Age

Unknown

Age 13 - 19

Age 0 - 12

Other / 
Unknown

More Than 
One Race

Native 
American

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Family Member / 
Significant Other

CDC-Defined AIDS

*Unduplicated Clients

Hispanic

Black

Asian/Pacific 
Islander

HIV Positive, 
Non AIDS

Clients by Race & Ethnicity

FY 2012FY 2010 FY 2011

HR/RR/RP for Active and Relapsing Alcohol and Other Drug Users (HRR)

Total Number of Clients* Receiving Services
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# of 
Contracts Ranking

Ryan White 
Part A 

Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 9 5 $93,889,270 $6,142,740 6.5% $0 -$196,300 $5,946,440 $5,946,139 96.8% $196,601 3.2%
FY 2011 8 5 $92,523,417 $5,561,072 6.0% $0 -$152,112 $5,408,960 $5,391,598 97.0% $169,474 3.0%
FY 2012 8 5 $92,008,462 $5,561,072 6.0% $0 -$18,723 $5,542,349 $5,541,796 99.7% $19,276 0.3%

6.3% $0 -$196,300 $5,946,440 $5,946,139 100.0% $301 0.0%
5.8% $0 -$152,112 $5,408,960 $5,391,598 99.7% $17,362 0.3%
6.0% $0 -$18,723 $5,542,349 $5,541,796 100.0% $553 0.0%

FY 2010 FY 2011 FY 2012
Projected Units 12,066 12,680 12,481

15,688 15,980 18,651
130.0% 126.0% 149.4%

3,622 3,300 6,170
30.0% 26.0% 49.4%

Notes
*Includes Housing Assistance for PLWH in Need of Harm 
Reduction (HAH), Emergency Transitional Housing and 
Supportive Services (HEC), Transitional Housing for Special 
Populations (Parolees/ Releasees and Target Populations) 
(HSC), and Transitional Housing for Special Populations (HSP).

• Contracts were cost-based.

• In FY 2011 one Base-funded Emergency Transitional Housing 
and Supportive Services (HEC) program switched back to MAI 
funding.  It appears on the MAI HPC/HEC card for 2011.

Transitional Housing * (HAH, HEC, HSC, HSP)

MSP as % 
of RW Part 

A 
Allocation Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures
% Exp. 

from MSP

YTD 
Unexpended 

from MSP
% Unexp. 
from MSP

Variance

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Actual Units

Units of Service

$4,500,000

$5,000,000

$5,500,000

$6,000,000

$6,500,000

$7,000,000

FY 2010 FY 2011 FY 2012

Expenditure 
Service Category Allocation Modified Spending Plan YTD Expenditures

10,000

12,000

14,000
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18,000
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Units of Service 
Projected Units Actual Units
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FY 2010 FY 2011 FY 2012
576 654 606

406 457 412
HIV Status FY 2010 FY 2011 FY 2012 70.5% 69.9% 68.0%

381 411 173 116 125 110
66.2% 62.8% 28.6% 20.1% 19.1% 18.2%

188 237 433 22 31 22
32.6% 36.2% 71.5% 3.8% 4.7% 3.6%

1 2 0 1 2 1
0.2% 0.3% 0.0% 0.2% 0.3% 0.2%

4 2 0 0 0 3
0.7% 0.3% 0.0% 0.0% 0.0% 0.5%

2 2 0 2 1 2
0.4% 0.3% 0.0% 0.4% 0.2% 0.3%

29 38 56
5.0% 5.8% 9.2%

FY 2010 FY 2011 FY 2012
199 242 186

34.6% 37.0% 30.7% FY 2010 FY 2011 FY 2012
91 90 133 0 1 3

15.8% 13.8% 22.0% 0.0% 0.2% 0.5%
4 6 15 1 0 5

0.7% 0.9% 2.5% 0.2% 0.0% 0.8%
4 14 39 59 55 72

0.7% 2.1% 6.4% 10.2% 8.4% 11.9%
188 216 197 98 116 104

32.6% 33.0% 32.5% 17.0% 17.7% 17.2%
57 81 61 226 263 206

9.9% 12.4% 10.1% 39.2% 40.2% 34.0%
192 219 197

33.3% 33.5% 32.5%
FY 2010 FY 2011 FY 2012 0 0 19

211 257 192 0.0% 0.0% 3.1%
36.6% 39.3% 31.7%

324 383 386
56.3% 58.6% 63.7%

39 14 10
6.8% 2.1% 1.7%

1 0 1
0.2% 0.0% 0.2%

1 0 17
0.2% 0.0% 2.8%

Homeless

CDC-Defined AIDS

*Unduplicated Clients

Negative

FY 2010

Family Member / 
Significant Other

FY 2012

HIV Positive, 
Non AIDS

FY 2011

Black

Total Number of Clients* Receiving Services Clients by Race & Ethnicity

Native 
American
More Than 
One Race

Clients by Age

Other / 
Unknown

Age 13 - 19

Age 0 - 12

Age 40 - 49

Clients by Gender

White

Hispanic

Transitional Housing * (HAH, HEC, HSC, HSP)

Immigrants

Asian/Pacific 
Islander

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Age 50+

Male

Transgender Male

Unknown

Transgender Female
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Unknown

Age 30 - 39

Women of Color

MSM & TG

Unknown / Pending

Age 20 - 29

Young MSM

Clients by Special Populations

PLWHA Age 50+
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Immigrants PLWHA Age 50+ Homeless

Black 
68.0% 

Hispanic 
18.2% 

White 
3.6% 

Asian/Pacific 
Islander 

0.2% 

Native 
American 

0.5% 
More Than 
One Race 

0.3% 
Other / 

Unknown 
9.2% 
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# of 
Contracts Ranking

Ryan White 
Part A 

Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 27 2 $93,889,270 $20,570,875 21.9% $0 -$1,505,229 $19,065,646 $19,065,640 92.7% $1,505,235 7.3%
FY 2011 24 2 $92,523,417 $20,624,780 22.3% $0 -$2,594,660 $18,030,120 $18,026,768 87.4% $2,598,012 12.6%
FY 2012 23 2 $92,008,462 $20,475,059 22.3% $0 -$2,678,803 $17,796,256 $17,531,520 85.6% $2,943,539 14.4%

FY 2012
03/1/2012-
06/30/2012

07/1/2012-
10/31/2012

11/1/2012-
02/28/2013

Clients active 2111 2233 2279
Clients with a PCSM 
form completed 99.0% 99.0% 99.0%
Clients with VL 
documented 80.0% 81.0% 78.0% 20.3% $0 -$1,505,229 $19,065,646 $19,065,640 100.0% $6 0.0%
Clients with CD4 
documented 81.0% 82.0% 79.0% 19.5% $0 -$2,594,660 $18,030,120 $18,026,768 100.0% $3,352 0.0%
Clients with PCP visit 
documented 90.0% 91.0% 88.0% 19.3% $0 -$2,678,803 $17,796,256 $17,531,520 98.5% $264,736 1.5%

FY 2010 FY 2011 FY 2012
Projected Units 0 2,594 2,699

0 3,016 2,678
0.0% 116.3% 99.2%

0 422 -21
0.0% 16.3% -0.8%

% Unexp. 
from MSP

• In FY 2010 the DOHMH HIV Field Services Unit (FSU) allocation 
from Medical Case Management was moved to Early Intervention.

• The Care Coordination (MCM) contracts began in December 2009.

Notes

• Units of service are not included for Care Coordination (MCM) 
contracts in 2010 because they were not required to enter services in 
AIRS during FY 2010.  Beginning in FY 2011 they entered services in 
eSHARE, but they do not project units of services.  Therefore, actual 
enrollments against projected enrollments are shown.

Units of Service/Client Enrollment

Actual Units

Medical Case Management (MCM)

MSP as % 
of RW 
Part  A 

Allocation Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures
% Exp. 

from MSP

YTD 
Unexpended 

from MSP

Primary Care Status Measures

Variance

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

• 2 MCM contracts started late in FY 2010.
• The Care Coordination contracts were deliverables-based and 
performance based in FY 2010, deliverables-based and performance-
based in 2011, and performance-based in 2012.

$12,000,000

$16,000,000

$20,000,000

$24,000,000

FY 2010 FY 2011 FY 2012

Expenditure 
Service Category Allocation Modified Spending Plan YTD Expenditures

2,000

2,500
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3,500
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Units of Service/Client Enrollment 
Projected Units Actual Units
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FY 2010 FY 2011 FY 2012
3,172 4,099 4,065

1,672 2,156 2,082
HIV Status FY 2010 FY 2011 FY 2012 52.7% 52.6% 51.2%

1,695 1,799 1,548 1,052 1,468 1,432
53.4% 43.9% 38.1% 33.2% 35.8% 35.2%
1,405 2,299 2,516 173 244 214

44.3% 56.1% 61.9% 5.5% 6.0% 5.3%
15 0 0 80 102 100

0.5% 0.0% 0.0% 2.5% 2.5% 2.5%
40 0 0 2 10 7

1.3% 0.0% 0.0% 0.1% 0.2% 0.2%
17 1 1 32 47 35

0.5% 0.0% 0.0% 1.0% 1.2% 0.9%
161 72 195

5.1% 1.8% 4.8%
FY 2010 FY 2011 FY 2012

1,128 1,456 1,461
35.6% 35.5% 35.9% FY 2010 FY 2011 FY 2012

646 1,208 1,145 1 0 0
20.4% 29.5% 28.2% 0.0% 0.0% 0.0%

72 123 124 32 27 33
2.3% 3.0% 3.1% 1.0% 0.7% 0.8%

273 1,016 1,044 403 539 607
8.6% 24.8% 25.7% 12.7% 13.2% 14.9%
1,046 1,506 1,522 597 749 706

33.0% 36.7% 37.4% 18.8% 18.3% 17.4%
122 265 169 1,067 1,274 1,145

3.9% 6.5% 4.2% 33.6% 31.1% 28.2%
1,072 1,507 1,523

33.8% 36.8% 37.5%
FY 2010 FY 2011 FY 2012 0 3 51

1,173 1,504 1,500 0.0% 0.1% 1.3%
37.0% 36.7% 36.9%
1,949 2,529 2,453

61.4% 61.7% 60.3%
48 53 58

1.5% 1.3% 1.4%
2 3 4

0.1% 0.1% 0.1%
0 10 50

0.0% 0.2% 1.2%

PLWHA Age 50+

Homeless

Unknown

FY 2012FY 2010 FY 2011

Medical Case Management (MCM)

Total Number of Clients* Receiving Services Clients by Race & Ethnicity

Immigrants Age 20 - 29

CDC-Defined AIDS White

Age 0 - 12

Family Member / 
Significant Other

Asian/Pacific 
Islander

Negative Native 
American
More Than 
One Race

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Age 40 - 49

Female

Age 50+

Male

Transgender Female

Age 30 - 39

Unknown

Unknown / Pending

Other / 
UnknownClients by Special Populations

Women of Color

Transgender Male

Clients by Gender

Clients by Age

MSM & TG

Young MSM Age 13 - 19

HIV Positive, 
Non AIDS Hispanic

*Unduplicated Clients

Black
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Black 
51.2% 

Hispanic 
35.2% 

White 
5.3% 

Asian/Pacific 
Islander 

2.5% 

Native 
American 

0.2% 

More Than 
One Race 

0.9% Other / 
Unknown 

4.8% 

FY 2012: Clients by Race & Ethnicity 
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# of 
Contracts Ranking

Ryan White 
Part A 

Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 21 3 $93,889,270 $6,374,021 6.8% $0 -$734,027 $5,639,994 $5,639,985 88.5% $734,036 11.5%
FY 2011 20 3 $92,523,417 $5,865,813 6.3% $0 -$33,046 $5,832,767 $5,817,179 99.2% $48,634 0.8%
FY 2012 20 3 $92,008,462 $5,783,930 6.3% $0 -$215,340 $5,568,590 $5,426,160 93.8% $357,770 6.2%

FY 2012
03/1/2012-
06/30/2012

07/1/2012-
10/31/2012

11/1/2012-
02/28/2013

Clients active 709 962 1060
Clients with a PCSM 
form completed 96.0% 95.0% 88.0%
Clients with VL 
documented 90.0% 80.0% 70.0% 6.0% $0 -$734,027 $5,639,994 $5,639,985 100.0% $9 0.0%
Clients with CD4 
documented 92.0% 81.0% 72.0% 6.3% $0 -$33,046 $5,832,767 $5,817,179 99.7% $15,588 0.3%
Clients with PCP visit 
documented 92.0% 85.0% 79.0% 6.1% $0 -$215,340 $5,568,590 $5,426,160 97.4% $142,430 2.6%

FY 2010 FY 2011 FY 2012
Projected Units 40,956 42,765 42,283

42,470 42,821 38,941
103.7% 100.1% 92.1%

1,514 56 -3,342
3.7% 0.1% -7.9%

* Includes Mental Health Services for Populations with Multiple 
Special Needs (MHS/ART), Mental Health Therapy Counseling 
(MHTAI) subcontracted through the NYS AIDS Institute, and 
Mental Health Services (MSV).

• The 8 subcontracts funded through the State's contract are 
included in the number of contracts for FY 2010, 2011, and 2012

• PCSM data for the first two trimesters may have a lower than 
expected number of clients due to data from the subcontractors 
not being entered in eSHARE until 9/1/2012.

% Exp. from 
MSP

Primary Care Status Measures

Units of Service

Notes

Carryover

Mental Health Services* (MHS/ART, MHTAI, MSV)

YTD 
Expenditures

YTD 
Unexpended 

from MSP
% Unexp. 
from MSPModifications

Modified 
Spending 

Plan

MSP as % 
of RW Part  

A 
Allocation

Actual Units

Variance

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

• MSV contracts were performance-based; MHS/ART, and 
MHTAI contracts were cost-based. 

$5,000,000

$5,500,000

$6,000,000

$6,500,000

FY 2010 FY 2011 FY 2012

Expenditure 
Service Category Allocation Modified Spending Plan YTD Expenditures

35,000

37,500

40,000

42,500

45,000

FY 2010 FY 2011 FY 2012

Units of Service 
Projected Units Actual Units
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FY 2010 FY 2011 FY 2012
2,903 2,971 2,201

1,405 1,438 1,075
HIV Status FY 2010 FY 2011 FY 2012 48.4% 48.4% 48.8%

1,525 1,626 1,182 942 975 698
52.5% 54.7% 53.7% 32.5% 32.8% 31.7%
1,217 1,241 1,006 338 340 261

41.9% 41.8% 45.7% 11.6% 11.4% 11.9%
45 13 0 12 16 10

1.6% 0.4% 0.0% 0.4% 0.5% 0.5%
29 28 1 2 3 1

1.0% 0.9% 0.1% 0.1% 0.1% 0.1%
87 63 12 32 40 18

3.0% 2.1% 0.6% 1.1% 1.4% 0.8%
172 159 138

5.9% 5.4% 6.3%
FY 2010 FY 2011 FY 2012

1,102 1,081 816
38.0% 36.4% 37.1% FY 2010 FY 2011 FY 2012

520 638 591 62 32 22
17.9% 21.5% 26.9% 2.1% 1.1% 1.0%

20 29 23 143 133 104
0.7% 1.0% 1.0% 4.9% 4.5% 4.7%

114 141 249 259 289 246
3.9% 4.8% 11.3% 8.9% 9.7% 11.2%

972 1,096 855 414 435 315
33.5% 36.9% 38.9% 14.3% 14.6% 14.3%

86 123 103 998 954 632
3.0% 4.1% 4.7% 34.4% 32.1% 28.7%

1,003 1,124 860
34.6% 37.8% 39.1%

FY 2010 FY 2011 FY 2012 24 4 22
1,164 1,133 852 0.8% 0.1% 1.0%

40.1% 38.1% 38.7%
1,688 1,784 1,289

58.2% 60.1% 58.6%
50 50 31

1.7% 1.7% 1.4%
1 4 2

0.0% 0.1% 0.1%
0 0 27

0.0% 0.0% 1.2%

Other / 
Unknown

More Than 
One RaceUnknown / Pending

Clients by Special Populations

Family Member / 
Significant Other

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Age 50+

Age 40 - 49

Age 13 - 19

Age 30 - 39

Transgender Female

Clients by Gender

Male

Age 20 - 29

Unknown

Transgender Male

Clients by Age

Young MSM

Unknown

MSM & TG

Women of Color

PLWHA Age 50+

Immigrants

Homeless

Female

Native 
American

Asian/Pacific 
Islander

Negative

Age 0 - 12

Black

White

HispanicHIV Positive, 
Non AIDS

CDC-Defined AIDS

Mental Health Services* (MHS/ART, MHTAI, MSV)

FY 2011FY 2010

Total Number of Clients* Receiving Services Clients by Race & Ethnicity

FY 2012*Unduplicated Clients

Black 
48.8% 

Hispanic 
31.7% 

White 
11.9% 

Asian/Pacific 
Islander 

0.5% 

Native 
American 

0.1% 

More Than 
One Race 

0.8% Other / 
Unknown 

6.3% 

FY 2012: Clients by Race & Ethnicity 
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# of 
Contracts Ranking

Ryan White 
Part A 

Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 2 11 $93,889,270 $1,342,296 1.4% $0 -$115,992 $1,226,304 $1,226,300 91.4% $115,996 8.6%
FY 2011 7 6 $92,523,417 $1,521,025 1.6% $0 -$130,495 $1,390,530 $1,382,580 90.9% $138,445 9.1%
FY 2012 7 6 $92,008,462 $1,521,025 1.7% $0 -$396,274 $1,124,751 $1,030,340 67.7% $490,685 32.3%

1.3% $0 -$115,992 $1,226,304 $1,226,300 100.0% $4 0.0%
1.5% $0 -$130,495 $1,390,530 $1,382,580 99.4% $7,950 0.6%
1.2% $0 -$396,274 $1,124,751 $1,030,340 91.6% $94,411 8.4%

FY 2010 FY 2011 FY 2012
Projected Units 11,198 12,779 13,412

8,805 2,264 8,456
78.6% 0 63.0%
-2,393 -10,515 -4,956

-21.4% -82.3% -37.0%

Actual Units

Notes

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

YTD 
Unexpended 

from MSP
YTD 

Expenditures

Variance

• In FY 2010 the service category allocation for Adolescent 
Outreach was moved to the Early Intervention service 
category. YTD expenditures are shown on the EIS card, but 
ADO services and clients are shown here.

• Adolescent Outreach (ADO) was a new service category that 
began in 2009.  It was cost-based.

 Outreach to Homeless Youth (OHY) and Adolescent Outreach (ADO)

Units of Service

MSP as % of 
RW Part  A 
Allocation

% Unexp. 
from MSPCarryover

% Exp. from 
MSPModifications

Modified 
Spending 

Plan

• The ADO category ended in 2010. In 2011 a new category, 
Outreach to Homeless Youth (OHY) began. OHY was 
deliverables based through December 2011 and performance-
based thereafter.
• FY 2011 data represent the new OHY program. The service 
actuals in 2011 may be inaccurately low due to data entry 
problems during the phase of deliverables-based payment and 
the client-level database transition.

• These programs target clients of unknown HIV status. The 
high number of HIV-negative clients is likely due to outreach 
and short-term low-threshold services.
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Service Category Allocation Modified Spending Plan YTD Expenditures
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FY 2010 FY 2011 FY 2012
832 1,010 1,620

369 434 758
HIV Status FY 2010 FY 2011 FY 2012 44.4% 43.0% 46.8%

84 56 83 310 419 603
10.1% 5.5% 5.1% 37.3% 41.5% 37.2%

10 3 27 70 39 87
1.2% 0.3% 1.7% 8.4% 3.9% 5.4%

40 5 2 4 6 13
4.8% 0.5% 0.1% 0.5% 0.6% 0.8%

469 827 1,261 2 3 2
56.4% 81.9% 77.8% 0.2% 0.3% 0.1%

229 119 247 15 25 17
27.5% 11.8% 15.3% 1.8% 2.5% 1.1%

62 84 140
7.5% 8.3% 8.6%

FY 2010 FY 2011 FY 2012
232 342 443

27.9% 33.9% 27.4% FY 2010 FY 2011 FY 2012
240 348 620 1 7 105

28.9% 34.5% 38.3% 0.1% 0.7% 6.5%
181 259 443 255 354 472

21.8% 25.6% 27.4% 30.7% 35.1% 29.1%
27 4 5 576 632 1,029

3.3% 0.4% 0.3% 69.2% 62.6% 63.5%
0 0 1 0 5 0

0.0% 0.0% 0.1% 0.0% 0.5% 0.0%
170 394 1,191 0 1 0

20.4% 39.0% 73.5% 0.0% 0.1% 0.0%
0 8 2

0.0% 0.8% 0.1%
FY 2010 FY 2011 FY 2012 0 3 12

251 355 466 0.0% 0.3% 0.7%
30.2% 35.2% 28.8%

528 574 1,019
63.5% 56.8% 62.9%

43 64 97
5.2% 6.3% 6.0%

10 11 17
1.2% 1.1% 1.1%

0 6 21
0.0% 0.6% 1.3%Unknown

More Than 
One Race

Women of Color

Transgender Male

Clients by Gender Age 50+

Age 40 - 49

Immigrants Age 20 - 29

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Unknown / Pending

 Outreach to Homeless Youth (OHY) and Adolescent Outreach (ADO)

White

Total Number of Clients* Receiving Services

Black

Hispanic

Homeless

FY 2012

Unknown

Age 13 - 19

Age 30 - 39

Clients by Race & Ethnicity

Age 0 - 12

Asian/Pacific 
Islander

Clients by Age

Family Member / 
Significant Other

Native 
American

Other / 
Unknown

FY 2010 FY 2011*Unduplicated Clients

PLWHA Age 50+

HIV Positive, 
Non AIDS

CDC-Defined AIDS

Transgender Female

Female

Male

Negative

Clients by Special Populations

Young MSM

MSM & TG

Black 
46.8% 

Hispanic 
37.2% 

White 
5.4% 

Asian/Pacific 
Islander 

0.8% 
Native American 

0.1% More Than One 
Race 
1.1% 

Other / 
Unknown 

8.6% 

FY2012: Clients by Race & Ethnicity 
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# of 
Contracts Ranking

Ryan White 
Part A 

Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 6 10 $93,889,270 $364,453 0.4% $0 -$228,303 $136,150 $136,150 37.4% $228,303 62.6%
FY 2011 5 10 $92,523,417 $364,453 0.4% $0 -$227,178 $137,275 $129,825 35.6% $234,628 64.4%
FY 2012 5 10 $92,008,462 $393,628 0.4% $0 -$393,628 $0 $0 0.0% $393,628 100.0%

0.1% $0 -$228,303 $136,150 $136,150 100.0% $0 0.0%
0.1% $0 -$227,178 $137,275 $129,825 94.6% $7,450 5.4%
0.0% $0 -$393,628 $0 $0 0.0% $0 0.0%

FY 2010 FY 2011 FY 2012
Projected Units 21,824 2,499 0

819 975 0
3.8% 39.0% 0.0%

-21,005 -1,524 0
-96.2% -61.0% 0.0%

• This service category was rebid and 23 contracts ended on 
November 30, 2009 in the middle of the contract year.  The NYS 
AIDS Institute subcontracts, however, did not end mid-year, but 
rather at the end of the contract year.  Six contracts providing 
Outpatient Bridge Medical Care (OBMC) services began on 
December 1, 2009.

Modified 
Spending 

PlanModifications
% Exp. 

from MSP

Actual Units

YTD 
Unexpended 

from MSP

• In 2012 the 5 OBMC contracts allocated funding were 
terminated. The funding was reprogrammed to ADAP. OBMC 
was an optional program element for Care Coordination and 
Transitional Care Coordination applicants.

YTD 
ExpendituresCarryover

MSP as % of 
RW Part  A 
Allocation

• In 2011 two TCC contracts also began providing OBMC 
services on a fee-for-service basis.

• All contracts were cost-based in 2009.  The OBMC services 
were reimbursed on a fee-for-service basis.

• The total number of clients receiving OMC services are reflected 
in the MCM/TCC scorecards (due to limitations in AIRS 
reporting).  OMC services are not represented on the MCM/TCC 
scorecards because their units are not equivalent.

Variance

Outpatient Medical Care (OMC)

% Unexp. 
from MSP

Notes

Units of Service

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions
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FY 2010 FY 2011 FY 2012

HIV Status FY 2010 FY 2011 FY 2012

FY 2010 FY 2011 FY 2012

FY 2010 FY 2011 FY 2012

FY 2010 FY 2011 FY 2012

Women of Color

Age 13 - 19

Clients by Age

*Unduplicated Clients

Negative

FY 2010

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

MSM & TG

Clients by Gender

Unknown

PLWHA Age 50+

FY 2011

Unknown

Male

Age 30 - 39

Age 40 - 49

Age 0 - 12

Age 20 - 29

Age 50+

Transgender Female

Young MSM

Transgender Male

Outpatient Medical Care (OMC)

Total Number of Clients* Receiving Services Clients by Race & Ethnicity

Female

Asian/Pacific 
Islander

Clients by Special Populations

Native 
American

Other / 
Unknown

More Than 
One Race

Immigrants

Homeless

White

HIV Positive, 
Non AIDS

Family Member / 
Significant Other

Unknown / Pending

Black

FY 2012

Hispanic

CDC-Defined AIDS Please refer to MCM and TCC scorecards for 
client demographics. 
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# of 
Contracts Ranking

Ryan White 
Part A 

Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 6 2 $93,889,270 $4,262,511 4.5% $0 -$152,116 $4,110,395 $4,110,288 96.4% $152,223 3.6%
FY 2011 6 2 $92,523,417 $4,262,511 4.6% $0 -$108,935 $4,153,576 $4,153,552 97.4% $108,959 2.6%
FY 2012 6 2 $92,008,462 $4,238,271 4.6% $0 -$71,397 $4,166,874 $4,097,479 96.7% $140,792 3.3%

4.4% $0 -$152,116 $4,110,395 $4,110,288 100.0% $107 0.0%
4.5% $0 -$108,935 $4,153,576 $4,153,552 100.0% $24 0.0%
4.5% $0 -$71,397 $4,166,874 $4,097,479 98.3% $69,395 1.7%

FY 2010 FY 2011 FY 2012
Projected Units 14,404 14,429 19,669

17,101 21,279 25,224
118.7% 147.5% 128.2%

2,697 6,850 5,555
19% 47.5% 28.2%

Units of Service

Actual Units

Variance

• All contracts were cost-based.

Rikers Island Transitional Services Project (PRS) and Drop-in Center for HIV+ Prison Releasees (TSC-Base)

% Unexp. 
from MSP

YTD 
Unexpended 

from MSPCarryover Modifications
% Exp. 

from MSP

Modified 
Spending 

Plan

MSP as % 
of RW Part 

A 
Allocation

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

• One program switched to DOHMH management in FY 2012.  
It is included here.
• In 2012 the number of homeless clients has increased 
considerably due to contractor staff classifying inmates as 
homeless.

Notes

YTD 
Expenditures
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Service Category Allocation Modified Spending Plan YTD Expenditures
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FY 2010 FY 2011 FY 2012
2,825 3,190 2,714

1,634 1,864 1,582
HIV Status FY 2010 FY 2011 FY 2012 57.8% 58.4% 58.3%

1,769 1,849 1,753 819 923 733
62.6% 58.0% 64.6% 29.0% 28.9% 27.0%
1,015 1,323 961 135 121 126

35.9% 41.5% 35.4% 4.8% 3.8% 4.6%
2 1 0 3 3 5

0.1% 0.0% 0.0% 0.1% 0.1% 0.2%
9 5 0 5 2 2

0.3% 0.2% 0.0% 0.2% 0.1% 0.1%
30 12 0 2 6 4

1.1% 0.4% 0.0% 0.1% 0.2% 0.2%
227 271 262

8.0% 8.5% 9.7%
FY 2010 FY 2011 FY 2012

701 661 553
24.8% 20.7% 20.4% FY 2010 FY 2011 FY 2012

151 162 121 0 0 5
5.4% 5.1% 4.5% 0.0% 0.0% 0.2%

16 9 15 15 14 27
0.6% 0.3% 0.6% 0.5% 0.4% 1.0%

11 12 43 228 283 281
0.4% 0.4% 1.6% 8.1% 8.9% 10.4%

807 1,001 856 477 537 427
28.6% 31.4% 31.5% 16.9% 16.8% 15.7%

143 175 888 1,284 1,349 1,033
5.1% 5.5% 32.7% 45.5% 42.3% 38.1%

821 1,007 856
29.1% 31.6% 31.5%

FY 2010 FY 2011 FY 2012 0 0 85
740 689 582 0.0% 0.0% 3.1%

26.2% 21.6% 21.4%
2,055 2,462 2,050

72.7% 77.2% 75.5%
24 31 15

0.9% 1.0% 0.6%
6 7 0

0.2% 0.2% 0.0%
0 1 67

0.0% 0.0% 2.5%
Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions
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Clients by Gender
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Unknown / Pending

Unknown

More Than 
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Clients by Special Populations

FY 2010 FY 2011
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Total Number of Clients* Receiving Services Clients by Race & Ethnicity

FY 2012
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Age 50+

Rikers Island Transitional Services Project (PRS) and Drop-in Center for HIV+ Prison Releasees (TSC-Base)

Other / 
Unknown

Age 20 - 29
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Black 
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# of 
Contracts Ranking

Ryan White 
Part A 

Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 6 9 $93,889,270 $2,150,622 2.3% $0 $60,291 $2,210,913 $2,210,910 102.8% -$60,288 -2.8%
FY 2011 6 9 $92,523,417 $2,155,987 2.3% $0 $323,398 $2,479,385 $2,478,714 115.0% -$322,727 -15.0%
FY 2012 6 9 $92,008,462 $2,155,987 2.3% $0 $324,195 $2,480,182 $2,480,173 115.0% -$324,186 -15.0%

FY 2012
03/1/2012-
06/30/2012

07/1/2012-
10/31/2012

11/1/2012-
02/28/2013

Clients active 350 362 385
Clients with a PCSM 
form completed 83% 99% 97%
Clients with VL 
documented 88% 74% 65% 2.4% $0 $60,291 $2,210,913 $2,210,910 100.0% $3 0.0%
Clients with CD4 
documented 89% 73% 66% 2.7% $0 $323,398 $2,479,385 $2,478,714 100.0% $671 0.0%
Clients with PCP visit 
documented 92% 84% 79% 2.7% $0 $324,195 $2,480,182 $2,480,173 100.0% $9 0.0%

FY 2010 FY 2011 FY 2012
Projected Units 19,755 19,818 18,991

24,578 24,270 25,443
124.4% 122.5% 134.0%

4,823 4,452 6,452
24.4% 22.5% 34.0%

Primary Care Status Measures

• See glossary for Primary Care Status Measures notes and definitions.

Supportive Counseling & Family Stabilization Services (SCF)

MSP as % 
of RW Part 

A 
Allocation Carryover

YTD 
Unexpended 

from MSP
% Unexp. 
from MSPModifications

Modified 
Spending 

Plan
YTD 

Expenditures
% Exp. 

from MSP

• Enhancements in FY 2011 and FY 2012 were capped at 15% of the 
Spending Plan Allocation as per the Reprogramming Plan.

Units of Service

• Contracts were performance-based.
Notes

Actual Units

Variance

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

• In 2012 providers are no longer able to enter HIV-negative family 
members or significant others as index clients.  They are tracked as 
collaterals and not shown here.

18,000

20,000

22,000

24,000

26,000

FY 2010 FY 2011 FY 2012

Units of Service 
Projected Units Actual Units

$2,000,000

$2,100,000

$2,200,000

$2,300,000

$2,400,000

$2,500,000

$2,600,000

FY 2010 FY 2011 FY 2012

Expenditure 
Service Category Allocation Modified Spending Plan YTD Expenditures
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FY 2010 FY 2011 FY 2012
997 974 670

682 677 474
HIV Status FY 2010 FY 2011 FY 2012 68.4% 69.5% 70.8%

495 490 294 237 238 122
49.7% 50.3% 43.9% 23.8% 24.4% 18.2%

281 300 376 32 23 24
28.2% 30.8% 56.1% 3.2% 2.4% 3.6%

179 139 0 2 2 2
18.0% 14.3% 0.0% 0.2% 0.2% 0.3%

16 19 0 1 0 1
1.6% 2.0% 0.0% 0.1% 0.0% 0.2%

26 26 0 3 4 2
2.6% 2.7% 0.0% 0.3% 0.4% 0.3%

40 30 45
4.0% 3.1% 6.7%

FY 2010 FY 2011 FY 2012
587 572 398

58.9% 58.7% 59.4% FY 2010 FY 2011 FY 2012
70 79 85 118 102 8

7.0% 8.1% 12.7% 11.8% 10.5% 1.2%
7 6 7 67 59 19

0.7% 0.6% 1.0% 6.7% 6.1% 2.8%
176 177 224 102 107 72

17.7% 18.2% 33.4% 10.2% 11.0% 10.8%
206 219 208 210 194 131

20.7% 22.5% 31.0% 21.1% 19.9% 19.6%
19 30 20 265 269 222

1.9% 3.1% 3.0% 26.6% 27.6% 33.1%
231 243 208

23.2% 25.0% 31.0%
FY 2010 FY 2011 FY 2012 4 0 10

598 583 406 0.4% 0.0% 1.5%
60.0% 59.9% 60.6%

395 388 253
39.6% 39.8% 37.8%

4 3 4
0.4% 0.3% 0.6%

0 0 0
0.0% 0.0% 0.0%

0 0 7
0.0% 0.0% 1.0%

*Unduplicated Clients FY 2011 FY 2012

Black

CDC-Defined AIDS

Immigrants

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Age 40 - 49

Age 50+

Unknown

Clients by Gender

Homeless

Unknown

Female

Age 13 - 19

Age 20 - 29

Age 30 - 39

Transgender Male

Young MSM

Other / 
Unknown

Male

Transgender Female

PLWHA Age 50+

Clients by Special Populations

Supportive Counseling & Family Stabilization Services (SCF)

HispanicHIV Positive, 
Non AIDS

Total Number of Clients* Receiving Services Clients by Race & Ethnicity

Unknown / Pending

Negative

More Than 
One Race

Women of Color Clients by Age

MSM & TG Age 0 - 12

White

Asian/Pacific 
Islander

Family Member / 
Significant Other

Native 
American

FY 2010

Black 
70.8% 

Hispanic 
18.2% 

White 
3.6% 

Asian/Pacific 
Islander 

0.3% 

Native 
American 

0.2% 

More Than 
One Race 

0.3% 
Other / 

Unknown 
6.7% 

FY 2012: Clients by Race & Ethnicity 
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5%

10%
15%
20%
25%
30%
35%
40%
45%
50%
55%
60%
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# of 
Contracts Ranking

Ryan White 
Part A 

Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 3 2 $93,889,270 $1,313,250 1.4% $0 -$78,842 $1,234,408 $1,234,354 94.0% $78,896 6.0%
FY 2011 4 2 $92,523,417 $1,274,241 1.4% $0 -$110,067 $1,164,174 $1,161,557 91.2% $112,684 8.8%
FY 2012 4 2 $92,008,462 $1,245,053 1.4% $0 $33,391 $1,278,444 $1,278,439 102.7% -$33,386 -2.7%

1.3% $0 -$78,842 $1,234,408 $1,234,354 100.0% $54 0.0%
1.3% $0 -$110,067 $1,164,174 $1,161,557 99.8% $2,617 0.2%
1.4% $0 $33,391 $1,278,444 $1,278,439 100.0% $5 0.0%

FY 2010 FY 2011 FY 2012
Projected Units 9,407 4,720 10,082

9,519 2,782 10,342
101.2% 59.0% 102.6%

112 -1,937 260
1.2% -41.0% 2.6%

Transitional Care Coordination MAI (TCC) AND Harm Reduction Outreach (HRO)

MSP as % 
of RW Part  

A 
Allocation Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures
% Exp. 

from MSP

YTD 
Unexpended 

from MSP
% Unexp. 
from MSP

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Units of Service

Actual Units

Variance

Notes
• Harm Reduction Outreach was a new service category that began 
in 2009 and ended in 2010.  HRO contracts were cost-based.
• Transitional Care Coordination Contracts began in 2011 and were 
deliverables-based.  In 2012 they were performance-based.

$1,100,000

$1,150,000

$1,200,000

$1,250,000

$1,300,000

$1,350,000

FY 2010 FY 2011

Expenditure 
Service Category Allocation Modified Spending Plan YTD Expenditures

2,000

4,000

6,000

8,000

10,000

12,000

FY 2010 FY 2011 FY 2012

Units of Service 
Projected Units Actual Units
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FY 2010 FY 2011 FY 2012
608 363 534

362 215 276
HIV Status FY 2010 FY 2011 FY 2012 59.5% 59.2% 51.7%

158 141 198 179 82 134
26.0% 38.8% 37.1% 29.4% 22.6% 25.1%

412 222 335 29 39 55
67.8% 61.2% 62.7% 4.8% 10.7% 10.3%

12 0 0 1 2 3
2.0% 0.0% 0.0% 0.2% 0.6% 0.6%

20 0 0 2 1 1
3.3% 0.0% 0.0% 0.3% 0.3% 0.2%

6 0 1 0 9 6
1.0% 0.0% 0.2% 0.0% 2.5% 1.1%

35 15 59
5.8% 4.1% 11.1%

FY 2010 FY 2011 FY 2012
160 96 113

26.3% 26.5% 21.2% FY 2010 FY 2011 FY 2012
64 149 241 1 0 0

10.5% 41.1% 45.1% 0.2% 0.0% 0.0%
5 20 18 0 3 4

0.8% 5.5% 3.4% 0.0% 0.8% 0.8%
2 54 111 29 57 83

0.3% 14.9% 20.8% 4.8% 15.7% 15.5%
211 99 154 78 67 114

34.7% 27.3% 28.8% 12.8% 18.5% 21.4%
204 114 90 268 136 171

33.6% 31.4% 16.9% 44.1% 37.5% 32.0%
232 99 154

38.2% 27.3% 28.8%
FY 2010 FY 2011 FY 2012 0 1 8

172 103 119 0.0% 0.3% 1.5%
28.3% 28.4% 22.3%

424 253 398
69.7% 69.7% 74.5%

11 5 10
1.8% 1.4% 1.9%

1 1 0
0.2% 0.3% 0.0%

0 1 7
0.0% 0.3% 1.3%

Immigrants

Transitional Care Coordination MAI (TCC) AND Harm Reduction Outreach (HRO)

Total Number of Clients* Receiving Services Clients by Race & Ethnicity

FY 2012FY 2011*Unduplicated Clients FY 2010

Other / 
Unknown

White

Family Member / 
Significant Other

Asian/Pacific 
Islander

Negative

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Age 40 - 49

Female

Age 50+

Male

Clients by Age

Age 20 - 29

Unknown

MSM & TG Age 0 - 12

Young MSM Age 13 - 19

Transgender Female

Homeless

Unknown / Pending

Clients by Special Populations

More Than 
One Race

Women of Color

Unknown

Age 30 - 39

Black

Native 
American

Hispanic

Transgender Male

CDC-Defined AIDS

Clients by Gender

PLWHA Age 50+

HIV Positive, 
Non AIDS

Black 
51.7% 

Hispanic 
25.1% 

White 
10.3% 

Asian/Pacific 
Islander 

0.6% 

Native 
American 

0.2% 
More Than One 

Race 
1.1% 

Other / 
Unknown 

11.1% 

FY2012: Clients by Race & Ethnicity 
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# of 
Contracts

MAI 
Program 

Allocation 
(MA)

MA as % of 
MAI 

Allocation Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures

% Exp. 
From MAI 
Allocation

YTD 
Unexpended 

from MAI 
Allocation

% Unexp. 
From MAI 
Allocation

FY 2010 11 $6,419,509 88.9% $0 -$883,942 $5,535,567 $5,482,741 85.4% $936,768 14.6%
FY 2011 20 $8,153,495 95.3% $0 -$1,297,952 $6,855,543 $6,486,758 79.6% $1,666,737 20.4%
FY 2012 16 $7,949,453 95.5% $0 -$561,885 $7,387,568 $7,272,943 91.5% $676,510 8.5%

FY 2010 FY 2011 FY 2012
Clients 9,177 11,648 13,962
Rapid Tests 9,387 11,877 14,661
Positive Rapid Tests 71 62 88 76.6% $0 -$883,942 $5,535,567 $5,482,741 99.0% $52,826 1.0%
Confirmatory Tests 59 31 80 80.2% $0 -$1,297,952 $6,855,543 $6,486,758 94.6% $368,785 5.4%
Positive Confirmatory 
Tests 59 31 80 88.7% $0 -$561,885 $7,387,568 $7,272,943 98.4% $114,625 1.6%
Linked to Care 47 20 69
Positivity Rate Rapid 0.8% 0.5% 0.6%
Positivity Rate 
Confirmatory 0.6% 0.3% 0.5%

FY 2010 FY 2011 FY 2012
Projected Units 912 3,288 3,480

1,367 4,060 5,693
149.9% 123.5% 163.6%

455 772 2,213
49.9% 23.5% 63.6%

Actual Units

Variance

MAI Overall

MAI Allocation
$7,223,677
$8,552,401

Carryover

Testing Overall

$8,324,239

MSP as % of 
MAI 

Allocation

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

• The MAI Program Allocation (MA) is the sum of the service 
category allocations for all of the MAI scorecards.  Amounts for 
ADAP and ADAP Plus are not included.
• As of August 2010, MAI funding switched back to a March - 
February funding cycle and so 2010 funding and services are for a 
7 month period from August 2010 - February 2011, except for the 
MAI-funded Care Coordination (MCC) programs which were funded 
from March 2010 - February 2011.  

Units of Service

Notes
• The high number of HIV-negative clients is due to clients who test 
negative for HIV in service categories that target individuals of 
unknown HIV status.
• The # of contracts for FY 2010 & 2011 is the sum of all contracts 
of service categories that still existed or had comparable categories 
in FY 2012.

YTD 
Unexpended 

from MSP
% Unexp. 
from MSPModifications

Modified 
Spending 

Plan (MSP)
YTD 

Expenditures
% Exp. 

from MSP

$4,000,000

$5,000,000

$6,000,000

$7,000,000

$8,000,000

$9,000,000

FY 2010 FY 2011 FY 2012

Expenditure 
MAI Program Allocation (MA) Modified Spending Plan YTD Expenditures
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FY 2010 FY 2011 FY 2012
10,132 13,299 15,342

4,550 6,539 8,219
HIV Status FY 2010 FY 2011 FY 2012 44.9% 49.2% 53.6%

511 829 563 4,536 4,797 4,983
5.0% 6.2% 3.7% 44.8% 36.1% 32.5%

459 776 873 537 1,057 1,200
4.5% 5.8% 5.7% 5.3% 8.0% 7.8%

68 78 15 88 143 171
0.7% 0.6% 0.1% 0.9% 1.1% 1.1%
8,989 11,598 8,315 14 25 15

88.7% 87.2% 54.2% 0.1% 0.2% 0.1%
105 18 5,576 64 78 22

1.0% 0.1% 36.3% 0.6% 0.6% 0.1%
343 660 732

3.4% 5.0% 4.8%
FY 2010 FY 2011 FY 2012

4,510 5,474 7,311
44.5% 41.2% 47.7% FY 2010 FY 2011 FY 2012

365 597 373 7 26 131
3.6% 4.5% 2.4% 0.1% 0.2% 0.9%

85 113 52 832 715 774
0.8% 0.9% 0.3% 8.2% 5.4% 5.0%

99 347 326 2,537 3,747 5,068
1.0% 2.6% 2.1% 25.0% 28.2% 33.0%

316 523 516 1,846 2,712 3,459
3.1% 3.9% 3.4% 18.2% 20.4% 22.6%

107 552 1,068 2,235 2,855 3,021
1.1% 4.2% 7.0% 22.1% 21.5% 19.7%

2,667 3,238 2,861
26.3% 24.4% 18.7%

FY 2010 FY 2011 FY 2012 8 6 28
4,750 5,920 7,903 0.1% 0.1% 0.2%

46.9% 44.5% 51.5%
5,355 7,316 7,351

52.9% 55.0% 47.9%
18 57 57

0.2% 0.4% 0.4%
1 1 2

0.0% 0.0% 0.0%
8 5 29

0.1% 0.0% 0.2%

Family Member / 
Significant Other

Unknown / Pending

Negative

HIV Positive, 
Non AIDS

CDC-Defined AIDS

Transgender Female

Clients by Gender

Clients by Special Populations

Immigrants

Age 13 - 19

Age 20 - 29

Age 50+

Age 30 - 39

Age 40 - 49

PLWHA Age 50+

Homeless

Unknown

Total Number of Clients* Receiving Services

*Unduplicated Clients FY 2012FY 2011

MAI Overall

Unknown

Transgender Male

White

Women of Color

Male

Female

MSM & TG

Clients by Age

Young MSM

Age 0 - 12

More Than 
One Race
Other / 
Unknown

Asian/Pacific 
Islander
Native 
American

Black

Hispanic

FY 2010

Clients by Race & Ethnicity

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Black 
53.6% 

Hispanic 
32.5% 

White 
7.8% 

Asian/Pacific 
Islander 

1.1% 

Native 
American 

0.1% 
More Than  
One Race 

0.1% 

Other / Unknown 
4.8% 

FY2012: Clients by Race & Ethnicity 
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# of 
Contracts Ranking

MAI 
Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 6 3 $7,223,677 $987,736 13.7% $0 -$134,061 $853,675 $800,851 81.1% $186,885 18.9%
FY 2011 13 3 $8,552,401 $1,976,449 23.1% $0 -$481,485 $1,494,964 $1,416,102 71.6% $560,347 28.4%
FY 2012 8 6 $8,324,239 $1,967,461 23.6% $0 -$291,799 $1,675,662 $1,665,632 84.7% $301,829 15.3%

FY 2010 FY 2011 FY 2012
Clients 9,177 11,648 13,962
Rapid Tests 9,387 11,877 14,661
Positive Rapid Tests 71 62 88 11.8% $0 -$134,061 $853,675 $800,851 93.8% $52,824 6.2%
Confirmatory Tests 59 31 80 17.5% $0 -$481,485 $1,494,964 $1,416,102 94.7% $78,862 5.3%
Positive Confirmatory 
Tests 59 31 80 20.1% $0 -$291,799 $1,675,662 $1,665,632 99.4% $10,030 0.6%
Linked to Care 47 20 69
Positivity Rate Rapid 0.8% 0.5% 0.6%
Positivity Rate 
Confirmatory 0.6% 0.3% 0.5%

• In FY 2011 the ESC category was re-bid and existing contracts 
ended on September 30, 2011.  New programs began on 
October 1, 2011.  They include: Social Network Strategy in Non-
Clinical Settings (ESN), Priority Population Testing in Non-
Clinical Settings (ESP), and Routine in Clinical Settings (ESR).
• All contracts were performance-based in 2009 and 2010.  In 
2011 the newly awarded contracts were deliverables- and 
performance-based.
• As of August 2010, MAI funding switched back to a March - 
February funding cycle and so 2010 funding and services are for 
a 7 month period from August 2010 - February 2011.  
• These programs target clients of unknown HIV status. The high 
number of HIV-negative clients is due to clients who test 
negative for HIV.

% Unexp. 
from MSPCarryover

YTD 
Expenditures

% Exp. 
from MSP

YTD 
Unexpended 

from MSP

Notes

MSP as % 
of MAI 

Allocation Modifications

Modified 
Spending 

Plan (MSP)

• HIV Testing programs are not required to report on PCSMs.

Early Intervention - MAI (ESC)

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Testing Overall

$700,000

$900,000

$1,100,000

$1,300,000

$1,500,000

$1,700,000

$1,900,000

$2,100,000

FY 2010 FY 2011 FY 2012

Expenditure 
Service Category Allocation Modified Spending Plan YTD Expenditures

0.8% 

0.5% 

0.6% 

0.6% 

0.3% 

0.5% 

0.0% 0.1% 0.2% 0.3% 0.4% 0.5% 0.6% 0.7% 0.8% 0.9%

FY 2010

FY 2011

FY 2012

Rapid and Confirmatory Positivity Rates Positivity Rate Rapid
Positivity Rate Confirmatory
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FY 2010 FY 2011 FY 2012
9,311 11,836 13,990

4,143 5,785 7,522
HIV Status FY 2010 FY 2011 FY 2012 44.5% 48.9% 53.8%

131 118 60 4,208 4,200 4,477
1.4% 1.0% 0.4% 45.2% 35.5% 32.0%

26 29 24 513 1,015 1,147
0.3% 0.3% 0.2% 5.5% 8.6% 8.2%

68 76 15 86 136 163
0.7% 0.6% 0.1% 0.9% 1.2% 1.2%
8,984 11,598 8,315 13 24 14

96.5% 98.0% 59.4% 0.1% 0.2% 0.1%
102 15 5,576 54 63 12

1.1% 0.1% 39.9% 0.6% 0.5% 0.1%
294 613 655

3.2% 5.2% 4.7%
FY 2010 FY 2011 FY 2012

4,229 4,994 6,859
45.4% 42.2% 49.0% FY 2010 FY 2011 FY 2012

291 305 102 7 26 130
3.1% 2.6% 0.7% 0.1% 0.2% 0.9%

80 84 27 826 709 760
0.9% 0.7% 0.2% 8.9% 6.0% 5.4%

61 48 31 2,455 3,558 4,895
0.7% 0.4% 0.2% 26.4% 30.1% 35.0%

34 23 19 1,695 2,440 3,250
0.4% 0.2% 0.1% 18.2% 20.6% 23.2%

83 417 941 1,936 2,362 2,583
0.9% 3.5% 6.7% 20.8% 20.0% 18.5%

2,384 2,737 2,364
25.6% 23.1% 16.9%

FY 2010 FY 2011 FY 2012 8 4 8
4,460 5,425 7,436 0.1% 0.0% 0.1%

47.9% 45.8% 53.2%
4,838 6,405 6,534

52.0% 54.1% 46.7%
4 5 13

0.0% 0.0% 0.1%
1 0 2

0.0% 0.0% 0.0%
8 1 5

0.1% 0.0% 0.0%

Homeless

Age 50+

Age 20 - 29

Age 30 - 39

Negative

Unknown

HIV Positive, 
Non AIDS

Young MSM

Family Member / 
Significant Other

CDC-Defined AIDS

Transgender Male

Age 40 - 49

Clients by Age

Age 13 - 19

Age 0 - 12

Unknown

Clients by Special Populations

Male

Transgender Female

Female

MSM & TG

Clients by Gender

Women of Color

Immigrants

PLWHA Age 50+

White

Other / 
Unknown

Black

Asian/Pacific 
Islander

Hispanic

Unknown / Pending

Native 
American

FY 2011

More Than 
One Race

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

*Unduplicated Clients

Early Intervention - MAI (ESC)

Total Number of Clients* Receiving Services Clients by Race & Ethnicity

FY 2012FY 2010

Black 
53.8% 

Hispanic 
32.0% 

White 
8.2% 

Asian/Pacific 
Islander 

1.2% 

Native 
American 

0.1% 

More Than One 
Race 
0.1% 

Other / 
Unknown 

4.7% 

FY2012: Clients by Race & Ethnicity 
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# of 
Contracts Ranking

MAI 
Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 1 4 $7,223,677 $338,203 4.7% $0 $33,820 $372,023 $372,021 110.0% -$33,818 -10.0%
FY 2011 2 4 $8,552,401 $1,121,046 13.1% $0 $45,557 $1,166,603 $1,166,143 104.0% -$45,097 -4.0%
FY 2012 2 5 $8,324,239 $1,186,988 14.3% $0 $36,846 $1,223,834 $1,223,833 103.1% -$36,845 -3.1%

5.2% $0 $33,820 $372,023 $372,021 100.0% $2 0.0%
13.6% $0 $45,557 $1,166,603 $1,166,143 100.0% $460 0.0%
14.7% $0 $36,846 $1,223,834 $1,223,833 100.0% $1 0.0%

FY 2010 FY 2011 FY 2012
Projected Units 912 1,969 1,974

1,367 2,951 2,837
149.9% 149.8% 143.7%

455 982 863
49.9% 49.8% 43.7%Variance

Notes
• The HPC and HEC contracts were cost-based in 2010, 2011, 
and 2012.  In FY 2011 the HPC program transitioned to 
performance-based reimbursement.
• As of August 2010, MAI funding switched back to a March - 
February funding cycle and so 2010 funding and services are for 
a 7 month period from August 2010 - February 2011.  

Actual Units

• In FY 2011 one Base-funded Emergency Transitional Housing 
and Supportive Services (HEC) program switched back to MAI 
funding and is shown here.  

Housing Referral Coordination - MAI (HPC) and Emergency Transitional Housing (HEC)

Units of Service

Modifications

Modified 
Spending 

Plan (MSP)

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

YTD 
Expenditures

% Exp. 
from MSP

YTD 
Unexpended 

from MSP
% Unexp. 
from MSP

MSP as % 
of MAI 

Allocation Carryover

0

500

1,000

1,500

2,000

2,500

3,000

3,500

FY 2010 FY 2011 FY 2012

Units of Service 
Projected Units Actual Units

$250,000

$450,000

$650,000

$850,000

$1,050,000

$1,250,000

$1,450,000

FY 2010 FY 2011 FY 2012

Expenditure 
Service Category Allocation Modified Spending Plan YTD Expenditures
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FY 2010 FY 2011 FY 2012
258 386 269

117 179 153
HIV Status FY 2010 FY 2011 FY 2012 45.4% 46.4% 56.9%

133 231 83 108 162 94
51.6% 59.8% 30.9% 41.9% 42.0% 34.9%

124 152 186 6 9 2
48.1% 39.4% 69.1% 2.3% 2.3% 0.7%

0 2 0 0 0 0
0.0% 0.5% 0.0% 0.0% 0.0% 0.0%

0 0 0 0 0 0
0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

1 1 0 0 0 1
0.4% 0.3% 0.0% 0.0% 0.0% 0.4%

27 36 19
10.5% 9.3% 7.1%

FY 2010 FY 2011 FY 2012
66 91 72

25.6% 23.6% 26.8% FY 2010 FY 2011 FY 2012
18 71 70 0 0 0

7.0% 18.4% 26.0% 0.0% 0.0% 0.0%
0 4 3 0 0 0

0.0% 1.0% 1.1% 0.0% 0.0% 0.0%
0 0 13 15 43 36

0.0% 0.0% 4.8% 5.8% 11.1% 13.4%
75 109 71 51 85 52

29.1% 28.2% 26.4% 19.8% 22.0% 19.3%
20 29 17 117 149 101

7.8% 7.5% 6.3% 45.4% 38.6% 37.6%
75 109 71

29.1% 28.2% 26.4%
FY 2010 FY 2011 FY 2012 0 0 9

71 96 72 0.0% 0.0% 3.4%
27.5% 24.9% 26.8%

176 241 145
68.2% 62.4% 53.9%

11 47 38
4.3% 12.2% 14.1%

0 1 0
0.0% 0.3% 0.0%

0 1 14
0.0% 0.3% 5.2%

Young MSM

CDC-Defined AIDS

Transgender Male

Male

Immigrants

MSM & TG

Clients by Gender

Family Member / 
Significant Other

PLWHA Age 50+

Homeless

Asian/Pacific 
Islander

Black

Unknown

Clients by Special Populations

Transgender Female

Female

Women of Color

HIV Positive, 
Non AIDS

Unknown / Pending

Unknown

Native 
American
More Than 
One Race

Clients by Age

Other / 
Unknown

Age 0 - 12

Negative

Age 50+

White

Housing Referral Coordination - MAI (HPC) and Emergency Transitional Housing (HEC)

Total Number of Clients* Receiving Services Clients by Race & Ethnicity

FY 2012FY 2011*Unduplicated Clients

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Age 40 - 49

FY 2010

Age 13 - 19

Age 30 - 39

Age 20 - 29

Hispanic

0%

5%

10%

15%

20%

25%

30%

FY 2010 FY 2011 FY 2012

Clients by Special Population 
Women of Color MSM & TG Young MSM
Immigrants PLWHA Age 50+ Homeless

Black 
56.9% 

Hispanic 
34.9% 

White 
0.7% 

Asian/Pacific 
Islander 

0.0% 

Native 
American 

0.0% 

More Than 
One Race 

0.4% 

Other / 
Unknown 

7.1% 

FY 2012: Clients by Race & Ethnicity 
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# of 
Contracts Ranking

MAI 
Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 4 2 $7,223,677 $5,093,570 70.5% $0 -$783,701 $4,309,869 $4,309,869 84.6% $783,701 15.4%
FY 2011 4 2 $8,552,401 $4,931,019 57.7% $0 -$862,024 $4,068,995 $3,780,121 76.7% $1,150,898 23.3%
FY 2012 5 2 $8,324,239 $4,670,023 56.1% $0 -$421,345 $4,248,678 $4,144,087 88.7% $525,936 11.3%

59.7% $0 -$783,701 $4,309,869 $4,309,869 100.0% $0 0.0%
47.6% $0 -$862,024 $4,068,995 $3,780,121 92.9% $288,874 7.1%
51.0% $0 -$421,345 $4,248,678 $4,144,087 97.5% $104,591 2.5%

FY 2010 FY 2011 FY 2012
Projected Units 0 598 708

0 701 737
0.0% 117.2% 104.1%

0 103 29
0.0% 17.2% 4.1%

Notes
• The Care Coordination contracts were deliverables-based in FY 
2010 and 2011 and performance-based in 2012.

• Units of service are not included for Care Coordination (MCC) 
contracts because they were not required to enter services in AIRS 
during FY 2010.  Beginning in FY 2011 they entered services in 
eSHARE, but they do not project units of services.  Therefore, 
actual enrollments against projected enrollments are shown.

% Exp. from 
MSP

YTD 
Unexpended 

from MSP
% Unexp. 
from MSP

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Units of Service/Client Enrollment

Actual Units

Variance

Medical Case Management (MCC-MAI)

MSP as % 
of MAI 

Allocation Carryover Modifications

Modified 
Spending 

Plan (MSP)
YTD 

Expenditures

$3,000,000

$3,500,000

$4,000,000

$4,500,000

$5,000,000

$5,500,000

FY 2010 FY 2011 FY 2012

Expenditure 
Service Category Allocation Modified Spending Plan YTD Expenditures

500

600

700

800

900

FY 2011 FY 2012

Units of Service/Client Enrollment 
Projected Units Actual Units
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FY 2010 FY 2011 FY 2012
595 1,005 992

307 536 501
HIV Status FY 2010 FY 2011 FY 2012 51.6% 53.3% 50.5%

267 425 368 234 407 380
44.9% 42.3% 37.1% 39.3% 40.5% 38.3%

321 580 624 19 31 46
54.0% 57.7% 62.9% 3.2% 3.1% 4.6%

0 0 0 2 7 7
0.0% 0.0% 0.0% 0.3% 0.7% 0.7%

5 0 0 1 1 1
0.8% 0.0% 0.0% 0.2% 0.1% 0.1%

2 0 0 10 15 9
0.3% 0.0% 0.0% 1.7% 1.5% 0.9%

22 8 48
3.7% 0.8% 4.8%

FY 2010 FY 2011 FY 2012
223 368 359

37.5% 36.6% 36.2% FY 2010 FY 2011 FY 2012
62 217 196 0 0 0

10.4% 21.6% 19.8% 0.0% 0.0% 0.0%
6 24 22 6 6 14

1.0% 2.4% 2.2% 1.0% 0.6% 1.4%
38 292 277 74 139 135

6.4% 29.1% 27.9% 12.4% 13.8% 13.6%
213 356 370 105 182 154

35.8% 35.4% 37.3% 17.7% 18.1% 15.5%
4 63 46 196 320 309

0.7% 6.3% 4.6% 32.9% 31.8% 31.2%
214 356 370

36.0% 35.4% 37.3%
FY 2010 FY 2011 FY 2012 0 2 10

227 376 373 0.0% 0.2% 1.0%
38.2% 37.4% 37.6%

365 623 603
61.3% 62.0% 60.8%

3 4 5
0.5% 0.4% 0.5%

0 0 0
0.0% 0.0% 0.0%

0 2 11
0.0% 0.2% 1.1%

Age 0 - 12

Young MSM Age 13 - 19

Other / 
UnknownClients by Special Populations

Women of Color Clients by Age

MSM & TG

Immigrants Age 20 - 29

Unknown

Age 30 - 39

Unknown

Clients by Gender

PLWHA Age 50+

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Age 40 - 49

Female

Age 50+

Male

Transgender Male

Transgender Female

Homeless

Native 
American

Unknown / Pending More Than 
One Race

Negative

FY 2012

Black

HIV Positive, 
Non AIDS Hispanic

*Unduplicated Clients

CDC-Defined AIDS White

Family Member / 
Significant Other

Asian/Pacific 
Islander

FY 2010 FY 2011

Medical Case Management (MCC-MAI)

Total Number of Clients* Receiving Services Clients by Race & Ethnicity
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# of 
Contracts Ranking

MAI 
Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010
FY 2011 1 2 $8,552,401 $124,981 1.5% $0 $0 $124,981 $124,392 99.5% $589 0.5%
FY 2012 1 2 $8,324,239 $124,981 1.5% $0 $114,413 $239,394 $239,392 191.5% -$114,411 -91.5%

1.5% $0 $0 $124,981 $124,392 99.5% $589 0.5%
2.9% $0 $114,413 $239,394 $239,392 100.0% $2 0.0%

FY 2010 FY 2011 FY 2012
Projected Units 0 721 798

0 408 2,119
0.0% 56.6% 265.5%

0 -313 1,321
0.0% -43.4% 165.5%

Transitional Care Coordination MAI (TCC)

MSP as % 
of MAI 

Allocation Carryover Modifications

Modified 
Spending 

Plan (MSP)
YTD 

Expenditures
% Exp. from 

MSP

YTD 
Unexpended 

from MSP
% Unexp. 
from MSP

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Units of Service/Client Enrollment

Actual Units

Variance

Notes
• Transitional Care Coordination Contracts began in 2011 and were 
deliverables-based.  In 2012 they were performance-based. $50,000

$100,000

$150,000

$200,000

$250,000

$300,000

FY 2010 FY 2011 FY 2012

Expenditure 
Service Category Allocation Modified Spending Plan YTD Expenditures

0
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FY 2011 FY 2012

Units of Service/Client Enrollment 
Projected Units Actual Units
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FY 2010 FY 2011 FY 2012
0 72 105

0 39 53
HIV Status FY 2010 FY 2011 FY 2012 0.0% 54.2% 50.5%

0 55 58 0 28 36
0.0% 76.4% 55.2% 0.0% 38.9% 34.3%

0 15 47 0 2 5
0.0% 20.8% 44.8% 0.0% 2.8% 4.8%

0 0 0 0 0 1
0.0% 0.0% 0.0% 0.0% 0.0% 1.0%

0 0 0 0 0 0
0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

0 2 0 0 0 0
0.0% 2.8% 0.0% 0.0% 0.0% 0.0%

0 3 10
0.0% 4.2% 9.5%

FY 2010 FY 2011 FY 2012
0 21 27

0.0% 29.2% 25.7% FY 2010 FY 2011 FY 2012
0 4 6 0 0 1

0.0% 5.6% 5.7% 0.0% 0.0% 1.0%
0 1 1 0 0 0

0.0% 1.4% 1.0% 0.0% 0.0% 0.0%
0 7 7 0 7 5

0.0% 9.7% 6.7% 0.0% 9.7% 4.8%
0 35 59 0 5 4

0.0% 48.6% 56.2% 0.0% 6.9% 3.8%
0 43 64 0 24 35

0.0% 59.7% 61.0% 0.0% 33.3% 33.3%
0 36 59

0.0% 50.0% 56.2%
FY 2010 FY 2011 FY 2012 0 0 1

0 23 28 0.0% 0.0% 1.0%
0.0% 31.9% 26.7%

0 47 75
0.0% 65.3% 71.4%

0 1 1
0.0% 1.4% 1.0%

0 0 0
0.0% 0.0% 0.0%

0 1 1
0.0% 1.4% 1.0%

Transitional Care Coordination MAI (TCC)

Total Number of Clients* Receiving Services Clients by Race & Ethnicity

*Unduplicated Clients FY 2010 FY 2011 FY 2012

Black

HIV Positive, 
Non AIDS Hispanic

CDC-Defined AIDS White

Family Member / 
Significant Other

Asian/Pacific 
Islander

PLWHA Age 50+

Negative Native 
American

Unknown / Pending More Than 
One Race
Other / 
UnknownClients by Special Populations

Age 50+

Male

Unknown

Transgender Female

Women of Color Clients by Age

MSM & TG Age 0 - 12

Young MSM Age 13 - 19

Homeless

Transgender Male

Unknown

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Immigrants Age 20 - 29

Age 30 - 39

Clients by Gender

Age 40 - 49

Female
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White 
4.8% 

Asian/Pacific 
Islander 
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Native 
American 

0.0% 

More Than 
One Race 

0.0% 
Other / 

Unknown 
9.5% 

FY 2012: Clients by Race & Ethnicity 
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# of 
Contracts Ranking

MAI 
Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 35 3 $101,112,947 $6,286,828 6.2% $0 $1,092,323 $7,379,151 $6,414,443 102.0% -$127,615 -2.0%
FY 2011 63 3 $101,075,818 $9,501,431 9.4% $0 -$874,096 $8,627,335 $8,407,717 88.5% $1,093,714 11.5%
FY 2012 50 3 $100,332,701 $9,492,443 9.5% $0 -$319,489 $9,172,954 $8,791,611 92.6% $700,832 7.4%

FY 2010 FY 2011 FY 2012
Clients 55,482 49,358 58,351
Rapid Tests 58,441 50,794 60,689
Positive Rapid Tests 655 415 401 7.3% $0 $1,092,323 $7,379,151 $6,414,443 86.9% $964,708 13.1%
Confirmatory Tests 340 258 260 8.5% $0 -$874,096 $8,627,335 $8,407,717 97.5% $219,618 2.5%
Positive Confirmatory 
Tests 339 254 252 9.1% $0 -$319,489 $9,172,954 $8,791,611 95.8% $381,343 4.2%
Linked to Care 250 177 173
Positivity Rate Rapid 1.1% 0.8% 0.7%
Positivity Rate 
Confirmatory 0.6% 0.5% 0.4%

Combined Base and MAI Early Intervention

Testing Overall
MSP as % 

of MAI 
Allocation Carryover Modifications

Modified 
Spending 

Plan (MSP)
YTD 

Expenditures
% Exp. 

from MSP

YTD 
Unexpended 

from MSP
% Unexp. 
from MSP

Notes

• See EIS and ESC cards for notes.

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

$6,000,000

$7,000,000

$8,000,000

$9,000,000

$10,000,000

FY 2010 FY 2011 FY 2012

Expenditure 
Service Category Allocation Modified Spending Plan YTD Expenditures

1.1% 

0.8% 
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0.6% 

0.5% 

0.4% 

0.0% 0.2% 0.4% 0.6% 0.8% 1.0% 1.2%
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Rapid and Confirmatory Positivity Rates Positivity Rate Rapid
Positivity Rate Confirmatory
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FY 2010 FY 2011 FY 2012
53,658 48,322 58,389

23,238 22,771 26,353
HIV Status FY 2010 FY 2011 FY 2012 43.3% 47.1% 45.1%

831 509 517 22,591 18,305 21,239
1.6% 1.1% 0.9% 42.1% 37.9% 36.4%

185 123 261 4,143 3,760 3,928
0.3% 0.3% 0.5% 7.7% 7.8% 6.7%
1,450 1,181 456 780 1,255 3,485
2.7% 2.4% 0.8% 1.5% 2.6% 6.0%

41,699 46,016 47,295 88 89 96
77.7% 95.2% 81.0% 0.2% 0.2% 0.2%
9,493 493 9,860 1,581 667 390

17.7% 1.0% 16.9% 3.0% 1.4% 0.7%
1,237 1,475 2,898
2.3% 3.1% 5.0%

FY 2010 FY 2011 FY 2012
22,799 20,044 25,683
42.5% 41.5% 44.0% FY 2010 FY 2011 FY 2012
1,795 1,474 1,020 35 180 595
3.4% 3.1% 1.8% 0.1% 0.4% 1.0%

458 416 269 3,861 2,835 2,931
0.9% 0.9% 0.5% 7.2% 5.9% 5.0%
1,563 1,664 220 15,270 14,143 17,622
2.9% 3.4% 0.4% 28.5% 29.3% 30.2%

288 153 281 10,663 9,900 13,183
0.5% 0.3% 0.5% 19.9% 20.5% 22.6%
1,994 2,899 6,955 11,999 10,320 12,171
3.7% 6.0% 11.9% 22.4% 21.4% 20.8%

11,821 10,936 11,833
22.0% 22.6% 20.3%

FY 2010 FY 2011 FY 2012 9 8 54
24,589 21,649 27,318 0.0% 0.0% 0.1%
45.8% 44.8% 46.8%
28,951 26,559 30,907
54.0% 55.0% 52.9%

93 89 113
0.2% 0.2% 0.2%

16 18 20
0.0% 0.0% 0.0%

9 7 31
0.0% 0.0% 0.1%

Combined Base and MAI Early Intervention

Total Number of Clients* Receiving Services Clients by Race & Ethnicity

*Unduplicated Clients FY 2010 FY 2011 FY 2012

Black

HIV Positive, 
Non AIDS Hispanic

CDC-Defined AIDS White

Family Member / 
Significant Other

Asian/Pacific 
Islander

PLWHA Age 50+

Negative Native 
American

Unknown / Pending More Than 
One Race
Other / 
UnknownClients by Special Populations

Age 50+

Male

Unknown

Transgender Female

Women of Color Clients by Age

MSM & TG Age 0 - 12

Young MSM Age 13 - 19

Homeless

Transgender Male

Unknown

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Immigrants Age 20 - 29

Age 30 - 39

Clients by Gender

Age 40 - 49

Female Black 
45.1% 

Hispanic 
36.4% 

White 
6.7% 

Asian/Pacific 
Islander 

6.0% 

Native 
American 

0.2% 

More Than One 
Race 
0.7% 

Other / 
Unknown 

5.0% 

FY2012: Clients by Race & Ethnicity 
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# of 
Contracts Ranking

MAI 
Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 10 5 $101,112,947 $6,480,943 6.4% $0 -$162,480 $6,318,463 $6,318,160 97.5% $162,783 2.5%
FY 2011 10 5 $101,075,818 $6,682,118 6.6% $0 -$106,555 $6,575,563 $6,557,741 98.1% $124,377 1.9%
FY 2012 10 5 $100,332,701 $6,748,060 6.7% $0 $18,123 $6,766,183 $6,765,629 100.3% -$17,569 -0.3%

6.2% $0 -$162,480 $6,318,463 $6,318,160 100.0% $303 0.0%
6.5% $0 -$106,555 $6,575,563 $6,557,741 99.7% $17,822 0.3%
6.7% $0 $18,123 $6,766,183 $6,765,629 100.0% $554 0.0%

FY 2010 FY 2011 FY 2012
Projected Units 12,978 14,649 14,455

17,055 18,930 21,488
131.4% 129.2% 148.7%

4,077 4,281 7,033
31.4% 29.2% 48.7%

Combined Base and MAI Transitional Housing

MSP as % 
of MAI 

Allocation Carryover Modifications

Modified 
Spending 

Plan (MSP)
YTD 

Expenditures
% Exp. 

from MSP

YTD 
Unexpended 

from MSP
% Unexp. 
from MSP

Units of Service

Actual Units

Variance

Notes

• See HSP and HPC cards for notes.

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions
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Service Category Allocation Modified Spending Plan YTD Expenditures
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FY 2010 FY 2011 FY 2012
830 1,035 867

520 633 560
HIV Status FY 2010 FY 2011 FY 2012 62.7% 61.2% 64.6%

512 640 256 223 287 202
61.7% 61.8% 29.5% 26.9% 27.7% 23.3%

310 386 611 28 40 24
37.4% 37.3% 70.5% 3.4% 3.9% 2.8%

1 4 0 1 2 1
0.1% 0.4% 0.0% 0.1% 0.2% 0.1%

4 2 0 0 0 3
0.5% 0.2% 0.0% 0.0% 0.0% 0.4%

3 3 0 2 1 3
0.4% 0.3% 0.0% 0.2% 0.1% 0.4%

56 72 74
6.8% 7.0% 8.5%

FY 2010 FY 2011 FY 2012
264 332 256

31.8% 32.1% 29.5% FY 2010 FY 2011 FY 2012
109 158 203 0 1 3

13.1% 15.3% 23.4% 0.0% 0.1% 0.4%
4 10 18 1 0 5

0.5% 1.0% 2.1% 0.1% 0.0% 0.6%
4 14 52 73 97 104

0.5% 1.4% 6.0% 8.8% 9.4% 12.0%
262 325 267 148 200 156

31.6% 31.4% 30.8% 17.8% 19.3% 18.0%
77 110 78 342 409 304

9.3% 10.6% 9.0% 41.2% 39.5% 35.1%
266 328 267

32.1% 31.7% 30.8%
FY 2010 FY 2011 FY 2012 0 0 28

281 352 262 0.0% 0.0% 3.2%
33.9% 34.0% 30.2%

497 622 528
59.9% 60.1% 60.9%

50 59 48
6.0% 5.7% 5.5%

1 1 1
0.1% 0.1% 0.1%

1 1 28
0.1% 0.1% 3.2%

Combined Base and MAI Transitional Housing

Total Number of Clients* Receiving Services Clients by Race & Ethnicity

*Unduplicated Clients FY 2010 FY 2011 FY 2012

Black

HIV Positive, 
Non AIDS Hispanic

CDC-Defined AIDS White

Family Member / 
Significant Other

Asian/Pacific 
Islander

PLWHA Age 50+

Negative Native 
American

Unknown / Pending More Than 
One Race
Other / 
UnknownClients by Special Populations

Age 50+

Male

Unknown

Transgender Female

Women of Color Clients by Age

MSM & TG Age 0 - 12

Young MSM Age 13 - 19

Homeless

Transgender Male

Unknown

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

Immigrants Age 20 - 29
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Clients by Gender
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FY 2010 FY 2011 FY 2012

Clients by Special Population 
Women of Color MSM & TG Young MSM
Immigrants PLWHA Age 50+ Homeless

Black 
64.6% 

Hispanic 
23.3% 

White 
2.8% 

Asian/Pacific 
Islander 

0.1% 

Native 
American 

0.4% 
More Than 
One Race 

0.4% Other / 
Unknown 

8.5% 

FY 2012: Clients by Race & Ethnicity 

These score cards were adapted from the report cards produced by the Greater Baltimore HIV Health Services Planning Council and InterGroup Services.
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# of 
Contracts Ranking

MAI 
Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 31 2 $101,112,947 $25,664,445 25.4% $0 -$2,288,930 $23,375,515 $23,375,509 91.1% $2,288,936 8.9%
FY 2011 28 2 $101,075,818 $25,555,799 25.3% $0 -$3,456,684 $22,099,115 $21,806,889 85.3% $3,748,910 14.7%
FY 2012 28 2 $100,332,701 $25,145,082 25.1% $0 -$3,100,148 $22,044,934 $21,675,606 86.2% $3,469,476 13.8%

23.1% $0 -$2,288,930 $23,375,515 $23,375,509 100.0% $6 0.0%
21.9% $0 -$3,456,684 $22,099,115 $21,806,889 98.7% $292,226 1.3%
22.0% $0 -$3,100,148 $22,044,934 $21,675,606 98.3% $369,328 1.7%

FY 2010 FY 2011 FY 2012
Projected Units 0 3,192 3,407

0 3,717 3,415
0.0% 116.4% 100.2%

0 525 8
0.0% 16.4% 0.2%

Combined Base and MAI Medical Case Management

MSP as % 
of MAI 

Allocation Carryover Modifications

Modified 
Spending 

Plan (MSP)
YTD 

Expenditures
% Exp. from 

MSP

YTD 
Unexpended 

from MSP
% Unexp. 
from MSP

Units of Service/Client Enrollment

Actual Units

Variance

Notes

• See MCM and MCC cards for notes.

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions

$21,000,000

$22,000,000

$23,000,000
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$25,000,000
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Expenditure 
Service Category Allocation Modified Spending Plan YTD Expenditures
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FY 2010 FY 2011 FY 2012
3,724 5,078 5,045

1,967 2,679 2,578
HIV Status FY 2010 FY 2011 FY 2012 52.8% 52.8% 51.1%

1,949 2,213 1,912 1,261 1,865 1,808
52.3% 43.6% 37.9% 33.9% 36.7% 35.8%
1,696 2,864 3,132 190 275 258

45.5% 56.4% 62.1% 5.1% 5.4% 5.1%
15 0 0 80 109 107

0.4% 0.0% 0.0% 2.2% 2.2% 2.1%
45 0 0 3 11 8

1.2% 0.0% 0.0% 0.1% 0.2% 0.2%
19 1 1 42 62 44

0.5% 0.0% 0.0% 1.1% 1.2% 0.9%
181 77 242

4.9% 1.5% 4.8%
FY 2010 FY 2011 FY 2012

1,339 1,815 1,816
36.0% 35.7% 36.0% FY 2010 FY 2011 FY 2012

707 1,421 1,340 1 0 0
19.0% 28.0% 26.6% 0.0% 0.0% 0.0%

78 147 146 38 33 47
2.1% 2.9% 2.9% 1.0% 0.7% 0.9%

306 1,306 1,321 472 675 742
8.2% 25.7% 26.2% 12.7% 13.3% 14.7%
1,244 1,857 1,885 691 926 860

33.4% 36.6% 37.4% 18.6% 18.2% 17.1%
126 328 215 1,251 1,583 1,451

3.4% 6.5% 4.3% 33.6% 31.2% 28.8%
1,271 1,858 1,886

34.1% 36.6% 37.4%
FY 2010 FY 2011 FY 2012 0 3 59

1,388 1,871 1,868 0.0% 0.1% 1.2%
37.3% 36.9% 37.0%
2,284 3,135 3,050

61.3% 61.7% 60.5%
50 57 63

1.3% 1.1% 1.3%
2 3 4

0.1% 0.1% 0.1%
0 12 60

0.0% 0.2% 1.2%

Combined Base and MAI Medical Case Management

Total Number of Clients* Receiving Services Clients by Race & Ethnicity

*Unduplicated Clients FY 2010 FY 2011 FY 2012

Black

HIV Positive, 
Non AIDS Hispanic

CDC-Defined AIDS White

Family Member / 
Significant Other

Asian/Pacific 
Islander

PLWHA Age 50+

Negative Native 
American

Unknown / Pending More Than 
One Race
Other / 
UnknownClients by Special Populations

Age 50+

Male

Unknown

Transgender Female

Women of Color Clients by Age

MSM & TG Age 0 - 12

Young MSM Age 13 - 19

Homeless

Transgender Male

Unknown
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White 
5.1% 
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2.1% 

Native 
American 
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More Than 
One Race 

0.9% 
Other / 

Unknown 
4.8% 

FY 2012: Clients by Race & Ethnicity 
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# of 
Contracts Ranking

MAI 
Allocation

Service 
Category 
Allocation % of Total Carryover Modifications

Modified 
Spending 

Plan
YTD 

Expenditures % Exp.
YTD 

Unexpended % Unexp.
FY 2010 3 2 $101,112,947 $1,313,250 1.3% $0 -$78,842 $1,234,408 $1,234,354 94.0% $78,896 6.0%
FY 2011 5 2 $101,075,818 $1,399,222 1.4% $0 -$110,067 $1,289,155 $1,285,949 91.9% $113,273 8.1%
FY 2012 5 2 $100,332,701 $1,370,034 1.4% $0 $147,804 $1,517,838 $1,517,831 110.8% -$147,797 -10.8%

1.2% $0 -$78,842 $1,234,408 $1,234,354 100.0% $54 0.0%
1.3% $0 -$110,067 $1,289,155 $1,285,949 99.8% $3,206 0.2%
1.5% $0 $147,804 $1,517,838 $1,517,831 100.0% $7 0.0%

FY 2010 FY 2011 FY 2012
Projected Units 9,407 5,441 10,880

9,519 3,190 12,461
101.2% 58.6% 114.5%

112 -2,250 1,581
1.2% -41.4% 14.5%

Combined Base and MAI Transitional Care Coordination

MSP as % 
of MAI 

Allocation Carryover Modifications

Modified 
Spending 

Plan (MSP)
YTD 

Expenditures
% Exp. from 

MSP

YTD 
Unexpended 

from MSP
% Unexp. 
from MSP

Units of Service/Client Enrollment

Actual Units

Variance

Notes

• See TCC and TCC-MAI cards for notes.

Prepared by the Analysis and Reporting Unit of HIV Care Services, a program of Public Health Solutions
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FY 2010 FY 2011 FY 2012
608 433 638

362 252 328
HIV Status FY 2010 FY 2011 FY 2012 59.5% 58.2% 51.4%

158 196 256 179 110 170
26.0% 45.3% 40.1% 29.4% 25.4% 26.7%

412 235 381 29 41 60
67.8% 54.3% 59.7% 4.8% 9.5% 9.4%

12 0 0 1 2 4
2.0% 0.0% 0.0% 0.2% 0.5% 0.6%

20 0 0 2 1 1
3.3% 0.0% 0.0% 0.3% 0.2% 0.2%

6 2 1 0 9 6
1.0% 0.5% 0.2% 0.0% 2.1% 0.9%

35 18 69
5.8% 4.2% 10.8%

FY 2010 FY 2011 FY 2012
160 117 140

26.3% 27.0% 21.9% FY 2010 FY 2011 FY 2012
64 153 247 1 0 1

10.5% 35.3% 38.7% 0.2% 0.0% 0.2%
5 21 19 0 3 4

0.8% 4.9% 3.0% 0.0% 0.7% 0.6%
2 61 118 29 64 88

0.3% 14.1% 18.5% 4.8% 14.8% 13.8%
211 132 212 78 72 118

34.7% 30.5% 33.2% 12.8% 16.6% 18.5%
204 155 154 268 160 206

33.6% 35.8% 24.1% 44.1% 37.0% 32.3%
232 133 212

38.2% 30.7% 33.2%
FY 2010 FY 2011 FY 2012 0 1 9

172 126 147 0.0% 0.2% 1.4%
28.3% 29.1% 23.0%

424 298 472
69.7% 68.8% 74.0%

11 6 11
1.8% 1.4% 1.7%

1 1 0
0.2% 0.2% 0.0%

0 2 8
0.0% 0.5% 1.3%

Combined Base and MAI Transitional Care Coordination

Total Number of Clients* Receiving Services Clients by Race & Ethnicity

*Unduplicated Clients FY 2010 FY 2011 FY 2012

Black

HIV Positive, 
Non AIDS Hispanic

CDC-Defined AIDS White

Family Member / 
Significant Other

Asian/Pacific 
Islander

PLWHA Age 50+

Negative Native 
American

Unknown / Pending More Than 
One Race
Other / 
UnknownClients by Special Populations

Age 50+

Male

Unknown

Transgender Female

Women of Color Clients by Age

MSM & TG Age 0 - 12

Young MSM Age 13 - 19

Homeless

Transgender Male

Unknown
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Expenditures
# of Contracts Number of contracts
Ranking Service category ranking based on NYC EMA Priority Setting Committee
RW Part A Allocation Total award amount dedicated to provision of services for either Base-funded programs or MAI-

funded programs based on the Modified Spending Plan.
Service Category Allocation (SCA) The original service category award amount
SCA as % of RW Part A Allocation Service category allocation as percent of Ryan White Part A Program Allocation
Carryover Amount carried over from previous fiscal year
Modification Amendments, enhancements, and takedowns reported throughout the fiscal year
Modified Spending Plan (MSP) The amount equal to the service category allocation plus the carryover and modification amounts
YTD Expenditures Year-to-date Expenditures
% Exp. from SCA Percent Expended, out of Service Category Allocation (SCA)
YTD Unexpended from SCA Year-to-date Unexpended, out of Service Category Allocation (SCA)
% Unexp. from SCA Percent Unexpended, out of Service Category Allocation (SCA)
MSP as % of RW Part A Allocation Modified Spending Plan (MSP) as percent of Ryan White Part A Program Allocation
% Exp. from MSP Percent Expended, out of Modified Spending Plan (MSP)
YTD Unexpended from MSP Year-to-date Unexpended, out of Modified Spending Plan (MSP)
% Unexp. from MSP Percent Unexpended, out of Modified Spending Plan (MSP)

Primary Care Status Measures (For categories that are required to report PCSM data)
Clients active Of all open clients in the year, the number who were continuously enrolled throughout the trimester 

and who received at least one service during the trimester.  Continuously enrolled is defined as 
being open before the start of the 4-month period with no closures before the end of the period.

Clients with a PCSM form completed Percentage of active clients with documentation of a PCSM form (including intake, PCSM, and 
Special Assessment forms) completed for that trimester.

Clients with VL documented Of clients with a PCSM form completed, percentage of clients with at least one viral load laboratory 
test reported in the trimester.  Viral load laboratory test date may have been before the trimester.

Clients with CD4 documented Of clients with a PCSM form completed, percentage of clients with at least one CD4 laboratory test 
reported in the trimester.  CD4 laboratory test date may have been before the trimester.

Clients with PCP visit documented Of clients with a PCSM form completed, percentage of clients with at least one PCP visit reported 
in the trimester.  PCP visit date may have been before the trimester.

Units of Service (Reimbursable services for performance-based contracts and all services except follow-up and 
reassessments for cost-based contracts.)

Projected Units Number of projected units of service
Actual Units Number of actual units of service provided
Variance Number of actual units of service minus number of projected units of service

Total Clients
Total Number of Clients Receiving 
Services

Distinct count of the unduplicated Client ID (CID Prime according to a DOHMH cross-eSHARE 
review provided to HIVCS on 3/13/13) and/or electronic Unique Client Identifier (eUCI).

Testing (Testing contracts only)

Clients Distinct count of the unduplicated client identification numbers of those tested
Rapid Tests Number of distinct rapid tests administered
Positive Rapid Tests Number of distinct positive rapid test results
Confirmatory Tests Number of distinct confirmatory tests administered
Positive Confirmatory Tests Number of distinct positive confirmatory test results
Linked to Care Number of HIV-positive clients linked to HIV primary care
Positivity Rate Rapid Percent of positive rapid tests out of the total rapid tests administered
Positivity Rate Confirmatory Percent of positive confirmatory tests out of the total rapid tests administered

HIV Status
HIV Positive, Non AIDS HIV-Positive, AIDS Status Unknown;

HIV-Positive, Not AIDS; 
HIV-Infected, Pediatric; 
HIV-Vertical (Perinatal) Exposure

CDC-Defined AIDS HIV-Positive, CDC-Defined AIDS
Family Member/Significant Other HIV-Affected (Pediatric);

HIV-Negative, Affected
HIV Negative HIV-Negative Seroreverter; 

HIV-Negative, At Risk, Not Affected
Unknown / Pending Unknown/Unreported

Glossary of Terms

Clients by Special Populations (Special Populations identified in the FY 2014 Ryan White Grant Application)

Total Clients Total number of Clients Served
Women of Color Clients identifying gender as female, and race not categorized as White (as defined below)
MSM & TG Clients identifying gender as male and indicated having sex with males, or identifying gender as 

transgendered
Young MSM Clients aged 13-24, identifying as male and indicated having sex with males
Immigrants Clients identifying as special population "Immigrants" or Citizenship marked as "Other" or "Outside 

of the US"
PLWHA Age 50+ Clients with a positive HIV or AIDS status and aged 50 or over
Homeless Clients identifying as special population "Homeless" or indicated housing as homeless

Clients by Gender
Female Clients identifying gender as female
Male Clients identifying gender as male
Transgender Female Clients identifying gender as transgendered female
Transgender Male Clients identifying gender as transgendered male
Unknown Client did not indicate gender, or selected "Other", or the same CID Prime or eUCI had multiple 

genders entered

Clients by Race & Ethnicity
Black Clients identifying as Black / African American and non-Hispanic
Hispanic Clients identifying as Hispanic and any other race
White Clients identifying as White and non-Hispanic
Asian/Pacific Islander Clients identifying as either Asian or Native Hawaiian / Pacific Islander and non-Hispanic
Native American Clients identifying as American Indian or Alaska Native and non-Hispanic
More Than One Race Clients identifying as more than one race and non-Hispanic
Other/Unknown Clients identifying as Some Other Race and non-Hispanic, clients with race and ethnicity as 

unknown or unreported, or the same CID Prime or eUCI had multiple races entered

Clients by Age
Age 0-12 Clients aged 0-12
Age 13-19 Clients aged 13-19
Age 20-29 Clients aged 20-29
Age 30-39 Clients aged 30-39
Age 40-49 Clients aged 40-49
Age 50+ Clients aged 50 and over

Unknown Clients did not enter date or year of birth or the same CID Prime or eUCI had different years of birth

Miscellaneous
FY 2010 Fiscal Year 2010   Base: March 2010-February 2011; MAI: August 2010-February 2011
FY 2011 Fiscal Year 2011   Base & MAI: March 2011-February 2012
FY 2012 Fiscal Year 2012   Base & MAI: March 2012-February 2013
Cost-based Payment method where contractors are reimbursed for itemized expenses including personnel, 

rent, utilities, and supplies
Performance-based Includes fee-for-service, deliverables-based, and per-member-per-day reimbursement. Fee-for-

service method of payment where the agencies have negotiated rates for each unit of service 
provided. These rates include all expenses associated with providing that unit of service including 
staff time, supplies, and rent and utilities.

Glossary of Terms



2012 NY EMA Client 
Satisfaction Survey: Pilot 

Findings 
  

 
 



P I L O T  F I N D I N G S

2012 NY EMA CLIENT SATISFACTION 
SURVEY 

Thursday, March 14, 2013

• Mary Irvine, DrPH, MPH – Director, 
Research and Evaluation Unit

• Matthew Feldman, PhD, MSW- Senior 
Research Analyst

• Stephanie Chamberlin, MIA, MPH -
Evaluation Specialist

• Elena DiRosa, MPH – Evaluation 
Specialist

• Sunoz Soroosh, MPH - Consultant

• Beau Mitts, MPH – Director, Technical 
Assistance

HIV Care, Treatment 
and Housing Program
Bureau of HIV/AIDS 
Prevention and Control
New York City 
Department of Health 
and Mental Hygiene
(NYC DOHMH)

FINDINGS FROM A 
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OUTLINE  

Why measure satisfaction?
The NYC EMA’s Approach: Measuring client 
satisfaction across the RW Part A portfolio
The survey sample and demographics
Findings: Perceived treatment and satisfaction 
Findings: Survey completion process
Discussion: Lessons learned, limitations, next steps

MORE THAN A 
REQUIREMENT 

WHY DO WE CARE ABOUT CL IENT  SAT I SFACT ION?



CONNECTIONS BETWEEN CLIENT SATISFACTION AND 
THE GOALS OF THE NATIONAL HIV/AIDS STRATEGY1 

A. Improving health outcomes for people living with HIV
Research has shown that higher satisfaction levels related to2:
Maintaining more stable relationships with health
care providers
Complying more closely with medical advice and
treatment
Keeping appointments

B. Reducing HIV-related health disparities
Addressing both access and quality of care
Pursuing a client-centered approach to evaluation

C. Achieving a more coordinated response 
Ensuring a consistent measurement of satisfaction across 
service categories and service sites

1 National HIV/AIDS Strategy for the United States. July 2010.
2  New York State Department of Health, AIDS Institute. “Patient Satisfaction  Survey for HIV Ambulatory Care”. March 2002.

THE PURPOSE OF THE NYC EMA’S 
SATISFACTION SURVEY 

• Improve quality service delivery through feedback 
to stakeholders and service providers.

• Inform the Part A planning process and the Care, 
Treatment and Housing Program’s technical 
assistance for service providers.

• Gain portfolio-wide information about the clients’ 
experiences of Ryan White Part A services.

• Provide a more comprehensive picture of services 
by complementing other program monitoring and 
evaluation efforts.

INFLUENCES ON SATISFACTION 

• Actual quality of care and happiness with services received

• Experiences with other service providers

• Individual life experiences:
life stressors
long travel time 
frustrations due to wait time 
positive life event

• Lower expectations or lack of comparison 
Limited choices in service providers can change perceptions of “good”

• Selection factors (the client who receives services)
Some clients may leave care if they are unsatisfied

• Fear of negative consequences, such as losing services 
Clients are aware of changes in the funding and policy environment

KEY FINDINGS 

This presentation will go into more depth regarding these 
central findings, for 5 service categories across NYC:

• High satisfaction was reported across service categories
> 4 on a scale of 1 to 5, with 5 signifying highest satisfaction
Average = 4.22

• Only 4% of clients reported feeling treated poorly

• The satisfaction tool appears to be both valid and 
reliable (Cronbach’s alpha >.8)

• There are issues with the literacy level of the tool
This is most clearly demonstrated by differences in education 
levels



APPROACH 
THE  SURVEY PROCESS

WHAT IS CLIENT SATISFACTION? 

• We measured satisfaction based on:
Client benefits (Perceived outcomes 
- behavioral, clinical, and social)
Appropriateness of services
(Language, culture, life situation)
Quality of care (Structural, 
technical, interpersonal)
Accessibility (Location, time, hours)

ITEM SELECTION 

100 Items:
• Grantee surveys
• AIDS Institute Surveys 1

Case Management
Mental Health
General

• PACIC (Patients' Assessment 
of Care for Chronic 
Conditions)2

• PSQ III (Patient Satisfaction 
Questionnaire) and PSQ 18 3

Revised 50 
Items

17-Item Satisfaction 
Scale 

1New York State Department of Health, AIDS Institute. “Patient Satisfaction Survey for HIV Ambulatory 
Care.” March 2002.  
2Glasgow RE, et al. “Development and Validation of the Patient Assessment of Chronic Illness Care 
(PACIC)”. Medical Care. 2005. 436-444.
3Marshall, GN, Hays, RD. “The patient satisfaction questionnaire short-form (PSQ-18)”. RAND. 1994:7865.

Stakeholder 
Input

17 questions with 5 categories: 

  

2 additional closed-ended satisfaction items
Overall satisfaction
Treated Poorly

2 open-ended questions
How to increase satisfaction 
Share your experience

Length of time receiving services

5 demographic questions
Age
Race/Ethnicity
Gender
Education
Borough

FINAL TOOL: SURVEY FORMAT 

Strongly Agree  Agree   Neutral  Disagree  Strongly Disagree



SURVEY SAMPLE 
CLIENT SAT I SFACT ION SURVEY  (CSS)

SCOPE OF PILOT: NYC 

• In 2012, there were 195 Ryan White Part A contracts, 
awarded to 112 agencies across the NY EMA 

• For the pilot survey we included: 65 agencies with 82
contracts in 5 service categories in NYC

Care
Coordination

(28)

Harm Reduction
(25)

Mental Health 
(12)

Supportive
Counseling

(6)

Legal Services
(11)

RYAN WHITE SERVICE PROVIDERS IN 
NYC 



PILOT PHASE: DATA COLLECTION 

• Data collected over 6 weeks in February/March 2012
• Anonymous and confidential data collection: secure 

boxes placed at each agency

• Hard-copy survey responses in English and Spanish were 
collected (no electronic responses)

RESPONSE RATES  

51%

70%

54%
59%

39%

56%

25%
36% 31%

36% 34% 30%

0%

50%

100%

Care
Coordination

Harm
Reduction

Mental
Health

Supportive
Counseling

Legal Survey
Total

Response-%
of minimum
sample

Response-%
of active
clients

Total Number Surveys Returned
CC HR MH SC LE Survey 

Total

825 776 330 147 126 2204

COMPLETED SAME SURVEY IN PAST 2 
MONTHS 

6%

70%

5%

20%

Completed Same Survey

Yes
No
Not Sure
Missing
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SERVICE TYPES 

# of Service Types Selected by Service Category

LE
MH
HR
SC
CC

DEMOGRAPHICS: RACE/ETHNICITY 

49%

31%

8%
3% 3%

7%

54%

34%

8%

1% 0%
3%

Black/African
American

Hispanic/Latino White/Caucasian Asian/Pacific
Islander

Multiracial Other/Missing

Total Race/Ethnicity - %
CSS (%) Active Client Population (%)

DEMOGRAPHICS: GENDER 

56%

39%

2% 4%

61%

38%

1% 0%

Male Female Transgender Other/Missing

Total Gender - %
CSS (%) Active Client Population (%)

DEMOGRAPHICS: AGE 

5%

14%

21%

35%

18%

4% 4%

8%

15%

22%

35%

17%

4%
0%

Under 24 25-34 35-44 45-54 55-64 65 or older Missing

Total Age - %
CSS (%) Active Client Population (%)



DEMOGRAPHICS: BOROUGH 

32%
29%

20%

10%

4% 5%

30% 30%

23%

9%

4% 3%

Brooklyn Bronx Manhattan Queens Staten Island Other/Missing

Total Borough- %
CSS (%) Active Client Population (%)

DEMOGRAPHICS: EDUCATION 

41%

59%

47%
53%

Below High School High School or Above

Highest Level Education* - %
CSS (%) Active Client Population (%)

*Data on education was limited due to differences in data collection systems.  
Thus, missing data is excluded from the denominator .

LENGTH OF SERVICE TIME 

5%

20%

14%

24%

38%

Length of Time Coming to Agency (CSS) 

< 1 Month
1-5 Months
6-11 Months
1-2 Years
> 2 Years

FINDINGS 
CLIENT SAT I SFACT ION SURVEY  (CSS)



PERCEPTION OF TREATMENT 

4%

96%

Felt Treated Poorly*
Yes No

* Percentages are out of those who responded to this question; missing data (9%) is excluded from the denominator.

PERCEPTION OF TREATMENT 

6%

4%
3%

2%

1%

4%

Harm
Reduction

Supportive
Counseling

Care
Coordination

Mental Health Legal

“Yes” Felt Treated Poorly – By Service Category
% - Service Category % - Survey Total

PERCEPTION OF TREATMENT 

52%

31%

9% 7%
1%

Felt Treated Poorly- Yes

% of Total Survey Clients Who Responded 
“Yes” to “Felt Treated Poorly,” by Service 

Category
HR CC MH SC LE

PERCEPTION OF TREATMENT: REASON  

15%

13% 13%

10%

8% 8%

6%

15%

13%

Reason Clients Felt Treated Poorly



PERCEPTION OF TREATMENT: REASON 

# - Reason Felt Treated Poorly
CC SC HR MH LE

PERCEPTION OF TREATMENT: 
QUALITATIVE RESPONSE EXAMPLES 

Can’t be 
helped or 

seen

Disagreements 

Group 
Disrespect

Haters
My counselor 
was strange

Change from 2nd patient 
navigator to a 3rd patient 

navigator. I should have been 
contacted by management or 
Dr. *** about such changes and 

why!!                                

CHANGES 
IN 

THERAPIST
Being white I feel a lot of 

reverse discrimination             

SURVEY SCALE: MISSING DATA 

7%

93%

% of Respondents Who Missed >2 or Checked All 
Same Responses

Excluded from 17-Item
Scale Total Analysis

Included in 17-Item
Scale Total Analysis

(Missed >2 or Checked Same) 

PRELIMINARY FINDINGS 

• Summary scores on 17-item satisfaction scale, on a 5-point 
scale, where 5 = Strongly Agree (i.e. Most Satisfied):

Mean =4.22  
Median =4.27

• Scores on 1 item measuring overall satisfaction, with a 6-point 
response scale, where 6 = Very Satisfied

Mean =5.42 
Median =6.0 

89%

36
%

2.5 3.5 +- 11%<1%
51

61%2 +- 2%1%
61 3.5 5



SATISFACTION 

4.4 4.38 4.28 4.27

4.05

4.47 4.47 4.33 4.29

4.05

1

2

3

4

5

Supportive
Counseling

Legal Care
Coordination

Mental Health Harm
Reduction

Mean and Median Satisfaction by Service Category

Mean
Median
Total Mean
Total  Median

SATISFACTION 

4.46
4.374.364.364.314.294.274.234.22 4.2 4.184.154.144.11

4.01
3.91 3.85

3.5
3.6
3.7
3.8
3.9

4
4.1
4.2
4.3
4.4
4.5
4.6

Total Average Score

Satisfaction Average Score

N NN NN NN N

     N = Negatively-Worded Question

SURVEY COMPLETION 
PROCESS 

EDUCAT ION AND L I TERACY

RECEIVED HELP COMPLETING SURVEY 

17%

75%

1%
6%

Survey Sample: Received Help

Yes
No
Not Sure
Missing



SUB-GROUP DIFFERENCES IN 
SATISFACTION 

• There was no difference (statistical) in satisfaction for 
those who received help vs. those who did not (p=.305*).

• There was no difference (statistical) in satisfaction 
between surveys completed in English vs. Spanish 
(p=.17*).

• Those with higher education had statistically higher
average satisfaction levels on the 17-item satisfaction 
scale (p=.000*).

<High School >= High School 

Mean 4.1843 4.2636 

*Mann-Whitney test

• There was no relationship (statistically) between missing 
questions and education (p=.112*). 

• For surveys completed in Spanish or English, there was no 
relationship (statistically) between missing questions and 
receiving help (p=.845*).

• Those with high school education or above were 
statistically less likely to have received help with 
completing the survey(p=.000*).

• On average, satisfaction scores for negatively-worded 
questions were statistically lower than for positively-worded 
questions  (p=.000**)

*Chi-square test (Yates)
**Wilcoxin Signed Rank test

COMPLETING THE SURVEY 

DISCUSSION 
KEY  TAKE-AWAYS

LIMITATIONS: APPLYING FINDINGS 

• Only measured people who are currently engaged
• Difficult to speak to satisfaction with offsite services 
• Findings may not be specific to Ryan White-funded 

services
• Findings are not generalizable beyond the service 

provider and service category
• Literacy, language and education barriers may have 

limited client feedback
• Example: Negatively-worded questions

• Positive response bias (e.g. concern with losing services)
• Tool is still being tested and refined
• Contextual and qualitative feedback is limited



KEY TAKEAWAYS 

Demographically representative sample

High level of satisfaction across service 
categories

Differences in satisfaction by education 
level

Literacy issues appear to be related to 
appropriate survey completion

NEXT STEPS 

• Revising the survey tool and testing it again with 
additional service categories

• Utilizing existing service provider meetings to 
distribute survey materials and provide trainings

• Utilizing findings from other data sources (e.g. 
CHAIN, comprehensive plan, focus groups) to 
provide context for analyses

• Implementing the survey electronically through 
an online tool (ACASI)

ELECTRONIC SURVEY 

• Delivering survey electronically will allow us to:
Conduct survey across the entire EMA and all service 
categories
Address literacy issues via the addition of French surveys 
and audio assistance with clear visual cues
Improve response rates through ease of access (can be 
submitted via internet at home or any convenient 
location)
Analyze data quickly 

-Improved data quality through electronic validation 
(less time needed to clean data)

-Data automatically entered (no need for data entry)

• Some questions remain regarding the most 
confidential manner for implementation

RECOMMENDATIONS 

• Tailor quality management initiatives to 
address satisfaction survey findings
• Staff meetings/trainings to address satisfaction 

scale questions with low scores
Ex.: Emphasis on how to improve client comfort when 
sharing personal information with providers

• Consider holding focus groups and/or 
discussing survey results with Community 
Advisory Boards

This will provide additional context to understand 
findings and areas for quality improvement



QUESTIONS? 

Thank you!
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INTRODUCTION

Purpose of 2009 Focus Groups
• Provide the NYC DOHMH and the 

Priority Setting/Resource Allocation 
Committee (PS/RA) of the Planning 
Council (PC) with consumer input for 
the planning and delivery of services

• Provide consumer-driven data with 
relevance to the “access to care and/or 
maintenance in care” and “specific 
gaps/emerging needs” priority-setting 
criteria



Context of 2009 Focus Groups
• In 2008 & 2009, DOHMH undertook two newer 

approaches to gathering consumer data: 
Consumer focus groups (conducted spring ‘08 and spring ‘09) 
The Return-to-Care Survey (conducted spring ‘08 and summer 
’09, with clients previously disconnected from HIV primary care)

  
• These data are limited to the self-reported 

experiences, perspectives and opinions of a 
relatively small number of participants

However, they offer a valuable source of input when examined 
in combination with Ryan White program data, CHAIN data, 
local HIV/AIDS surveillance data, and other information sources 
available to the EMA (e.g., the MMP, Payor of Last Resort tool).

METHODS

Research Methods 

• Used two tools to gather consumer data
Brief Quantitative Survey

– Consumer Demographic & Service Assessment 
Qualitative Focus Groups

– Consumer Focus Group Interview Guide 

• The project as a whole was qualitative, with a 
quantitative component for capturing some 
information from individual participants.

• Names & other identifiers were not collected.

Focus Group Protocol
2009 Consumer Focus Group Guide sections: 

1. Assessment of services as relevant to HIV 
primary care utilization & consumer needs

2. Satisfaction with quality of Part A services
3. Geography and special populations
4. Other health concerns 
5. Participating in improvement and planning 



Qualitative Approach
• Gives voice to participants and their perspectives
• Uses participants’ frames of reference and language
• Begins with general question or problem
• Generates hypotheses from the data collected 
• Attends to unexpected or emerging findings
• Relies on rich, narrative data collected from specific 

populations of interest 
• Aims in analysis to characterize common themes

Limitations 
• Findings cannot be generalized to the 

larger HIV services consumer population. 
• Method does not permit causal inference.
• Not all consumer populations could be 

represented. 
• Data can potentially be skewed by group 

dynamics

QUANTITATIVE DATA

Brief Quantitative Survey
• The Quantitative survey covered participant 

demographics and assessment of services
Records the demographic makeup of the overall sample and 
individual group sessions 

Allows for comparisons of service assessments and service 
satisfaction between groups

Allows for (a) demographic comparisons with the RW client 
population and the 2008 Consumer Focus Groups, as well as 
(b) comparisons to the quantitative service assessment 
results from the 2008 Consumer Focus Groups 

• Structured data collection instrument to control how 
questions were asked and answered, for consistency

All participants responded to the same set of questions and had 
the same response options 



Focus Group 
Sample 

• 12 Groups
• 125 Participants, 

representing 38 
agencies

• Conducted in late 
March/early April 
2009

Prevalence of HIV by NYC neighborhood, 2006

Staten 
Island 
n=12

Brooklyn 
Women 

n=8

Brooklyn 
Men   
n=7

Older 
Adults, 

Manhattan 
n=11

New 
Releases, 
Queens 

n=14 

Bronx 
n=12

Transgender, 
Bronx     
n=13

Queens 
n=17

Spanish 
Language, 
Manhattan 

n=11

Young 
Adults, 

Manhattan 
n=7

Manhattan 
Women 

n=5

Manhattan 
Men     
n=8

Sample Characteristics (n=125) 

Participant Sex at Birth

Male, 55%

Female, 
42%

Intersex, 
2%

Missing, 
1%

Participant Gender Identity 
Transgender  

F-M
2%

Transgender 
M-F, 5.79%

Transsexual 
M-F, 0.83%

Transsexual  
F-M
2%

Multiple 
Response, 

2.48%

Male/Man, 
47.93%Female/ 

Woman
40%

Participant Primary Racial Identity

African 
American/Black, 

59.20%
White/Caucasian, 

6.40%

Multi-Racial, 3.20%

Native 
American/Alaskan 

Native, 1.60%

Asian, 3.20%

Missing , 4.80%

Other, 21.60%

Participant Ethnicity

Bad Data, 1.12%
Hispanic/Latino

32.58%

Not 
Hispanic/Latino, 

66.29%

Sample Characteristics cont.
Participant Borough of Residence

Manhattan, 
15.32%

Brooklyn, 
25.81%

Bronx, 27.42%

Queens, 
20.97%

Staten Island, 
9.68%

Multiple 
Response, 

0.80%

Current Membership in a Community 
Advisory Board or Group

No, 45.00%

Bad Data, 
0.83%

Multiple 
Response, 

0.83%

Yes, 53.33%

Participant Current HIV/AIDS Status

HIV+, no 
current AIDS 
Dx, 55.74%

Current AIDS 
Dx, 37.70%

Bad Data, 
0.82%Not HIV+, 

5.74%

The majority of participants had been receiving Ryan White Part A services for a year or more

Mean age: 46.7 years (range 19-68 years)

Participant Age 

45-54 yrs, 
52.80%

35-44 yrs, 
10.40%

25-34 yrs, 
4.80%

65+ yrs, 
1.60%

18-24 yrs, 
10.40%

Missing, 
1.60%

55-65 yrs, 
18.40%

Assessment of Service Importance or 
Usefulness for Access to HIV Primary 

Care  

82.6% 82.5% 82.3% 80.0% 79.8%
88.4%

75.7% 75.0% 73.5% 72.7%
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10.0%
20.0%
30.0%
40.0%
50.0%
60.0%
70.0%
80.0%
90.0%

100.0%

Pe
rc

en
t

CORE SERVICES                        SUPPORT SERVICES 

Access to HIV Primary Care 
Percentage Ranking Service as Essential



Assessment of Service Importance or 
Usefulness for Access to HIV Primary 

Care – Top 3 forced choice

26.1%
23.9%

22.1%

47.1%

23.6%

19.0%

0.0%

5.0%

10.0%

15.0%

20.0%

25.0%

30.0%

35.0%

40.0%

45.0%

50.0%

Medical Nutrition
Therapy

Mental Health
Services

Early Intervention
Services

Housing Services Emergency Financial
Assistance

Outreach Services

Pe
rc

en
t

CORE SERVICES                          SUPPORT SERVICES

Access to HIV Primary Care
Most Important (forced choice) Core & Support Services 

Assessment of Service Importance or 
Usefulness for Remaining in HIV 

Primary Care

89.5%
82.5% 80.9% 80.7% 79.6%

87.1%
74.8% 73.9% 72.2% 71.4%
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Remaining in HIV Primary Care 
Percentage Ranking Service as Essential 

Assessment of Service Importance or 
Usefulness for Remaining in HIV 

Primary Care – Top 3 forced choice

28.9%

25.2%
22.8%

41.7%

16.5% 16.3%

0.0%

5.0%

10.0%

15.0%

20.0%

25.0%

30.0%

35.0%

40.0%

45.0%

50.0%

ADAP Mental Health Services Outpatient/Ambulatory
Health Services

Housing Services Non-medical Case
Management

Emergency Financial
Assistance

CORE SERVICES                        SUPPORT SERVICES    

Remaining in HIV Primary Care
Most Important (forced choice) Core & Support Services 

Assessment of Service Satisfaction

70.9% 69.9% 69.4% 69.0% 68.2% 67.9% 67.5%
62.5% 62.5% 62.2%
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Participant Satisfaction with Services
Percentage indicating Very Satisfied with the Service

(only those who used the service)



Assessment of Service Satisfaction –
Top 3 forced choice

32.3%

27.8%

22.4%
24.8%

19.8% 19.7%
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5.0%

10.0%

15.0%

20.0%

25.0%

30.0%

35.0%

40.0%

45.0%

50.0%

Outpatient/Ambulatory
Health Services

AIDS Pharmaceutical
Assistance

Health Insurance
Premium & Cost

Sharing Assistance

Housing Services Food Bank/Home
Delivered Meals

Emergency Financial
Assistance

Pe
rc

en
t 

CORE SERVICES                                      SUPPORT SERVICES 

Participant Satisfaction with Services 
Top 3 Very Satisfied (forced choice) Core & Support Services

(only those who used the service)

QUALITATIVE DATA

Access to and Maintenance in 
HIV Primary Care

3 main types of factors described:
Consumer-Centered Factors
Systemic Factors
Specific Services Facilitating Care 

Consumer-Centered Factors



Becoming an HIV Patient
• Participants discussed the process of “becoming” a 

patient. For some, “becoming” an HIV patient required 
acknowledging their diagnosis. 

The time required by this process could delay entry into care 

• The process of “becoming” a patient involved:
Learning and understanding HIV-related health issues
Becoming aware of available services
Learning to navigate the system and self-advocate for 
services

• After “coming to terms” with their diagnosis, 
consumers said they were able to “take control” of their 
health, including maintaining consistent HIV care.

Addressing the “Whole Person”
• Participants expressed wanting providers to 

acknowledge the “whole person” behind the client:
So if there’s not a proper assessment of where the 
client is, where the consumer is, then you can’t truly 
help them, if they need cooking classes, if they need 
assistance getting to medical appointments, if they 
need legal assistance, you have to deal with where 
they are, as they are. (Staten Island 032309)

• Participants drew a connection between having the 
needs of the “whole person” addressed and being 
more engaged in care, having higher levels of 
satisfaction, and maintaining continuity of care.

Systemic Factors

Eligibility Criteria
• Participants perceived eligibility for some services as being 

based on poor health, co-morbidity and/or risky behaviors  
(e.g., drug use), thus creating an incentive for poor health.

• Participants described the frustration of services being 
discontinued once health indicators improved or 
employment increased (full-time), penalizing those engaged 
in positive behaviors like working or adhering to treatment.

Most supportive services, got to really be an AIDS diagnosis 
to get it. And I wasn’t there yet and I didn’t know that but I was 
still fighting it so I was neglecting health to try to get 
supportive services and with that. I went down to an AIDS 
diagnosis and then I was like okay. (Manhattan III 032809)



Information on Services
• Participants described difficulties with getting useful 

information on services. 
Some reported turning to peers and support groups as 
alternative information sources.
Some said case managers served as gate keepers of 
information and did not disclose all available services.

I learned more from the residents in the shelter than I did 
from the medical and [Program] workers. I learned about 
housing, I learned about medication. Before that I 
actually never learned about it. And then when I asked, 
they said, oh yeah, well that-that’s an issue, or that’s a 
problem. Well why didn’t you tell me that in the 
beginning? (Staten Island 032309)

Health Coverage
• Instability in insurance coverage was described as 

creating a stressful environment and deterring 
consumers from accessing/staying in care, due to: 

Concern that some services would not be covered 
by health plans
Losing coverage (e.g., with changes in employment, 
non-renewal of Medicaid)
Changes in medical plans or in coverage within 
plans

• Participants praised ADAP for quickly providing 
alternative  coverage.

    

Specific Services Facilitating Care 

Housing Services

• Housing services were described as essential for both 
accessing and maintaining HIV care.

• Consumers discussed difficulty meeting the eligibility 
requirements for housing, uncertainty about how to access 
housing services, and low-quality housing (especially
SROs).

Without housing, we’re not going to go to the doctor, we’re not 
going to take meds, and we don’t give a damn. (Brooklyn I 
031809)



Case Management
• Participants varied in their feelings about case management. Some 

praised case managers for adequately addressing consumer needs:

I’ve been dealing with a lot of things with insurance on a month to month basis 
and changing but it’s been useful because they know, so they have been able to 
help guide me. (Manhattan III 032809)

• Others were critical about whether/how much case managers: 
Assessed consumers’ needs
Linked with other services 
Assisted with treatment adherence 
Helped with navigating health insurance plans or the system 
Provided individualized, consistent attention 
Had or shared knowledge of services 

Substance Abuse Services

For many participants, drug use had at some 
time emerged as an impediment to their health.
Substance abuse services were described as 
facilitating consumers’ access to/maintenance 
in HIV care. These services were perceived as 
useful and readily available.

I was in [substance abuse] treatment and I found they are very 
helpful, and a lot of people that wanted, you know, to stop doing 
what they were doing [drug consumption] and be healthy […] 
that’s the best place to go. (Queens I 032009)

ADAP
• Many participants described ADAP as essential for 

maintenance in care. 

• ADAP was described as easier and faster to obtain 
than other services (even in emergency situations):
   He [doctor] put me on ADAP and it came right away.  The 

services just kicked in right away and they stay with you 
until you get Medicaid […]  So that’s a very good service 
right there. (Bronx I 032509 )

• ADAP facilitated continual access to HIV medication:
When my SSI case closed, my Medicaid was turned off. 
And ADAP immediately, jumped into, um, I think within a 
week I was able to get my medications. (Manhattan IV 
040309)

Other Factors Facilitating Care

• Quick turnaround for receipt of services 

• Consumers advocating for services for themselves 

• Pharmacists helping to schedule prescription refills 

• Transportation to and from appointments 

• Providers being responsive to consumers’ needs  

• A One-Stop Shopping model of care 



Geography

Geography
• Participants perceived Manhattan agencies providing the 

highest quality services, while other boroughs provided 
acceptable care. 

• Participants weighed the decision to obtain care close to 
home or in other neighborhoods where services were 
perceived to be better or where they expected more privacy. 

• Participants described varying enforcement of eligibility 
criteria depending on where they went. Some traveled to 
locations where services were more readily available.

Within two hours my rent was paid, my light was paid, I had 
emergency food stamps in my hand […]  He was like, I don’t 
understand why they couldn’t do that for you in Brooklyn.  You had to 
come all the way over here [Manhattan]. (Brooklyn I 031809) 

Staten Island
• Staten Island consumer focus group members 

overwhelmingly reported unacceptable care. 
Care perceived as potentially harmful 
Stigma
No designated AIDS Center
Limited time with providers 
Few prevention services 

    It’s almost as if they just put, you know, people here on 
Staten Island to die. (Staten Island 032309)

The medical services are very sub-standard, and to say 
sub-standard is to really give them a compliment.
(Staten Island 032309)

Special Populations 



Transgender

• Transgender participants described barriers to 
care due to stigma, provider biases, and not 
being able to change documents to reflect 
correct gender identity. 

• Participants expressed concerns regarding 
interactions between hormone therapy and HIV 
medications (may interfere with ARV 
adherence). 

Populations Over 50 Years  

• Older adults expressed concerns with providers being 
unable to discuss sexuality with their older clients. 

• Co-morbidity was described as a concern for older 
consumers. 

• These focus group participants were also concerned 
with the long-term effects of HIV medication. 

• Many participants described the lack of outreach to 
older adults (which could lead to later diagnosis). 

Community Advisory Boards

Non-Members of  Community Advisory 
Boards 

• Consumers who were not members of Consumer 
Advisory Boards (CAB) expressed the following:

Being unaware of the existence of CABs
Their agencies not having CABs due to lack of 
consumer participation 

   The information is not out there… I was a patient in 
[hospital] for two years before I even heard of 
Consumer Advisory Board existence. (Manhattan IV 
040309)



Members of Community Advisory 
Boards

 Consumers who were members of CABs expressed 
both positive and negative aspects of CABs: 

A place for consumers to get their voices heard 

A forum for information sharing among consumers 

Fighting and arguing, few meaningful discussions 

Frustration that some consumers attended for the 
incentives and did not take the CAB seriously 

An experience of concerns raised in the CAB not 
being thoroughly addressed

SUMMARY/RECOMMENDATIONS

Summary
Accounts offered by participants in these 12 NYC focus groups described:

• Different steps in “becoming” an HIV patient

• The importance of addressing the client as a “whole person”

• A critical view of the eligibility criteria for certain services

• Limited information on services

• Concerns about health insurance

• Mixed experiences with case management

• The importance of housing, ADAP, and substance abuse services

• The role of speedy/prompt services in increasing access to care

• Inconsistency of services by borough

• Limited knowledge of and participation in CABs

• Particular barriers experienced by special populations

Recommendations
Suggestions from participants in the focus groups included:
• Clarify eligibility criteria for services.
• Explore ways to reward proactive care & positive behaviors. 
• Make information regarding HIV services widely available.
• Aid consumers in navigating health coverage plans.
• Expand access to good-quality housing.  
• Improve linkages with other services (e.g., thorough 

assessment of consumer needs, one case manager referring 
to multiple services, doctor’s office as hub for services).

• Provide a One-Stop Shop model of care (with caveats). 
• Address needs in underserved areas like Staten Island.
• Provide services tailored to the needs of special populations.
• Increase CAB awareness among consumers and strengthen 

the role of CABs in improving services. 
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A total of six (6) listening sessions were held in the boroughs of Brooklyn, the Bronx, 
Manhattan, Queens, Staten Island, and Westchester County between May - June 2013. Five 
sessions were conducted in English, and one session was conducted in Spanish. All sessions 
were audiorecorded and transcribed. The following brief report summarizes key themes that 
emerged from analysis of listening session transcriptions. Data analysis was completed using 
Atlas.ti analytic software. Themes are presented as the most common responses to questions 
related to barriers and facilitators to accessing HIV testing and treatment services in New 
York. All quotes are italicized. 

Barriers to HIV testing 
A1. Lacking knowledge of HIV risks 
 The most commonly reported barrier to being tested for HIV was a general lack of knowledge of the risks of 
HIV transmission. Listening group participants indicated that despite education outreach efforts, many 
consumers are still unaware that they are at risk for HIV and therefore may not feel the need to get tested. 
Participants indicated that there is still a widespread misconception that HIV is transmitted only among men 
who have sex with men (MSM) and other at-risk groups, and that heterosexual men and women in long-term 
monogamous relationships are not at risk. 
 
I think the prevalent understanding of HIV and AIDS at this time [is] that when people think about it and look 
at it, the first thing…you know, they think that MSMs [are] the only one that’s getting this thing. People at 
high risk. Years ago, we always put the high risk categories and it was just thrown in everyone’s face - high 
risk category, you know…. So some people… they’re always thinking it’s just a gay thing. They still think it’s a 
gay thing. It’s amazing that that is occurring right now when heterosexuals are passing this thing on very 
much. 
-Brooklyn participant, male 
 
You know somehow we’ve got to get that message out, you know and also there’s still a lot of people that are 
so uneducated that they don’t think they’re at risk, you know so they don’t think they need to be tested. We 
have to let everybody know that if you’re having sex, period, you’re at risk, you know? If you’ve ever had more 
than one partner, you know, if you go with somebody new. You know everybody is at risk, because when I 
found out I was positive I was shocked, because I never found myself in that category where I thought I was at 
risk, you know? Not promiscuous, didn’t prostitute, never did intravenous drugs, did all the long term 
relationships, and yet I still wound up infected. If I had been a little more educated I might have seen the 
danger signs.  
-Staten Island participant, female 
 
A2. Sense of invulnerability  
Another commonly reported barrier to testing was a perception of invulnerability, which participants 
associated with consumers (particularly younger consumers) not taking HIV “seriously.” These related 
attitudes of invulnerability and dismissal of HIV can lead to consumers failing to prioritize testing, even if they 
suspect they have HIV. 
 
A lot of the younger community don’t care about the virus anymore. It’s a common cold to them. They don’t respect 
the virus as they used to when it was first discovered. They believe that ‘now I can get the virus, I’m going to take 
care, I don’t care’…. But the younger population, they don’t respect the virus. [They think] ‘I can get it, it’s going to 
pass.’ People are living longer. Before, people were looking like the virus. Now there’s no face of the virus so they 
don’t care. 
-Brooklyn participant, male 
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Because each generation, the farther away they get from what AIDS was really like when it came on the 
scene, they don’t know. They don’t know about what we saw when it first hit. So they don’t see those pictures 
and because everybody’s so sensitive, we’ve kept those pictures away from people. And it’s those kinds of 
things…. It becomes up to us to make sure the next generation understands, that they really comprehend the 
magnitude of the impact that HIV had but we don’t do that. We continue to look pretty, we continue to look 
healthy, and we continue as we say, we’re normalizing it. We’re kind of repositioning it in a way that they 
don’t see and understand the impact that it had in the early days. 
-Brooklyn participant, male 
A3. Not wanting to know status 
Participants also noted that many people do not get tested because they do not want to know their status. 
This theme is related to theme A5 – the continued stigma of being HIV positive and concomitant lack of social 
support for PLWHA. 
 
Fear of the answer. People don’t get tested because they don’t want to know, they don’t want to hear 
the answer they might get 
-Staten Island participant, male 
A4. Concerns regarding discretion and confidentiality  
Related to themes A3 and A5, participants explained that because of the stigma of HIV, many people may 
want to be very discrete about accessing testing services. People may be reluctant to even be seen near a 
facility known as an HIV treatment center. Additionally, participants noted that concerns regarding assurance 
of confidentiality of testing results may also prevent many people from being tested.  
 
When I was tested, I was sent to an agency where in front of their building, it said AIDS Task Force. I drove 
past, I never stopped in. Unfortunately, years after, they painted it over. It’s covered over. So not just stigma, 
it’s like identification, information.  
-Brooklyn participant, male 
 
Nothing is secret, nothing. I don’t care where you work. As long as you got people working, people do not hold 
water so they are not going to hold your information. That’s just being real about it. 
-Brooklyn participant, female 
 
A5. Stigma of HIV and lack of social support  
Many participants noted that people may not want to get tested due in large part to the continued stigma 
surrounding HIV. They explained that many people doubt whether their family and friends will support them 
if they disclose a positive status, and that to avoid rejection many people opt out of being tested altogether. 
 
When - once you find that information, you do not know who is going to be supportive. A lot of the people 
have families that are not supportive, that reject them….And the confidentiality concerns that are there. So I - 
definitely, support systems are necessary or essential actually in somebody finding out this information. 
-Manhattan participant, male 
 
Other participants noted that the lack of social support could be compounded for women with abusive 
partners. The partners may be controlling of the woman, and prevent her from accessing testing or 
treatment services.  
 
Depends on like well… women maybe… one have to come out to say where they are not allowed not, like in 
fear, which was when the domestic violence issue where she cannot even get out of the house, because he got 
so much control of her, and that is one of the other concerns. 
-Westchester participant, female 
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A6. Lack of knowledge of where to get tested and what services are offered. 
An additional barrier noted by participants was a general lack of knowledge on where to access testing 
services. 
One of the things that I wanted to say is that, a lot of times we do get the information, but we do not 
know, we know what to do with it, but you just cannot pick up the phone and make that call. 
-Westchester participant, female 

Strategies/facilitators to testing 
B1. More education outreach in multiple languages 
Participants emphasized the need for more education outreach in different venues – particularly schools  and at 
community events– to continue to let people of all ages know about the importance of regular HIV testing, where 
to access services, and their rights as patients. Participants noted that this outreach should be conducted in 
multiple languages, particularly in metropolitan New York with a large population of non-English speaking 
residents. 
 
I think with schools, the way to get information out, is to maybe make it mandatory to have an assembly 
in every high school, every middle school, where you have a packet with information built in, all 
languages you know, so that you can hand it to the student and have somebody speak on the issue….  
But, it should be something that is mandatory, that the health department initiates and takes care of. 
And, once the information is there in the packet with everything you have all talked about, then they 
have and then they can take that information, the proper information and do with it what they will…. 
Schools now are great opportunity to not just inform the students, but to inform the teachers, to inform 
the administrative staffs, people who really do not have an understanding of what AIDS is, what HIV is. 
Give it to them, make it mandatory that they have this assembly once a year. 
-Westchester participant, female 
 
B2. Greater utilization of peers for pre/post-testing counseling 
Participants agreed that greater utilization of peers to support pre- and post-test counseling could help to allay 
some of the fears/concerns that may prevent people from being tested. 
 
And, I know that in my case, I got someone that was positive, that held my hand and showed me the ropes, so to 
speak. So, that it is like you have to learn to navigate the system of HIV. So, sometimes you need someone, 
especially when you are newly diagnosed and you go through that mourning period and everything and then it sets 
in. You need someone to guide you and to show you and help you. 
-Westchester, female 

 
 

Barriers to accessing HIV treatment services 
 
C1. Concerns regarding confidentiality 
Beyond testing, concerns regarding confidential treatment and protection of status may impede consumers 
from regularly accessing treatment services. 
 
And so people fear that [loss of confidentiality], particularly those who are in constructs where they’re already 
living a double life. I deal with brothers on a regular basis who can’t let, don’t want to let their children know 
and don’t want to let their significant other know. So it’s not about other people, necessarily, but it’s about 
those particular people because if they found out it could wreak havoc in their life. 
-Brooklyn, male 
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Participants also noted that undocumented consumers face an additional barrier to accessing services, as 
they are afraid of being deported if their HIV status is disclosed.  
 
I am from [a hospital in Queens]; we have a lot of undocumented [immigrants]. So they come in, maybe they 
get tested. They find out they are positive but there is no next step for them really because they are 
undocumented. So now what do we do? They are afraid, they do not come back. We reach out to them. We 
try to grab them. We try to explain to them. But if there is nobody behind the staff or the students say, we are 
here to help you. You have got to take that stigma away. You have to let the undocumented [immigrants] 
know that we are not going to put you in the truck and then ship you back home again because you have HIV 
or AIDS.  
-Queens participant, male 
 
C2. Inconvenient clinic hours/wait times 
Participants explained that many people have difficulty accessing treatment if clinics are not open during the 
evenings or on weekends. Having clinics that are open during these times is particularly important for 
consumers who work full-time and are unable to take time off work to maintain their treatment schedule.  
 
The convenience, if you have a full time job or if you have a family, it might send a flag to your supervisor that 
you’re needing to go to the doctor more frequently than normal. I mean…if you’re going every three months, 
that may send up a flag…. And then the convenience, again, the weekends, being able to go on the weekends 
or at night. Maybe there should be a night clinic of healthcare. 
-Brooklyn participant, male 
 
Many of the patients that I have met don’t like to wait much time because some of them work, some have to 
pick up kids, and honestly the clinic doesn’t work with them to give them appointments that are appropriate 
for their lives…. That’s why many of the clients go through clinics and clinics, because truthfully they can’t go 
to clinics that have different hours and are not open after 5. So, if the clinic doesn’t work  the clients won’t go 
back. 
-Bronx participant (Spanish speaking), female 
 
Other participants noted that long wait times have discouraged them – and may discourage others – from 
regular visits to the clinic. 
 
I have not had a doctor’s appointment for the past year…. At one point I walked out of an office because I was 
technically there for three hours. I said this is enough. When you can see, call me. I will make an appointment 
to come in and see you. That is what I told the nurse. I said because I have waited up in here three hours…I 
said I am on my way home. [The nurse] said why? I said I have not seen a doctor… I said but it has been three 
hours. I said I am on my way home. I said I have to do stuff better than wait to see the doctor. 
-Manhattan participant, male 
C3. Inconvenient clinic location/lack of transportation 
Several participants – particularly those in Westchester County and Staten Island – noted it can be difficult to 
access needed treatment services when these services are in locations not easily accessed by public 
transportation.  
 
There’s always an issue with transportation. It’s either too difficult because of the fact that we are on Staten 
Island. We are on an island, we do have to take a boat to the train, you know and sometimes we have to take 
a bus to get to the boat and that’s the only issue that I see that’s really difficult. 
-Staten Island participant, female 
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C4. Poor provider-consumer relationship 
Participants explained that consumers may be deterred from continuing to access services if they do not 
perceive their provider to be caring. Participants cited a poor provider bedside manner as a common barrier 
to accessing treatment services. 
 
[One doctor]… he’s not good and we don’t go into his doctor’s office. Any time he’s come into the program 
they just put you in any room that don’t have a doctors table, a scale or -- you know? It ain’t the proper 
medical equipment and then this doctor is like -- he don’t even test you for nothing. He’s just -- he get you in 
the room and say, “What you need” and then write a prescription. Come on now, that’s not the care I want. 
-Staten Island participant, male 
 
 
C5. Lacking bilingual staff at clinics. 
Participants noted the need for more bilingual (especially Spanish speaking) staff in HIV care clinics. 
Participants explained that the inability of non-English speaking consumers to communicate with providers 
may deter the consumers from regularly accessing needed services. 
 
I think an important point of why some don’t return, [is] because there are no people who speak Spanish.  
And, if they do speak it, they don’t know, like, they don’t quite understand it well…. That is also a very 
important factor of why people don’t return. 
-Bronx participant (Spanish-speaking), male 

 

Strategies/ facilitators to accessing HIV treatment services 
D1. Greater assurance for consumers regarding their rights to confidential care 
Participants indicated that part of the education outreach to consumers (described in B1) should include 
education regarding their rights to confidential HIV care. This assurance of protection of their 
confidentiality may allay some of the concerns that prevent consumers from regularly accessing HIV 
treatment services. 
 
D2. Caring providers 
Participants explained that caring providers and clinic staff could also be great facilitators to consumers 
remaining retained in care. This was particularly true if partners were effective communicators, and took the 
time to listen to patient concerns and answer patient questions. 
 
You made mention of the provider relationship and I think it’s key in that it can’t be overemphasized, the 
relationship between the provider and the patient, and the provider showing that level of concern or level of 
interpersonal connection. Because as a patient, you’re looking for someone to take your situation seriously 
and maybe hold your hand through the situation, and give you the respect of asking you to think about levels 
of treatment or think about your behavior. I mean, not to reprimand you or anything like that but just be 
more listening and advising with options. And asking. I mean, “okay, your numbers are this and well, if your 
numbers reach this, then maybe we’ll have to consider medication. But if your numbers do well….” So engage 
the patient in that process and understanding. Because you’re educating them but you’re also engaging them 
so that they know what to expect, not just wait until the numbers get to a point well, you’ve got to go o 
medication now. It’s like whoa, whoa, whoa, whoa, you know. You want to slowly go into that. So take them 
through the whole process, you know. 
-Brooklyn participant, male 
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D3. Having support of peer mentor 
Participants indicated that HIV positive peers play a powerful in facilitating consumer access to and 
navigation of the HIV care system. 
 
I also think that the greatest asset we have are people living with AIDS…. To have someone that you feel can 
relate to where you are, to help guide you through, more so someone that’s been in it longer than you, is just 
a plus. I don’t care which way you go. And that is in every aspect.  
-Brooklyn participant, male 
 
D4. Improvement/oversight of transportation system  
Participants emphasized the importance of considering transportation alternatives to facilitate easier access 
of clinic services for consumers living in the Staten Island and Westchester areas. Participants explained that 
the transportation barriers for consumers living in these areas were different from those living in other 
boroughs. 
 
I only say this as a suggestion may be to consider looking at Staten Island as a different transportation issue 
as maybe a mid Hudson or an up state. The geographic area is very, very different and to ask people to rely on 
that over burdened transportation may be a barrier…. It’s a very different borough. I just heard that it takes 
two hours to get [to a clinic] -- so someone is not going to go to their doctor or access care if it takes them two 
hours. I mean if I had to take a bus to a ferry, to a train when it’s cold and it’s windy and I’m not feeling good. 
So perhaps looking at Staten Island very different then you would look at Manhattan or Brooklyn; it’s a 
suggestion. 
-Staten Island participant, female 
 
I would like to see change in transportation in regards to protocol. I have been in taxicabs that are filthy, I 
have been in taxicabs that have bedbugs, I have been in taxicabs that have vomit from the night before and it 
has not been cleaned up. And, I have also been recently, in the last couple months, cab companies do not pick 
you up when they are supposed to. I have felt stranded, and you know you get panicky when you know that 
you are waiting two hours and they still have not come to pick you up…. [So] I think there should be some kind 
of a monthly survey that we could fill out and send it to a committee that really looks over these things, and 
the protocol would be if a certain vendor gets five complaints, they should not be servicing Medicaid. 
-Westchester participant, female 
D5. Extended clinic hours 
So my hospital, our clinic pretty well is a pretty good running oiled machine. Like every place else we have 
places where we get stuck. We work through them. And we started a night clinic for those patients that are 
working. So now we brought a lot of those people. What you are speaking about now here is unfortunately for 
us as a clinic we pretty much have a good relationship, a good machine. 
-Queens participant, male 
 
D6. More bilingual staff at clinics  
The one thing maybe to emphasize is more of the help [and coordination] between providers in Spanish…. For 
Latin-American people like myself, who don’t comprehend English very well, this would help. 
-Bronx participant, male 
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Barriers to initiating ART 
E1. Depression/Isolation 
Some participants indicated that the initial depression and feeling of isolation that may follow the diagnosis may 
impede many consumers from initiating ART. 
 
The isolation and the depression that comes with not being in the social scene because, I guess, you have 
to learn now ‘how do I live with this illness?’ And if you do not have the support from your family which a 
lot of times we do not, then just finding avenues to gain your confidence back to make you feel whole 
again and to be a part of the cause. It sometimes takes a long time to get there. 
-Manhattan participant, female 
E2. Fear of side effects 
Participants explained that a concern regarding potential adverse side effects of ART may be a significant 
barrier to consumers initiating ART. 
 
If anyone were to read all the side effects of all the medication that they are to take, nobody would be taking 
any of the medication. Because, when you here that this one causes diarrhea and that one causes this, and 
this one causes that, you are like, “Why am I taking this?” But, so that ties into the misinformation, because it 
is understanding that yes, you may experience those side effects, but it is still better than not taking the 
medication and it is still better that your body has to get adjusted to it. So, it is understanding that you may 
have to go through a period of six to eight weeks where you are having the crazy nightmare…or whatever the 
case may be. But, it is a matter of understanding that, and it is the education that that is what needs to 
happen more and more. 
-Westchester participant, male 
 
 E3. Widespread misconceptions about medications 
Related to theme D2, participants noted widespread misinformation and misconceptions about the severity 
of ART may prevent consumers from initiating therapy.  
 
But, there is so much misinformation and old information that so many people are still operating from, and 
that that is a huge barrier to care. You think about whether the comments from AZT about how poisonous 
that drug was. Well, you know what, it was poisonous, but for a lot of people it possibly worked and possibly 
did do something…. 
-Westchester participant, male 
 
E4. Being in denial of HIV progression. 
Participants also indicated that it may be difficult for some consumers to initiate ART because to do so would 
mean acknowledging that their HIV was progressing – a reality that many may not want to recognize. 
 
A lot of times you simply do not want to start ARV because it is like acknowledging that HIV is progressing. 
-Westchester participant, female 
 
I think that something keeps a person from starting the medication is like then that is saying that, “Yep. That’s 
what it is, and I really have it.” It is like, I think that when they start the medication, even though they already 
know they have it, and they are in programs where they are talking about it. But, once they start that 
medication, it is like, this is it. This is it. This is the real stuff. 
-Westchester participant, female 
 
 
 



8 
 

Strategies/facilitators to initiating ART 
F1. Greater education and communication regarding side effects 
Participants emphasized the importance of educating consumers on the side effects of ART prior to 
beginning the therapy. This education is a key component of ensuring a well-informed, empowered 
consumer noted in theme F2. 
 
I would say that one of the things about taking the meds is that you have to explain to the patient the 
contraindications and in the cases of the medicine. Let the patient know fully what are some of the side effects and 
how long they’re going to last…. But let them know, explain to the patient fully what he’s taking and how it’s going 
to affect him. And then try to get the patient to understand how to take his medication…. So these things are very 
important. These are very important to understand that there’s going to be a lot of discomfort. But the benefits 
outweigh the risk. Just one of the things [patients] need to know. 
-Brooklyn participant, male 
F2. Consumers feeling empowered to have input in their healthcare. 
Participants highlighted the link between consumer education and empowerment, and noted that 
empowered consumers who are engaged in managing their healthcare are more likely to initiate and adhere 
to ART. 
 
I am glad that I have an involvement in my health care. Another thing is, I go to the groups and I ask 
questions. ... I want to know, “what do you know about this medication?” I always want to be educated and I 
believe that that makes a hell of a difference. 
-Westchester participant, female 
 F3. Good provider-consumer communication. 
Related to themes F1 and F2, participants indicated that good communication between an informed, 
engaged consumer and a caring provider was a powerful facilitator to initiation and adherence to ART. 
 
I believe I have a great relationship with my doctor, and what makes the difference for me is being educated 
and I always want to know. I can recall a couple of months ago, I began a new medication, and my T-cells had 
dropped. My viral load went all the way up, and so I had a conversation with my doctor. I am like, “Okay, so 
what are we going to do?” But, I am involved. I am involved in my health care and I believe that that makes a 
lot of difference, because where she, we had a conversation. It is not her telling me, “Well, this is what I am 
going to do.” It is, “This is what we’re going to do,” and I agreed or I disagreed. 
-Westchester participant, female 
 

Barriers to maintaining viral suppression 
G1. Poorly coordinated system of HIV care 
Participants noted that gaps in communication between providers of HIV services, as well as gaps in 
linkages and referrals within the HIV care system could impede consumer adherence to treatment and 
their ability to maintain a suppressed viral load. In particular, participants noted poor communication 
and coordination between HIV care specialists and providers of mental health, between providers and 
pharmacies, as well as between providers and insurance carriers. 
 
My doctor, right, he may be good at telling me what pills to take, but then I am supposed to see the 
psychiatrist if I am having some sort of depression or dealing with isolation, but she had not a clue to me 
as a person and she might prescribe something, but if I am not sure how I am feeling and I am supposed 
to take something and tell her how it makes me feel, but I am not sure how I feeling, it seems that I am 
not being monitored properly. 
-Manhattan participant, female 
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When you go to your doctor and you tell him that you’re going to move, he should be able to link you to 
another doctor within your living area. You should -- they should be -- everybody should be -- there 
should be a communication between doctors. 
-Staten Island participant, female 
 
Well, one of the barriers can be that they [consumers] have other medical issues, multiple medical issues. And, if 
you are not addressing them also and keeping that on the same team with your HIV, then this is why sometimes 
your infectious disease doctor, they do not know why the medicine is not working and they keep changing your 
medication, because your numbers are not moving, but it is not that. It is that it is other things and stuff that is 
going on with you medically. And [the providers] are not on the same team and [are not] dealing with everything 
that you are dealing with at the same time. 
-Westchester participant, female 
 
G2. Feeling better and stopping treatment. 
 I would say [you stop treatment] when you feel better. I know that was one of my issues when I felt better I 
said, “Well I don’t need medication, I feel better; I don’t need it anymore”. And you feel like you want to get 
normal and everything is fine. Like, “Well I’m okay” and that’s it…. If you don’t understand that you have to 
keep [taking] it everyday, even if you feel better, you know. 
-Staten Island participant, male 
 
 G3. Having poor communication with providers 
I do not feel that I get the support from even my healthcare provider regarding understanding more about the 
medications might - I can switch to. I find it very difficult to get information where I can understand it and not 
depend on the doctor to just say yeah, take this and we will see how it goes. I want to be more informed 
about that. 
-Manhattan participant, female 
 
G4. Having competing responsibilities 
Participants explained that competing responsibilities – particularly caring for children or other dependents – 
may impede consumers’ treatment regimen and their ability to maintain viral load suppression. Participants 
noted that this was particularly true for women, who often put others’ needs before their own. 
 
There are kids that one has to take care of, sometimes it’s not the kids, sometimes it’s one’s partner  that is 
sicker that oneself. Also, sometimes, it could be family members who are sick, not necessarily with HIV but the 
majority of women take care of others and forget about themselves, so sometimes they need someone to take 
care of them.  
-Bronx participant (Spanish-speaking), female 
G5. Not disclosing status 
Participants explained that the failure to disclose one’s status to family and friends can impede one’s ability 
to remain adherent to a treatment regimen and maintain suppression of their viral load. This is due in large 
part to consumers being unable to take their medication in private and/or adhere to an appointment 
schedule when they are trying to avoid raising the suspicions of others. 
 
[If people] are not at a certain place where they want to be in privacy or in terms of taking their medication…. 
Privacy is a big issue. Let us say you are out and some have to take medication with food. So let us say you go 
out to eat and then you are supposed to take your med at that point when you eat, but you are out and with 
friends or whatever. It is like what do you do, take it in your - How do you take it inconspicuously and with 
privacy? That concerns so many people…. 
-Manhattan participant, male 
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G6. Living in poverty/being transient 
Participants acknowledged that transient consumers or consumers living in poverty faced considerable 
barriers to staying adherent and achieving viral load suppression. This was due in part to the considerable 
other difficulties faced by these consumers on a day-to-day basis –including lack of a stable job, lack of stable 
housing, and food insecurity – all of which also directly impact the health and well-being of these consumers 
and their families. 
 
But I think sometimes people who are disabled or immune compromised, they’re probably liable to have food 
insecurity in their lives. So not being able to get the proper nutrition or not having a consistent job, not being 
able to support their families, not being able to take their meds in private. Or they may find that they have no 
opportunity to take their meds at a particular time or the meds need to be taken with food or after food. So 
it’s a combination of things that may cause [non-adherence]. 
  
 

Strategies/facilitators to maintaining viral suppression 
H1. Developing integrated team of providers – with peers as integrated team members. 
To address the barrier of a disconnected/uncoordinated team of providers, participants highlighted the 
need for developing integrated, interdisciplinary provider teams. Participants highlighted the 
importance of integrating HIV-positive peers on these teams to facilitate communication between 
consumers and providers, and who may also serve as advocated for consumers. 
 
[More] interdisciplinary collaboration, meaning multiple task team, ID doctor, medical doctor, nurse 
practitioner, mental health provider, etc., etc., one-stop shopping. All that stuff has valid point to it. 
What I wanted to contribute to this part of the conversation is that, as long as, as well as having a multi-
disciplinary team effort, there is a great need for peer involvement. Not just going to the clinic and 
getting your services, but being able to connect with the other consumers in the clinic and develop a 
support team…. And, I would like to see that model followed through at the actual clinics, at the hospital-
based institutions, that they develop some kind of peer support teams for the consumers to get involved. 
-Westchester participant, male 
 
H2. Automated reminders to take medication 
Seven o’clock my phone rings, my medication is in my mouth. But, what I am trying to say is, it is like you said, 
it is more of a mental issue. How the side effects, like I was on one medication and it was two pills and they 
made it now into one pill, and I was already telling them that, “I am not taking this.”  “Try it, Judy, try it.” So, 
it is like it is more mental and you like, but once you get used to it and you make it a routine, it gets easier. 
Just for me, at seven o’clock, I do not care where I am, my medication is in my mouth. 
-Westchester participant, female 
 
 H3. Caring providers 
Participants emphasized the importance of having providers who demonstrate care and respect for 
consumers, and who actively communicate with and engage consumers in managing their health. 
Participants noted that providers with these characteristics served as powerful facilitators to consumers 
accessing and adhering to their treatment program. 
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I know it is very unfortunate that there are not medical groups quite like [ours] with these amazing 
doctors, who are well-informed and up-to-date and have these specialty doctors, the infectious disease 
doctors as part of their groups. But, getting people like that, if you could get them out in the public to 
educate and talk, that would be a phenomenal thing. And, it would break down the barriers for 
[consumers] to see these phenomenal doctors, who are willing to sit down and talk to you and go over it, 
and not just make decisions [for you]. 
-Westchester patient, female 
 
 
 
H4. Continued education of consumers on importance of being adherent. 
We need to get more education out there. Like I was saying, once you feel better you say, “Okay I don’t need 
the medication anymore”. It’s like taking an antibiotic. You take it for seven days and you figure “Okay I feel 
better, I don’t need the other three days worth”, but you do. Continuing your care is how you’re going to stay 
healthy and you need to know that if you don’t take your medication you’re going to get sick. If you get sick 
and you go to the wrong hospital you’re going to die. 
-Staten Island participant, female 
 
H5. Greater integration of HIV care with other social support services – especially housing 
Housing. I mean, people were getting housed but people were being put in housing that is in the worst 
neighborhoods. And if they’re a substance user or if they’re feeling bad about themselves, they’re even feeling 
worse about themselves because they’re in a negative supportive environment. I mean, it’s not a supportive 
environment. 
-Brooklyn participant, male 
 
That is the basis of most people in this city who have HIV problems is with the housing. The housing is a big 
problem and no one seems to be addressing it. 
-Brooklyn participant, male 
 

Characteristics of an ideal system of HIV care 
1. Better integration of HIV care with other social services (housing, food security, mental health 
services) 
See themes G1 and H5. 
2. Improved transportation services 
See themes C3 and D4. 
3. Wider availability of specialists in all boroughs and upstate  – especially for provision of mental health 
services 
[We need] not just more regular doctors, more of the specialists of the different types of doctors because 
there are so many different specializations now. If all these people  - at least one somewhere - and they 
should be not just in one place. It should be scattered about so that if you can’t get to this neighborhood, at 
least you can get to that neighborhood.  
-Staten Island participant, female 
4. Provision of bilingual services for both HIV education outreach and care 
See themes B1 and C5. 
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5. Engaging family/significant others in managing HIV 
If nothing else, we were always a good team at defending each other. [Laughs] If I could change [the system] 
and make it a little different, I would change the exclusion to inclusion. And, the inclusion, being for the 
family. And, it is sad that I am just meeting all of you today when you were a big part of his life, and I would 
love to see in the future, that there would be more family involvement, because John had the disease, we lived 
with the disease. And, sometimes that is tougher. [Laughs] And, sometimes the feeling of the children and 
letting them have their say, and the wife or the husband, letting them have their say, is, could be very 
constructive and would make the family stronger, and not just the immediate family, but the family stronger. 
-Westchester participant, female 
 
6. Advocacy focus 
The system of care is going to [change] with the rollout of the Affordable Care Act and Medicaid expansion. I 
think now we need to look at what our Ryan White dollar’s going to look like. Because a lot of those programs 
and things that are funded under Ryan White, the different service categories might not exist if people are 
getting care now through the Medicaid program. And Ryan White is up for reauthorization this year and so I 
think we need to focus on what is that going to look like and what are the discrepancies going to be. Because 
for the Medicaid expansion, it’s not going to be fully implemented right away. It’s going to be a process. So 
people trying to navigate through the system is going to be difficult, too. They’re not going to know where 
they’re getting their services. So I think now, that should be really an advocacy focus here. 
-Brooklyn participant, female 
 
But, as far as what works, obviously what works is what is happening in this room. It is people who are living 
with the virus coming together and talking about the issues that they need and learning from each other. we 
have to do more to, I think really empower ourselves to make sure that we go back to the old days, where it 
was people living with HIV who spoke out. And, that is, so I think, that this group to have happen. 
-Westchester participant, male 
 
7. Developed with input from consumers and HIV care providers 
[The care system] should include a voice for consumers, [and] maybe within each of the boroughs visit some 
of the clinics where a lot of people with HIV get care. Speak to case managers, doctors, to talk about 
inefficiencies that are happening within each of the primary care providers…. I think just going in and 
speaking to people so you can maybe write that down and bring that back to the larger group as an advocacy 
item…. But I think as a whole, when you’re talking about a system of care, you can address those 
inefficiencies. I think you just really have to be on the ground and talking to people, both people living with 
HIV and the medical providers. 
-Brooklyn participant, female 
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