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INTRODUCTION 
Pursuant to the Grant Year 2025 (GY25) HIV Emergency Relief Program Ryan White HIV/AIDS 
Program (RWHAP) Part A Funding Opportunity Announcement, the New York City Health 
Department (NYC HD), as the Grant Recipient (Recipient) for the New York Eligible Metropolitan 
Area (NY EMA), submits this application for grant funding. The application describes the GY25 
plan and outlines additional efforts being executed in GY26 and GY27 to address gaps in the HIV 
care continuum for eligible people with HIV (PWH) in the NY EMA. The GY25 plan is responsive 
to federal, state, and local efforts to end the HIV epidemic. This includes the United States (U.S.) 
Department of Health and Human Services’ (HHS) operational plan, Ending the HIV Epidemic: A 
Plan for America (EHE), which designates four NYC counties as part of the EHE plan: Bronx, 
Kings (Brooklyn), New York (Manhattan), and Queens and the New York State 2022-2026 
Integrated HIV Prevention and Care Plan (NYS Integrated Plan), which builds off the state’s 2015 
Blueprint for Ending the Epidemic (EtE) and the NYC EHE plan. 

The NYC EHE plan includes the four core strategies aligned with the four pillars (Diagnose, 
Treat, Prevent, and Respond) in the national strategy and a fifth core strategy that aims to utilize an 
intersectional, strengths-based, anti-stigma, and community-driven approach to mitigate racism, 
sexism, homophobia, transphobia, and other systems of oppression that create and exacerbate HIV- 
related health inequities. The NYC EHE plan also addresses two cross-cutting issues: Social and 
Structural Determinants of HIV-Related Health Inequities and the HIV service delivery system. 
Addressing these issues is key to the success of the NYC EHE plan, which guides health equity 
efforts being executed by the NYC HD’s Bureau of Hepatitis, HIV, and Sexually Transmitted 
Infections (BHHS) and the HIV Care and Treatment Program (CTP), which oversees all work in the 
RWHAP Part A Program. All HIV care services in the NY EMA support EHE Pillar Four through 
efforts to link and retain PWH in care, improve access to antiretroviral treatment (ART), and obtain 
viral suppression (VS). 

To ensure continued success toward reaching EHE goals in the NY EMA in GY25 and beyond, 
the Recipient will continue to be responsive to local jurisdictional needs, leveraging other funding to 
supplement RWHAP Part A funding, while ensuring that all PWH residing in the NY EMA have 
equitable access to comprehensive health and social services to achieve optimal health outcomes, 
ending the HIV epidemic. 

ORGANIZATIONAL INFORMATION 
A.  Grant Administration. Through rigorous monitoring and accountability measures described 
below, the NY EMA ensures RWHAP Part A funds are used effectively to address the country’s largest 
and most complex HIV epidemic. To help address issues related to program continuity during and 
following the COVID-19 Public Health Emergency (PHE), from GY21-24 the Recipient shifted 
from fixed rate payments to cost and deliverable-based reimbursement, permitting RWHAP Part A 
subrecipients to submit reimbursement for costs and deliverables while adapting to a changing 
health care landscape. This change in the reimbursement structure contributes to efficient resource 
management with timely reallocation of funds and minimal underspending. Through the multi-pronged 
efforts described below, the NY EMA ensures RWHAP Part A serves as the Payor of Last Resort 
(POLR) across all service categories implemented. 
1)  Program Organization. GY25 will be the NY EMA’s 35th year as a RWHAP Part A Recipient 
and the NY EMA is committed to efficient program administration, aiming to maximize the 
effectiveness of HIV services. In GY23, the NY EMA spent nearly 98% of its RWHAP Part A 
formula award (with $1,930,475 requested carryover) and slightly over 96% of its Minority AIDS 
Initiative (MAI) award (with $363,946 in requested carryover). 
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a)  RWHAP Part A Administration (see Attachment 1). 
The Mayor of the City of New York serves as the Chief Executive Officer (CEO) of the NY EMA. 
The mayor has designated the NYC HD as the administrative and fiscal agent for RWHAP Part A. As 
Attachment 1 illustrates, the NY EMA’s RWHAP Part A program is administered by CTP in the NYC 
HD BHHS. The BHHS includes 44.05 full-time equivalents (FTE) under the RWHAP Part A grant 
and is led by an Assistant Commissioner (0.20 FTE), who oversees a staff of nearly 500 people 
across the bureau. A comprehensive staffing plan, noting staff names, level of effort, and any 
vacancies is included in Attachment 2. 

The Director of CTP serves as the RWHAP Part A Project Director (NY EMA Recipient) (0.90 
FTE), leading activities for advancing health equity while managing the operations and fiscal 
oversight of all program units including Program Planning and Compliance, Quality Management 
and Program Implementation (QMPI), Housing Services, and the Research and Evaluation Unit 
(REU). The Director of Program Planning and Compliance (0.50 FTE) serves as the Project Director 
(PD) of the Health Resources and Services Administration (HRSA) EHE cooperative agreement and 
provides senior-level leadership to the Program Planning and Compliance unit, including supervising a 
Deputy Director (1.00 FTE), one Health Equity Manager (1.00 FTE), and one Ryan White Program 
Coordinator (1.00 FTE), while serving as an alternate to the Director of CTP for Planning Council 
(PC) business and communications with HRSA. The Deputy Director of Program Planning provides 
middle management leadership to program planning activities across the RWHAP Part A portfolio 
including supervising one Senior Program Planner (1.00 FTE) and one Tri-County Program Planner 
(1.00 FTE), liaises with the PC, and works alongside the PC to inform resource allocation set 
priorities, develop service delivery guidance, and develop service standards The Director of QMPI 
(1.00 FTE) oversees the NY EMA Clinical Quality Management (CQM) Program, co-chairs the NY 
EMA QM Committee in partnership with the New York State Department of Health AIDS 
Institute (NYSDOH AI) colleagues, develops and updates the NY EMA QM Plan, and supervises a 
total of 10.50 FTE staff including: one Deputy Director, one Manager of HIV Care Services, one 
Manager of Behavioral Health Services, one Senior Quality Management Specialist (QMS), four 
QMSs, one Project Specialist, one Ryan White Senior Training Specialist, and one QM Fellow. 
QMPI staff provide QM and quality improvement (QI) coaching and support to RWHAP Part A 
subrecipients, facilitate peer learning opportunities, deliver trainings, develop resources, and 
collaborate with the REU to develop performance measures. 

RWHAP Part A funds 10.95 FTE in the CTP REU, overseen by the Director of REU (0.25 
FTE). Using multiple methods, including merged analyses of provider-reported, HIV surveillance, 
and survey data, REU staff evaluate RWHAP Part A client needs, service utilization, and health 
outcomes. REU staff track progress on NYS Integrated HIV Prevention and Care Plan goals, analyze 
and prepare Electronic System for HIV Reporting and Evaluation (eSHARE) data for presentations 
to the PC and provider meetings, report on QM performance indicators at the portfolio-wide, 
service category and agency levels, elicit consumer and provider input through surveys and focus 
groups, and improve Ryan White Services Report completeness. As noted above, REU staff also 
work collaboratively with academic and provider partners to rigorously evaluate existing (e.g., Care 
Coordination Program [CCP]°) and new (e.g., Data to Suppression) intervention models while 
assessing implementation factors and participant preferences for service delivery. 

The Director of Housing (0.30 FTE) oversees one Senior Housing QMS and one Housing QMS 
(1.00 FTE each) who manage RWHAP Part A housing subrecipient activities to ensure that housing 
services are monitored and implemented in a coordinated manner with Housing Opportunities for 

 

° The Recipient provides Medical Case Management (MCM) services throughout the NY EMA, with a redesigned 
evidence informed model implemented in NYC, referred to from here forward as Care Coordination Program (CCP). 
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Persons with AIDS (HOPWA) across the NY EMA and in compliance with RWHAP Part A 
requirements. 

The Executive Director of BHHS Administration (0.20 FTE) provides direct oversight to the 
Administration Unit of BHHS, including overseeing federal, state, and city funded grant portfolios. 
The Deputy Director of Business Systems (0.25 FTE) manages contract administration and 
procurement, including eSHARE data system implementation across BHHS funded programs with 
1.75 FTE dedicated to the RWHAP Part A (additional FTE is covered with other funds). The Fiscal 
Manager (0.50 FTE) oversees grant fiscal management and grant spending, including supervising a 
Fiscal Analyst (1.0 FTE). A Human Resources Manager (0.25 FTE) conducts human resources 
actions related to recruitment and retention of grant-funded staff. 

The PC Director (1.00 FTE) reports to the NYC HD Deputy Commissioner for Disease 
Control and oversees a total of 5.00 FTE staff who support the planning and administrative 
functions of the PC. The PC and Recipient meet monthly to coordinate planning activities and 
ensure work is in alignment with the Memorandum of Agreement. The Senior Policy Advisor (0.25 
FTE) informs the PC and CTP of health policy developments and their effect on the NY EMA 
system of care. 

b) Staffing, Scope of Work, and evaluation of contractor or fiscal agent. In 2019, the NYC HD 
re-solicited the Fiduciary Agent Agreement to assist in the administration of the RWHAP Part A 
Program in the NY EMA. The NYC HD selected Public Health Solutions (PHS), who has been the 
NYC HD’s fiduciary agent since 1991, to continue this work under a new nine-year agreement for 
the period of September 1, 2020, to August 31, 2029. As described in the monitoring section, PHS, 
on behalf of and at the direction of the Recipient and NYC HD, executes procurements with 
subrecipients to provide direct services to eligible clients. 

There are 32.0 FTEs allocated across PHS departments (Contract Administration, Procurement 
and Third-Party Risk, Finance, IT, etc.) for RWHAP Part A administration. The PHS Contracting 
and Management Solutions (CAMS) HIV Care and Treatment (C&T) Portfolio Team has the day- 
to-day responsibility for monitoring program subrecipients. The Contract Managers and Senior 
Contract Managers are the first points of contact for staff at subrecipient funded organizations. The 
entire CAMS HIV C&T Portfolio team, the Managing Director for Contract Administration, and 
the PHS Finance and Informatics teams work in partnership and coordination with the Recipient to 
conduct all aspects of subrecipient monitoring. The Informatics team provides processes for data 
collection, including connecting PHS’s system with NYC HD’s eSHARE, while ensuring data 
integrity for contract payment and monitoring. PHS Finance continues to implement and monitor 
fiscal policies, review subrecipients’ audit statements, and make allowable, allocable, and reasonable 
payments. In this way, PHS, in coordination with the NYC HD, ensures all grant activities 
conducted by subrecipients are monitored and funds are used in accordance with federal guidance. 

The subrecipients are generally selected by a competitive Request for Proposals (RFP) process. 
The NYC HD develops the RFP guided by the approved PC service directive, and the RFP is then 
finalized with the CAMS HIV C&T Portfolio and the PHS Procurement teams. The PHS 
Procurement team works with NYC HD to develop the RFP timeline, the RFP distribution list, and 
review evaluation criteria. The PHS Procurement team releases the RFP via Bonfire (PHS’s 
procurement portal); performs a completeness review of proposals submitted; forms evaluation 
committee(s); facilitates the proposal evaluation and scoring process; and notifies the selected 
applicants upon receipt of authorization to award from NYC HD. Concurrently, during the 
administrative review and proposal evaluation processes, the PHS Third-Party Risk and Compliance 
team conducts integrity checks on applicants, reviewing federal and state databases (e.g., the System 
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for Award Management [SAM.gov], the HHS Office of Inspector General, the Internal Revenue 
Service’s Tax Exempt Organization Search, and the NYS Attorney General Charities Bureau). The 
Third-Party Risk and Compliance team also reviews the risk questionnaire that applicants are 
required to submit with their proposals. 
Monitoring of Fiduciary Agent Agreement. As the fiduciary agent, PHS reports directly to the Recipient on 
all aspects of its administrative and fiscal processes as outlined in the scope of work for the Fiduciary 
Agent Agreement. The Recipient monitors PHS for compliance through conducting regular 
coordination meetings with program updates, conducting site visits, tracking receipt of required 
reports and deliverables, and reviewing performance via the Program Progress Report. 

The Recipient reviews all subcontracts to ensure PHS is compliant with their obligations of the 
Fiduciary Agent Agreement that span the following areas: Procurement Development and 
Management, Subcontract Execution, Approval and Management, Compliance Monitoring, Fiscal 
Administration, Data Management, and Reporting. As required by HRSA, each subrecipient receives 
at least one monitoring visit annually, conducted either virtually or in person. During annual site 
visits, PHS does an in-depth review of subrecipient documents and systems to ensure, for example, 
that subrecipients confirm clients’ eligibility, that other sources of funding have been used prior to 
using POLR Ryan White funds, and that records match services reported in eSHARE. At their 
discretion, the Recipient accompanies PHS to both virtual and in-person site visits. 
NYC HD Subrecipient Sampling Methodology. BHHS staff review at least 10% of RWHAP Part A 
subrecipients, and BHHS staff review all subrecipients that were on a contract status (“concern,” 
“corrective,” or “conditional”) during the site visit review period. If the number of subrecipients on 
contract status is less than 10% of all subcontracts, then the remaining subcontracts are randomly 
selected to complete a 10% sample of all subcontracts. 

BHHS program and fiscal monitoring staff evaluate documents and files to ensure contractual 
requirements are being met by subrecipients. The program and fiscal monitoring staff complete a 
site visit report that identifies the material reviewed, compliance with contractual requirements, and 
if applicable, findings and recommendations to the subrecipient to remedy findings identified during 
the site visit. 
2)  Grant Recipient Accountability 
a)  Monitoring. In the project period fiscal year (FY) 25–27, PHS will continue to monitor 
subrecipients’ compliance with federal statutes, regulations, and the terms including conditions of 
subaward agreements. At the direction of the Recipient, PHS enters into subaward agreements with 
subrecipient organizations to provide client services, which are selected via a competitive process. 
PHS subaward agreements contain required flow-down language from HRSA’s Notices of Funding 
Opportunities and Notice of Awards. The subaward agreements have been reviewed by the 
Recipient and HRSA during site visits in calendar year 2023. The Recipient and PHS provide 
subrecipients with the RWHAP Part A Policies & Procedures Manual for NY EMA Subrecipients, 
which outlines subrecipient expectations and provides resource links, including but not limited to 
the HRSA Policy Clarification Notices and National Monitoring Standards. 

PHS, in collaboration with the Recipient, monitors subrecipients by reviewing required monthly 
reporting, conducting annual site visits as required by HRSA, and completing targeted reviews (e.g., 
compliance with the Code of Federal Regulation [CFR] and POLR). 

Subrecipients are required to report client-level data in eSHARE monthly. The subrecipients are 
also required to submit monthly program narrative reports, monthly expenditure reports, and other 
program deliverables. The CAMS HIV C&T Portfolio team reviews monthly reporting to monitor 
service delivery against service targets and monthly spend-down level. Deliverables are reviewed by 
PHS and the Recipient to ensure that they are satisfactory. CAMS HIV C&T Senior Contract 
Managers and Contract Managers are responsible for the regular, ongoing monitoring of the 
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monthly reports and deliverables. If there are deficiencies (e.g., an apparent pattern of not meeting 
service targets, underspending, and/or untimely reporting), the Senior Contract Managers and 
Contract Managers will contact the subrecipient to determine what factors are causing the 
deficiencies. PHS and the Recipient will provide support first and then move toward requiring a 
corrective action plan, if necessary. 

The PHS HIV C&T Portfolio Contracts team works closely with staff from CTP QMPI. QMSs 
in QMPI are assigned to each service category to work individually with subrecipients and guide 
program implementation, QM, and QI. QMSs provides one-on-one support in QM and convene 
provider meetings to facilitate peer-led discussions of lessons learned. Semi-annually, the CAMS 
HIV C&T Portfolio team and the Recipient conduct joint meetings to monitor the year-to-date 
service delivery and spending and recommend actions to address challenges, including corrective 
actions. 

b) Payor of Last Resort (POLR). The NY EMA continued its process to ensure all RWHAP Part 
A funds serve as the POLR. As previously mentioned, the PC undertakes a comprehensive analysis 
of all available resources and service delivery systems while establishing priorities and allocations for 
funding. The PC uses an objective priority-setting tool, with one of four criteria being 
“POLR/Alternate Providers of Service.” This tool aided the PC in executing the GY25 RWHAP 
Part A Spending Plan. 

Recipient and PC staff consistently review and analyze resources released by HRSA’s 
HIV/AIDS Bureau and changes in the healthcare landscape to ensure POLR is maintained across 
the RWHAP Part A portfolio. Information gleaned through these efforts have been incorporated 
into the POLR Tool. The POLR Tool provides policy guidance to subrecipients to support their 
service provision. The NY EMA requires agency certification to bill Medicaid in all applicable 
service categories. Subrecipient contract language states that the RWHAP Part A funds are “‘last 
dollar funds’ pursuant to federal law and shall not be used to make payments for any item or service 
to the extent that payment has already been made or can reasonably be expected to be made with 
respect to that item or service under any state compensation program, insurance program, or any 
federal or state health benefits program; or by an entity that provides health services on a prepaid 
basis.” Subrecipients must track Medicaid, 340B program income, and other sources of third-party 
reimbursement generated by back billing for all reimbursable services for contract clients. This is to 
be reported to PHS as program income. This income must be used to support the RWHAP Part A- 
funded program. 

Subrecipients are required to document the screening of every client for Medicaid, Medicare, 
NYSDOH Uninsured Care Programs, or other third-party insurance eligibility and to help eligible 
clients apply at intake and reassessment (every six months). eSHARE requires entry of insurance 
status for both new and continuing clients, prohibiting submission of reporting forms until such 
questions are answered. The reporting software captures insurance provider type at time of intake 
and reassessment. In NYS, individuals with incomes below 250% of the Federal Poverty Level (FPL) 
are eligible for discounted premiums for plans on the NY State of Health insurance exchange. All 
subrecipients must have a relationship with at least one NYS Navigator program to refer clients who 
may be eligible for Medicaid or for insurance via the NYS Health Plan Marketplace. The subrecipient 
may also designate staff to become Certified Application Counselors. Providers without this capacity 
must establish a referral relationship with designated navigator agencies. This helps to ensure that 
PWH eligible for assistance access those resources before the RWHAP Part A care system, and that 
PWH receive enrollment assistance from application counselors who understand the HIV care 
system. 
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As noted in Section A. Monitoring, PHS conducts POLR monitoring by reviewing subrecipient 
documentation to determine if reasonable efforts are made to use non-RWHAP resources for client 
services. 

 
c) Fiscal Oversight 
Fiscal staff accountability. The NY EMA ensures the efficient use of funds for their intended purpose 
through fiscal monitoring and accountability protocols. PHS fiscal staff and the Recipient are 
responsible for procuring services, contracting with subrecipients, and executing payment requests 
supported by details outlined in the service agreements. PHS fiscal staff review the subrecipients’ 
single audits. 
Tracking funds. PHS’s financial system, Sage Intacct, enables PHS to track all activities, including 
budgets, obligations, accounts receivables, cash receipts and payables with unique identifiers. 

Budgets obligating funds for subrecipients are established in Intacct for each subrecipient when 
an agreement or amendment is executed. Each month when PHS receives an invoice of service 
delivery, deliverable voucher and its supporting documentation, and/or expenditure report from the 
subrecipient, the contract manager reviews and enters the data into an internal contract management 
system and submits to the Finance Contract Assistants who enters the data into the financial system 
attaching all payment request support. The data are reviewed and approved by the Assistant 
Controller for accuracy and compliance and are then submitted to Accounts Payable to be 
processed. Payment to subrecipients is disbursed by Electronic Funds Transfer or checks after funds 
are made available by the NYC HD. 

PHS provides expenditure reports to the NYC HD on a quarterly basis for each RWHAP Part A 
service category. The report includes subrecipient details such as budget, service category, current 
quarter expenditures, and expenditures to date. The report is accompanied with a general ledger 
report from Intacct that provides the transactional detail including a running account of previously 
requested advances, cash receipts, budgeted expenditures, projected expenditures, cash-on-hand, and 
new cash request. This report is accompanied by a cash distribution report that verifies each 
payment by vendor/subrecipient. As needed, PHS requests cash advances from NYC HD to cover 
short-term cash needs. 

At the end of each fiscal year, a final financial closeout report is completed reconciling revenue, 
expenditures, and cash. Any unobligated funds are returned to the NYC HD and reported by the 
Recipient to the PC. 
Subrecipient Payment. Subrecipients submit reports in eSHARE, in the PHS portal, and/or via email for 
payments. The payment structure and required reports described in the subaward agreements indicate 
the types of reports/invoices needed for payment. Subrecipient payment structures include cost- 
based (subrecipient reports expenditures), fixed-rate (subrecipients are paid for reported services, 
which have a fixed rate for the service), deliverables-based (subrecipients are paid for the completion 
of deliverables), and hybrid structures. By the 15th of each month, subrecipients are required to 
submit client-level data via NYC HD’s eSHARE, expenditure reports via the PHS Portal, and/or 
deliverable supporting documentation via email. Upon receipt of this information, PHS contract staff 
review the information for completion and accuracy, comparing them with approved budgets and 
service targets. If PHS contract staff find errors, they contact the subrecipient and the NYC HD as 
needed, to get revised, corrected information. After the PHS contract staff approve the information, 
they send it to PHS Finance Contract Assistants for accounting review and entry into Intacct and 
approval by the Assistant Controller for payment sign-off. Only after contracting and finance staff 
have approved payment to subrecipient payment packages are the packages submitted to PHS 
Accounts Payable for payment. To help ensure timely payment to subrecipients, PHS and the 
Recipient worked with their Legal teams, the Office of Management and Budget, and HRSA to 
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obtain funding projection letters in GY24. In addition, subrecipients are able to request advance 
funds. At the beginning of each budget period (FY), in accordance with 2 CFR 200 regulations, 
subrecipients may request an advance of 25% of the maximum payment amount. PHS reconciles 
monthly payment packages against advances sent to the subrecipients. 

As described in the Fiduciary Agent Agreement, the NYC HD is to make payments to PHS 
within 30 days of recipient of a request to ensure that PHS has cash-on-hand to make prompt 
payments to the subrecipients. 
Tracking and use of program income. The Recipient and PHS require subrecipients to establish a sliding 
fee schedule and caps-on-charges policy. Subrecipients are required to track and report any program 
income for all service categories. Subrecipients also report how they have or will use the income to 
improve RWHAP Part A programs. The most common use of program income is to pay for 
administrative costs that were not covered under the 10% administrative cap. Due to the safeguards 
intended to ensure that RWHAP services are designed with consideration of other local resources, 
RWHAP Part A funds remain the POLR, with very few instances of a program earning program 
income from RWHAP activities. 
Process for ensuring compliance with the single audit requirement. Consistent with the HHS Uniform 
Administrative Requirements, Cost Principles, and Audit Requirements (45 CFR 75), subrecipients 
are required to submit a single audit report, when applicable, within 30 days after its completion, but 
no later than nine months after the end of the audit period. In general, a subrecipient is deemed out 
of compliance if they fail to submit audit reports. Written notification of the delinquency is sent to 
the subrecipient and payments may be placed on hold pending full compliance. If a single audit is 
not applicable, the subrecipient must submit a letter of explanation from its auditor or CEO. PHS 
communicates any material changes in federal and state audit requirements as they occur, to ensure 
compliance with up-to-date audit rules. Satisfactory responses from subrecipients are a condition of 
ongoing compliance, and in some instances, authorization of payment. 
Addressing subrecipient audit findings. If a subrecipient has audit findings and/or questioned costs related 
to their subrecipient agreement, PHS requests semi-annual updates on corrective measures. In cases 
where management fails to provide an adequate response, the subrecipient may be placed on 
corrective or conditional status. PHS will then request a corrective action or compliance plan to 
resolve the audit deficiency. During this time, the subrecipient’s payments may be placed on hold. 
B. Maintenance of Effort (see Attachment 3). 
NEEDS ASSESSMENT 
A)  Demonstrated Need. 
1)  Epidemiologic Overview. 
a)  Summary of the HIV epidemic in the EMA geographic area. The NY EMA, which includes 

the five counties/boroughs of NYC and the adjacent Tri-County 
Region of Westchester, Rockland, and Putnam Counties, is home to 
nearly 10 million people (2.8% of the U.S. population).1 The NY 
EMA continues to have one of the largest HIV burdens in the U.S., 
reporting in 2022 approximately 4.5% of all new HIV diagnoses and 
9.2% of PWH nationwide.2 As of December 31, 2023, there were 
138,339 people diagnosed and presumed to be living with HIV in the 
NY EMA, representing 1.4% of the total NY EMA population (see 
Table 1). Of the 1,794 individuals diagnosed with HIV in the NY 
EMA in 2023, 24% had a late diagnosis (diagnosed with AIDS 
within three months of an HIV diagnosis). From 2020 to 2023, there 
was a 20% increase in HIV diagnoses in the NY EMA, largely due to 

delayed testing as a result of the COVID-19 PHE. Overall, the number of PWH remains high due 
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to improved health outcomes and greater longevity/survival associated with effective ART. These 
figures demonstrate both the success of the NY EMA’s service system in identifying new cases and 
providing HIV care/treatment and the ongoing need for early intervention and care services to 
fulfill the goals of the federal EHE plan. 
Table 1. NY EMA Population and HIV Diagnoses and Number of PWH by Region and 
County/Borough, 2023 

 Population HIV Diagnoses* PWH 
New York City 8,258,035 1,686 134,445 

Kings (Brooklyn) 2,561,225 468 31,732 
Bronx 1,356,476 372 31,731 

New York (Manhattan) 1,597,451 299 33,104 
Queens 2,252,196 351 20,416 

Richmond (Staten Island) 490,687 45 2,577 
Outside NYC/Unknown N/A 151 14,885 

Tri-County Region 1,429,684 108 3,894 
Putnam 98,060 2 166 

Rockland 340,807 31 603 
Westchester 990,817 75 3,125 

Total 9,687,719 1,794 138,339 
Sources: U.S Census Bureau, Population Estimates Program (Vintage 2023); New York, Kings, Queens, Bronx, and 
Richmond counties (NYC): NYC HD, BHHS, data as of 04/01/24; Putnam, Rockland, and Westchester counties: 
NYSDOH AI, data as of 08/08/24. 
*HIV diagnoses include those who were concurrently diagnosed with HIV and AIDS. 

 
b) Socio-demographic characteristics of newly diagnosed, PWH, and persons at high risk. 
i-ii) Demographic and socioeconomic data. In 2023, among people newly diagnosed with HIV 
in the NY EMA, 78% were cisgender men, 41% were non-Hispanic Black,* 3% were 
Latinx/Hispanic,† and 78% were younger than 45. Sixty-five percent of newly diagnosed individuals 
were men who contracted HIV through sex with men (MSM), including MSM with a history of 
injection drug use (MSM-IDU). In the same year, 3% of new HIV diagnoses in NYC were among 
transgender people, and 97% of those diagnoses were among transgender women. 

Among PWH in the NY EMA in 2023, 73% were cisgender men, 42% were Black, 34% were 
Latinx/Hispanic, and 67% were MSM, including MSM-IDU. While new diagnoses remain 
concentrated among people younger than 45 (78%), people 45 and older accounted for 69% of 
PWH in 2023. 3 These data highlight the already large number of individuals aging with HIV in the 
NY EMA and underscore the importance of assessing and addressing their unmet and evolving 
needs. 

The prevalence of HIV is highest in low-income Black and Latinx/Hispanic communities, where 
challenges that severely impact health are ever-present, including racism, stigma, poverty, trauma, 
mental health issues, lack of accessible and inclusive health care, housing instability, and food 
insecurity. Based on data from the NYSDOH, as of July 2024, 62% of PWH diagnosed and 
reported in the NY EMA were enrolled in Medicaid (45% enrolled in Medicaid only and 17% dually 
enrolled in Medicaid and Medicare). In comparison, 30% of all NY EMA residents were enrolled in 
Medicaid in the same time period.4 In 2023 in the NY EMA, PWH residing in very high-poverty 

 

* From this point forward, non-Hispanic Black individuals will be referred to as Black, and non-Hispanic White will be 
referred to as White. The term “Black” is used throughout this document rather than “African American” because NYC 
has substantial numbers of people of Caribbean origin who do not identify as “African Americans.” 
† Throughout this document, the terms “Latinx/Hispanic” will be used when referring to all people of Latin/Hispanic 
ethnicity, “Latino/Hispanic” when referring to cisgender men, and “Latina/Hispanic” when referring to cisgender 
women. 
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neighborhoods (defined as neighborhoods where at least 30% of residents are living below the FPL) 
represented 18% of all PWH and 29% of all deaths among PWH; in comparison, PWH residing in 
low-poverty neighborhoods (where less than 10% of residents are living below the FPL) represented 
only 12% of all PWH, and 9% of all deaths among PWH in the NY EMA. See Attachment 4 for the 
HIV/AIDS Demographics Table. 
c)  Co-occurring conditions (see Attachment 5). 
d) Health care options among PWH in the NY EMA. Eligible New Yorkers may compare and 
enroll in private and/or public health insurance plans through the NY State of Health, NYS’s 
official health plan marketplace. Private insurance plans, or Qualified Health Plans (QHPs), come 
with monthly premiums and cost sharing for health care services and prescription drugs, with most 
people qualifying for tax credits and other forms of financial assistance to lower coverage costs.5 The 
Essential Plan is available for working NYS residents ages 19–64 years with lower incomes who 
meet immigration status requirements. In April 2024, NYS expanded eligibility for the Essential Plan 
to include New Yorkers with incomes up to 250% of the FPL, up from the prior limit of 200% 
FPL.6 To be eligible for QHPs, New Yorkers may not be eligible for the Essential Plan; to be eligible 
for the Essential Plan, New Yorkers may not be eligible for Medicaid or Child Health Plus. In 
January 2024, NYS expanded Medicaid eligibility to include undocumented immigrants ages 65 and 
older. This group can now enroll in insurance through Medicaid Managed Care plans, with a carved- 
out fee-for-service pharmacy benefit.7 

In spring 2023, NYS began redetermining eligibility for enrollees in Medicaid, Child Health Plus, 
and the Essential Plan following the end of the COVID-19 PHE continuous coverage requirements. 
NYC HD worked with the PC and other community advisory groups to raise awareness for New 
Yorkers to renew their coverage and explore other available options if they no longer qualified for 
Medicaid, Child Health Plus, or the Essential Plan. 

NYS offers HIV Special Needs Plans (SNPs) for Medicaid-eligible PWH in NYC. In addition to 
covering the same services as other Medicaid plans, HIV SNPs cover HIV care coordination, 
treatment adherence services, and prevention and risk reduction education. Eligible transgender and 
homeless people, even if they do not have HIV, may join an HIV SNP. NYS Medicaid also offers 
Health Homes,8 Health and Recovery Plans,9 and Home and Community-Based Services. 

In recent years, NYS has worked to reduce costs and improve health outcomes for Medicaid 
enrollees. In 2023, NYS transitioned the Medicaid pharmacy benefit from managed care to fee-for- 
service, allowing NYS to absorb savings that would have been accrued by Federally Qualified Health 
Centers and other safety net providers.10 NYS has since committed to reinvesting those savings in 
the community. Due to NYS’s expanded Medicaid program and robust marketplace, a majority of 
PWH in the NY EMA have coverage. In fact, from March 2020 to January 2023, there was a 47% 
increase in Medicaid enrollment among PWH in the NY EMA. According to NYSDOH, roughly 
45% of PWH in the NY EMA are enrolled in Medicaid only, 2% are enrolled in Medicare only, 17% 
are dually enrolled, 10% are enrolled in marketplace exchanges, and 15% are privately insured, 
leaving 11% of PWH in the NY EMA without any insurance coverage. 

NYSDOH and the NYC HD continue to work to increase the number of PWH with insurance 
and help them to understand and navigate their benefits. All RWHAP Part A contracts include 
requirements to either assist with NY State of Health insurance enrollment or partner with an 
organization that can do so. The NYC HD also provides supportive services to uninsured and 
underinsured PWH, including care coordination, benefits and referral navigation services, mental 
and behavioral health services, and psychosocial support services. The Recipient allocates resources 
to support a Senior Policy Advisor to monitor and respond to legislation, regulations, policies, and 
funding streams related to health systems affecting PWH in the NY EMA. This helps to ensure that 
RWHAP Part A-funded services fill gaps in the service system and adhere to POLR requirements. 
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The Senior Policy Advisor regularly communicates notable policy activities affecting health coverage 
of PWH in the NY EMA to the PC and to providers and community partners. 

2)  Unmet Need (see Attachment 4) 
a)  Needs of people in NY EMA who are late diagnosed, have unmet need, and are in care 
but not virally suppressed. In 2023, 24% of individuals in the NY EMA with newly diagnosed HIV 
had a late diagnosis. Among individuals with an HIV diagnosis, 16% had no CD4 or viral load (VL) 
test in that year, and an additional 14% were in care but not virally suppressed. Across the three 
components of the Unmet Need Framework, these percentages varied by subgroup. 

For the late diagnosis indicator, percentages were higher among Black and Latina/Hispanic 
cisgender women (30%), and lower for transgender women (16%) and young (<30 years old) 
cisgender MSM (YMSM) (13%). For the unmet need indicator (no CD4 or VL test), percentages were 
higher for young cisgender MSM (19%) and lower for transgender women (14%) and Black and 
Latina/Hispanic cisgender women (13%). Regarding lack of VS among people in HIV care, 
percentages were higher for transgender women (19%) and YMSM (17%) and lower for Black and 
Latina/Hispanic cisgender women (14%). 

These estimates have highlighted the need for the NY EMA to message the importance of early 
HIV diagnosis, increased access to and provision of testing, prompt linkage to care following 
diagnosis, and increased outreach to people who have dropped out of care. Moreover, these estimates 
also highlight the NY EMA’s need to swiftly identify barriers to VS among individuals who are in 
care, particularly among the subgroups noted above. Reducing disparities in HIV outcomes will 
require engagement with PWH to better understand how to address their current and unmet needs, a 
diverse body of service providers who represent the lived experience of different subgroups of PWH, 
the provision of services that are affirming and reflect cultural humility and trauma-informed care, 
and the tailoring of information related to HIV testing, care, and treatment to address cultural and 
linguistic differences. 

3)  HIV Care Continuum. 
Figure 2. 2022 NY EMA HIV Care Continuum 

Sources: Centers for Disease Control and Prevention. Core indicators for monitoring the Ending the HIV Epidemic 
Initiative: National HIV Surveillance System data reported through December 2023. HIV Surveillance Data Tables. 
2024;5(1). https://www.cdc.gov/hiv-data/initiatives/index.html. 
Notes: “HIV-diagnosed”: percentage of persons aged ≥13 diagnosed by 12/31/22 and living & residing in NYC or the 
Tri-County Region as of 12/31/2022; “Linked to Care”: percentage of persons aged ≥13 newly diagnosed  with HIV in 
2022 with one or more VL or CD4 count within 30 days of diagnosis; “Receipt of Care”: percentage of persons aged 
≥13 with diagnosed HIV who had at least one CD4 or viral load test in 2022; “Retained in Care”: percentage of persons 

http://www.cdc.gov/hiv-data/initiatives/index.html
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diagnosed with HIV with at least two VL or CD4 counts in 2022 at least 91 days apart; “Virally Suppressed”: percentage 
of persons aged ≥13 years with diagnosed HIV infection whose most recent viral load test in the calendar year showed 
that HIV viral load was suppressed. Viral suppression is defined as a viral load test result of <200 copies/mL at the most 
recent viral load test. 

B) Early Identification of Individuals with HIV/AIDS (EIIHA). 
1)  Planned Activities of the NY EMA EIIHA Plan for the three-year period of performance. 
a)  Overall strategy. The primary activities in the NY EMA’s EIIHA plan for GY25 are (1) to 
promote and increase HIV testing, (2) to improve timely linkage of people newly diagnosed with HIV 
to medical care, and (3) to increase awareness of and referral to HIV prevention and essential 
services, including PrEP, PEP, treatment as prevention, harm reduction services, and condoms. In 
2016, the NYC HD rolled out a “status neutral” approach to HIV prevention and care services that 
simultaneously addresses the needs of PWH and people not living with HIV.11 As set forth in the 
NYC 2020 EHE Plan, BHHS's strategy for ending the epidemic in NYC is organized around the four 
EHE pillars. This multi-pronged approach has led to significant successes. From 2018 to 2022, there 
was an overall 17% decrease in new HIV diagnoses in NYC, despite the increase in new HIV 
diagnosis over the last few years due to impact of the COVID-19 PHE on access to services. Over 
the same time period, care outcomes for PWH in NYC steadily improved, with 88% in care and 80% 
of those in care virally suppressed in 2022.12 However, these advances have not been observed 
equally across communities or populations, underscoring the importance of equity-focused efforts to 
address the underlying inequities driving HIV related disparities. The NY EMA’s EIIHA plan for 
GY25 will build upon the city’s successes with this approach and further advance Plan goals, 
including building upon activities funded through CDC PS24-0047, RWHAP Part A, HRSA EHE, 
and other local, state, and federal funding sources, with an emphasis on ameliorating health inequities 
experienced by subpopulations of focus. The aim of all activities is to strategically advance HIV 
prevention efforts to accelerate NYC’s progress toward reaching the national EHE goal of a 90% 
reduction in new HIV infections by 2030. 
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b) Description of activities, anticipated outcomes, and primary collaborators. 
Table 2. EIIHA Strategy 

EIIHA Component Activity(ies) Anticipated 
Outcomes 

Primary Collaborators 

Identification of 
individuals 
unaware of their 
status 

The NY EMA uses a two-tier approach (described below) to pursue the EIIHA goal to 
increase status awareness and reduce the number of undiagnosed and late-diagnosed 
individuals. In 2022, an estimated 5% of PWH in NYC were undiagnosed. For all NYC 
HD-funded testing programs, the NYC HD recommends the use of HIV testing 
technologies that allow for detection of acute and early HIV infections, such as 
combination HIV antigen-antibody (4th and 5th generation) HIV tests. To support testing 
programs, the NYC HD also implements social marketing programs. 

In GY23, a total of 21 individuals with no evidence of prior diagnosis received a 
positive HIV test result through RWHAP Part A funded testing programs, which is greater 
than GY22 (5 new diagnoses). 

 
1.  Routine HIV screening programs in health care facilities. This first tier supports 
sustainable access to HIV testing services for the general population citywide by promoting 
routine HIV screening programs in health care facilities. 
a.   Clinical Facility Contracts. Through CDC EHE (20-2010) funding, the NYC HD funded 
agencies to implement the Systems-Level Change for Normalizing Routine HIV Testing in 
High-Volume Health Care Settings (Routine HIV Testing) program, aiming to make the 
universal offer of an HIV test available to all New Yorkers accessing services within high- 
volume health care settings without focusing on specific subpopulations of focus. This 
program ended on May 31, 2024. Building on this work, the NYC HD plans to fund four 
subawards to implement a Routine HIV Screening program beginning March 1, 2025, 
using CDC PS24-0047 funds. This funding will support one clinical entity each in the 
Bronx, Brooklyn, Manhattan and Queens. The goal of this program is to implement a 
sustainable routine opt-out HIV screening model through systems-level changes in health 
care settings covered under the NYS Public Health HIV testing law. Further, this program 
will employ Dr. Sarit Golub’s GOALS Framework for Sexual History Taking (GOALS),13 

an approach that aims to improve uptake of HIV and STI screening by taking a universal, 
affirming, and destigmatized approach to sexual health conversations. 

In Tri-County, Medicaid and private insurers are the primary payors supporting the 
implementation of the NYS HIV testing law, with supplemental RWHAP Part A support 
for targeted testing among the uninsured and linkage to care for those who test positive for 
HIV. 
b.   Provider Education. BHHS will continue to support hospitals and clinics to implement the 
routine offer of HIV testing, as required by NYS law, by providing education on the 
importance of testing and technical assistance (TA) on how to routinize testing through 
New York Knows, a citywide testing and community engagement initiative. Over 6.9 million 

• Increase in the 
percentage of NYC 
residents reporting 
ever having received 
an HIV test 

• Continued decrease 
in the number of 
new HIV diagnoses 

• NYC SHCs 
• NYC TB Chest Centers 
• New York Knows, which represents 

a NYC HD partnership with 
CBOs, community health centers, 
hospitals, colleges and universities, 
faith-based organizations, and 
businesses 

• Funded healthcare and CBOs 
(selected through a competitive 
RFP process) 

• WCDOH 
• NYC H+H/Correctional Health 

Services 
• BHHS Prevention Team 
• BHHS’s ACE Team 
• TakeMeHome Program (via 

NASTAD) 
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EIIHA Component Activity(ies) Anticipated 
Outcomes 

Primary Collaborators 

 HIV tests have been performed by New York Knows partners since 2008, with over 
288,000 conducted in 2023. 

BHHS will also provide updated testing resources and guidance via the NYC HD’s 
HIV program web pages. BHHS will also ensure the list of HIV testing sites that appear 
in the NYC Health Map, the city’s online directory of service providers, reflects the 
current service delivery landscape. 
c. Testing at SHCs and TB Test Centers. Integrated, opt-out HIV testing is available at NYC 
HD’s Tuberculosis (TB) Chest Centers and Sexual Health Clinics (SHCs) for all patients 
presenting to a clinic. Over 40,000 HIV tests were conducted at NYC HD’s SHCs in 2023. 

Beginning in GY25, the Recipient will execute an Interagency Agreement with the NYC 
HD SHCs to provide preliminary and confirmatory HIV testing, including acute HIV 
testing, with RWHAP Part A Early Intervention Services (EIS) funding. HIV testing as 
part of the suite of services offered at the TB Chest Centers will also continue (not funded 
by RWHAP Part A). The SHCs and TB Chest Centers operate in some of the 
neighborhoods most impacted by HIV. 
d. Outpatient Substance Use Clinic Testing. In support of a syndemic approach, beginning in 
GY25, BHHS will fund NYS-licensed outpatient substance use treatment clinics located in 
the four EHE jurisdictions to integrate routine HIV and viral hepatitis screening (through 
PS24-0047). These facilities are required to offer HIV and viral hepatitis testing at 
admission; however, acceptance of the test at admission and the frequency of follow-up 
testing varies by site. Like other clinical settings, contracted agencies will be trained on the 
GOALS approach to increase HIV testing and supported through targeted TA to increase 
viral hepatitis testing. 

 
2. HIV testing services in non-clinical settings. This second tier aims to decrease inequities 
in health outcomes by targeting HIV testing services in non-clinical settings to 
subpopulations and communities not reached by testing in clinical settings. The NY EMA 
uses surveillance data to identify subpopulations of focus and communities for these 
services. 
a. Community Based Organization (CBO) Contracts. Over the last several years, BHHS has 
implemented PlaySure Network (PSN) 2.0, which is funded through a combination of 
CDC Prevention 18-1802, RWHAP Part A EIS, and City Tax Levy funds. PSN 2.0 built on 
testing and status neutral activities with a reimagined service delivery model reflecting the 
NYC HD’s commitment to health equity. In GY23, 19 contracts were funded to 
implement PSN 2.0; contracts will end on June 30, 2025. 

Building on lessons learned from PSN 2.0, BHHS will use PS24-0047 funds to 
implement “Hook Up and Bridge” (HUB), a network of organizations to provide a 
comprehensive package of HIV prevention and care services with supportive services to 
improve sexual health and the well-being of New Yorkers. The goals of HUB include 
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EIIHA Component Activity(ies) Anticipated 
Outcomes 

Primary Collaborators 

 increasing access to and provision of quality HIV prevention and care services through a 
client-centered and pleasure-based approach. Also, HUB organizations will integrate the 
universal screening and provision of social services with HIV prevention services to 
support the overall health and well-being of subpopulations of focus. Applicants will be 
expected to select up to three subpopulations to focus their HUB activities. At least 75% of 
the program-enrolled clients must identify as at least one of the selected subpopulations of 
focus. 

In addition, RWHAP Part A EIS funds are used to contract with the Westchester 
County Department of Health (WCDOH) to conduct targeted testing through community 
and online outreach with required Memoranda of Understanding with clinical providers for 
expedited linkage to care. 
b.   Partner Services. BHHS’s Assess.Connect.Engage (ACE) Team’s Disease Intervention 
Specialists (DIS) offer 4th generation rapid HIV testing to newly and previously 
diagnosed index clients’ named and notified partners with HIV-negative or unknown 
serostatus. DISs also offer HIV self-tests to partners who decline testing by the ACE 
Team or a referral to community providers, as well as to index clients who decline to 
name their partners. In 2023, the ACE Team’s DIS workers interviewed 82% of newly 
diagnosed individuals in NYC and engaged 404 HIV-exposed partners; 57% of partners 
with a negative or unknown HIV status were notified and 7% were tested, of whom 12% 
had newly diagnosed HIV infections. 
c.  Jail-based Testing. RWHAP Part A supports targeted testing at jails on Rikers Island. 
Using city funds, the Riker’s Island facility offers opt-out HIV testing at intake. For those 
who decline, a RWHAP Part A agreement with NYC Health + Hospitals (NYC 
H+H)/Correctional Health Services supports outreach and follow-up to conduct an HIV 
test later. Additionally, under the agreement, the staff conduct group health education 
sessions for clients seen in the medical clinic or supportive services area of Rikers. These 
HIV education sessions address topics such as PrEP, PEP, testing, transmission, and, 
most recently, COVID-19. 
d.   Self-Tests. BHHS has also provided free HIV self-tests though online promotion (online 
HIV Home Test Giveaway [OHTG]) and distribution through community partners 
(Community Home Test Giveaway [CHTG]). To date, the programs have distributed 708 
home tests and identified 4 new diagnoses. 

In GY25, with funding through CDC PS24-0047, the CHTG initiative will partner 
with an expanded list of agencies located in ZIP codes most impacted by HIV; and the 
OHTG initiative will implement at least one round of HIV self-test distribution. BHHS 
will plan future years’ activities based on outcomes in Year 1. BHHS will also continue to 
explore partnering with the TakeMeHome program, a program of the National Alliance of 
State and Territorial AIDS Directors (NASTAD), in collaboration with Building Healthy 
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EIIHA Component Activity(ies) Anticipated 
Outcomes 

Primary Collaborators 

 Online Communities, OraSure Technologies, and Molecular Testing Labs, to further 
increase the availability and access of free HIV and STI home testing to New Yorkers. 

3. Implement Social Marketing Campaigns. To support the primary activities in the 
EIIHA plan, BHHS has created social marketing campaigns over the past several years to 
promote improvements in sexual health citywide. In GY25, BHHS will update and re- 
release its Living Sure campaign, a sexual health marketing campaign launched in 2018 
that aimed to increase PrEP awareness and uptake among women. BHHS will also 
continue to create, update, and distribute educational materials and clinician resources that 
use empowering sex-positive themes to promote the importance of sexual health and 
wellbeing, HIV and STI testing, PrEP and PEP, treatment as prevention (U=U), safer sex 
products, and the availability of new biomedical prevention strategies (e.g., doxy PEP). 
BHHS will promote these campaigns and materials through public and provider webpages 
and social media, and through distribution at community events to contractors, 
community partners, SHCs and TB Chest Centers. 

  

Informing 
individuals who 
tested positive of 
their HIV 
diagnosis 

The NYC HD works diligently to ensure individuals are informed of an HIV diagnosis 
through all testing venues. In GY23, of the 21 new HIV diagnoses in RWHAP Part A 
funded testing contracts, 100% of individuals were informed of the results. These activities 
will continue over the three-year grant period. 

 
1.  Conduct provider education. To support testing programs, including strategies to 
increase delivery of test results, the NYC HD provides trainings and TA for providers and 
publishes testing and prevention resources online. In addition, BHHS’s ACE Team can 
assist testing providers in locating patients, notifying them of their results, and offering 
partner services. 

2.  Provide reimbursement for confirmatory testing. To promote receipt of confirmatory 
testing among individuals with a preliminary-positive test result, the NYC HD-funded HIV 
testing contracts are expected to conduct confirmatory testing among those who test 
preliminary-positive. In GY25, reimbursement for preliminary and confirmatory testing will 
be provided under the Interagency Agreement between BHHS CTP and the NYC HD’s 
SHCs. All HIV testing contracts will be deliverables-based, which will include confirmatory 
testing. 

• Increase in the 
percentage of NYC 
residents who receive 
their HIV test result 

• NYC SHCs 
• NYC TB Chest Centers 
• Funded healthcare and CBOs 

(selected through a competitive 
RFP process) 

• WCDOH 
• NYC H+H/Correctional Health 

Services 
• BHHS Prevention Team 
• BHHS’s ACE Team 

Referral to care of 
newly diagnosed 
individuals 

NYC HD aims to provide all individuals who receive their HIV test result, positive or 
negative, with post-testing counseling that includes a referral to care, prevention, and 
essential support services. In 2023, 86% of newly diagnosed individuals received a referral 
to care. 

1. Address the Social Determinants of Health (SDOH). All contracted agencies that 

• Increase in the 
percentage of NYC 
residents who receive 
a referral to HIV care 

• NYC SHCs 
• NYC TB Chest Centers 
• Funded healthcare and CBOs 

(selected through a competitive 
RFP process) 
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EIIHA Component Activity(ies) Anticipated 
Outcomes 

Primary Collaborators 

 provide HIV testing services are expected to address SDOH by screening clients for social 
and mental health needs, and connecting them to essential support services, which may 
address some client barriers in linking to care. Contracted agencies will continue to refer 
and link newly diagnosed to care and support services such as MCM, non-MCM, 
psychosocial support (PSS), food and nutrition, and other services. Individuals with a 
negative HIV test result are referred to prevention (i.e., PrEP/PEP) and essential support 
services as needed. Assessment for SDOH needs and linkage to services is also part of the 
ACE Team’s DIS workflow. 

 • WCDOH 
• NYC H+H/Correctional Health 

Services 
• BHHS Prevention Team 
• BHHS’s ACE Team 

Linkage to care of 
newly diagnosed 
individuals 

Through various strategies, the NY EMA promotes rapid linkage to care (linking PWH to 
medical care within four days of HIV diagnosis) and immediate initiation of HIV treatment 
(i.e., immediate ART [iART]). In NYC, the proportion of newly diagnosed people linked to 
care within 30 days and the proportion of PWH who are virally suppressed have increased 
incrementally since 2018, reaching 88% and 80%, respectively, in 2022. However, 
disparities persist. BHHS will continue these strategies, described below, over the three- 
year program period, with a focus on addressing disparities. 

1.  Promote timely linkage to care. All contracted agencies that provide HIV testing are 
expected to link people newly diagnosed with HIV to care within four days of diagnosis 
and to screen for SDOH and connect them to services to reduce barriers in linking to care. 
These agencies must also be listed on the Health Map as iART sites. 

 
a.   Enhanced reimbursement. Subrecipients are expected to link clients with  HIV to care within 
four days of diagnosis, for an increased reimbursement rate. Linkage after four days  results  
in a lower reimbursement rate. 

b.   CCPs. BHHS will also continue to use RWHAP Part A funds to support HIV CCPs that 
offer comprehensive care coordination, strength-based health promotion, referral to 
supportive services, and tiered adherence support that includes directly observed therapy 
for HIV medications, if indicated. In GY23, 29 CCPs were funded in the NY EMA—five 
in Tri-County and 24 in NYC. Of those funded in NYC, four were funded through MAI. 
NYC CCP contracts will be rebid in GY25 with a start date of March 1, 2026; Tri-County 
contracts will be rebid in GY26. 

 
2. Provide Partner Services. BHHS will also continue to support linkage to HIV medical 
care, treatment, and prevention services for PWH and their partners. The ACE Team’s 
DIS staff will continue to interview all clients newly diagnosed with HIV to identify and 
notify partners and offer HIV testing. People previously diagnosed with HIV, providers, 
and clients newly diagnosed with HIV may request partner services through a Provider 
Request Form or the ACE Contact Notification Assistance Program public call-line. The 

• Increase in the 
percentage of newly 
diagnosed PWH 
promptly linked to 
medical care 

• Increase in the 
percentage of PWH 
achieving VS 

• NYC SHCs 
• NYC TB Chest Centers 
• Funded healthcare and CBOs 

(selected through a competitive 
RFP process) 

• WCDOH 
• NYC H+H/Correctional Health 

Services 
• BHHS Prevention Team 
• BHHS’s ACE Team 
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EIIHA Component Activity(ies) Anticipated 
Outcomes 

Primary Collaborators 

 SXT platform allows PWH to notify their partners via text or email confidentially and 
anonymously. BHHS will also continue to use RWHAP Part A funds to support ongoing 
engagement in HIV medical care, treatment, and prevention services for PWH. To support 
HIV prevention for PWH with HIV-negative partners, the ACE Team’s DIS staff will 
continue to offer testing or provide HIV self-tests and provide emergency PEP and PrEP 
information and referrals for these partners. 

3.  Promote immediate initiation of treatment (iART). 
a.   Enhanced reimbursement. Testing subrecipients are expected to link clients to a medical 
provider to initiate ART within 24 hours of diagnosis. In addition, 14 CCPs have opted to 
include iART in their service provision for newly diagnosed or out of care PWH served 
through the program; these subrecipients also receive varying reimbursement amounts 
based on when clients initiate ART. From March 2023 to February 2024, 21 new diagnoses 
were identified, and 15 clients were initiated on ART within four days of HIV diagnosis. 

b.   Care at SHCs and TB Test Centers. In the city’s SHCs, clients with a positive HIV test result 
are offered HIV treatment on the day of diagnosis. Regardless of whether the client accepts 
iART, clients also receive navigation to HIV primary care. The city’s SHCs also provide 
PrEP and PEP prescriptions to eligible patients. In 2023, there were 43,902 SHC visits with 
HIV testing. There were 91 new HIV diagnoses in the SHCs, including 14 acute HIV 
cases; 71% of newly diagnosed patients received iART on the day of diagnosis (86% 
received iART within 7 days of diagnosis). A total of 1,279 patients were initiated on PrEP. 

In the NYC HD TB Chest Centers, clients with reactive HIV rapid test results are referred 
to the co-located SHC for confirmatory HIV testing, and same-day HIV treatment and 
navigation to HIV primary care, if positive. 

 
c.  Provider education. Under PS20-2010 and with funding support from HRSA EHE 078, 
BHHS developed the iART clinical detailing toolkit with provider resources and client 
education materials to support clinical providers in implementing iART. BHHS will use 
these toolkits to extend outreach into critical non-traditional settings, including universities 
and student health centers, urgent care, and mobile testing sites, which serve communities 
most impacted by HIV. BHHS will also utilize the toolkit to train CBOs on iART and with 
PS24-0047 funding, will convene a provider learning collaborative to identify and mitigate 
facility-level challenges that result in delayed linkage to care and ART initiation. 
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C) Subpopulations of Focus. 
1)  Description of subpopulations of focus. Although the NY EMA is working toward national 
EHE goals related to reducing new HIV infections through the four pillars, inequities persist, 
especially when looking at certain subpopulations. Based on these inequities, the NY EMA’s three 
subpopulations of focus are: YMSM (under the age of 30; largely Black or Latino), transgender 
women, and Black and Latina/Hispanic cisgender women. 
YMSM. In 2023 in the NY EMA, among all diagnosed YMSM under 30 years old, 81% were in care 
and of these, 83% were virally suppressed. Among all diagnosed YMSM (in care and not in care) 
only 67% were virally suppressed. Young Black MSM (YBMSM) had lower rates of engagement in 
care (79%) and of those in care, 82% were virally suppressed.14 Barriers to engaging youth in care 
include the lack of youth- and young adult-friendly health clinics, lack of social and family support, 
and lack of technology use to connect clients to a community of other youth/young adults living 
with HIV and to help them readily access health care providers. 
Transgender women. In 2023, 97% of newly diagnosed transgender people were transgender 
women.15 Overall, 86% of diagnosed transgender women were engaged in care; of those, 82% were 
virally suppressed. Despite these rates, which are on par with overall EMA rates, transgender people 
have had lower rates of sustained VS over the last few years.16 The BHHS Transgender Women of 
Color Work Group and the PC identified the absence of transgender providers and staff in HIV 
medical care and service provision as a major barrier to care. Other barriers for transgender women 
include internalized and enacted stigma, as well as a lack of providers with sufficient training and 
readiness to provide inclusive and appropriate care to people of trans experience. 
Black and Latina/Hispanic cisgender women. In 2023, among newly diagnosed cisgender women in 
the NY EMA, 51% were Black women and 37% were Latina/Hispanic women. Rates of care 
engagement (86%) and VS (84%) were lower among Black women compared to Latina/Hispanic 
women (89% and 87%, respectively).17 For Black women, barriers to testing and care include 
competing priorities, the presence of comorbidities, HIV stigma, lack of social support, and lack of 
culturally-affirming services.18 PrEP prescription data for NYC reveal a notable disparity in the share 
of all prescriptions that are among women compared to the relative burden of the HIV epidemic 
among women in NYC. Specifically, women account for roughly 20% of all new NYC diagnoses, 
while <3% of PrEP prescriptions are among women. Further, NYC has seen an influx of over 
200,000 migrants/asylum seekers since 2022. Many of these individuals are Black and/or 
Hispanic/Latinx, with many coming from higher prevalence/poorer healthcare access settings 
and/or having experienced sexual and other trauma in transit, and thus needing access to prevention 
and healthcare services. 

2)  How EIIHA activities align with needs of the subpopulations. As described above, the 
three subpopulations of focus were selected based on the NY EMA’s Unmet Need Framework, a 
review and analysis of surveillance, HIV care continuum and service delivery data, and PC priorities. 
The NY EMA’s three-year EIIHA plan, beginning in GY25, is designed to ensure that services 
provided to the subpopulations of focus result in a reduction in the number of undiagnosed and 
late-diagnosed individuals, and that newly diagnosed clients promptly access and receive HIV care 
and treatment. 
Identification of individuals unaware of their status. BHHS will continue to build upon its work to improve 
trust in the health care system by priority population communities; reduce inequities; implement 
routine HIV testing that uses a status-neutral approach in clinical and nonclinical settings (by 
funding new clinical providers and community partners); expand its citywide network of HIV testing 
providers; and expand efforts to promote HIV testing to non-engaged health care providers. 
Importantly, BHHS will continue to ensure resources follow the HIV epidemic by prioritizing 
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funding to agencies that test in neighborhoods and populations most affected by HIV, including the 
three subpopulations outlined in this grant application, through multiple modalities such as mobile 
testing. Further, educating and training providers who serve subpopulations of focus and 
communities is critical. All contracted testing subrecipients will implement GOALS to destigmatize 
sexual health conversations and increase uptake of HIV and STI screening, particularly among 
populations who are more likely to be hesitant such as Black and Latina/Hispanic cisgender women. 
A qualitative study of barriers and facilitators to HIV primary care among vulnerable populations 
(i.e., YMSM, African immigrants, formerly incarcerated people, and transgender women) in NYC 
highlights the essential role of CBOs in engaging these populations in care, specifically referencing 
their tailored and culturally responsive services.19 Additionally, BHHS’s CHTG initiative will partner 
with an expanded list of agencies located in ZIP codes most impacted by HIV, to reach more 
members of subpopulations of focus. The NYC HD will also continue to implement integrated 
testing in the city’s SHCs and TB Chest Centers, which operate in some of the neighborhoods most 
impacted by HIV. Importantly, the Interagency Agreement between the Recipient and the NYC HD 
SHCs will maximize the impact of RWHAP Part A EIS funds given the SHCs’ reach to the 
subpopulations of focus. Finally, BHHS will continue to implement social marketing campaigns that 
are tailored to the most impacted populations, as well as other provider and community education to 
raise awareness about the importance of testing and how best to implement routine testing to 
maximize reach. BHHS will also leverage future HRSA EHE funding (HRSA-25-063) to facilitate 
focused outreach strategies to engage subpopulations, among other novel strategies. 
Informing newly diagnosed individuals of HIV status. As noted, the NYC HD aims to notify all individuals 
newly diagnosed of their HIV status. All BHHS contracted testing subrecipients are expected to 
conduct a confirmatory test for clients with reactive test result and can receive support from the ACE 
Team’s DIS staff to locate individuals, if needed. Importantly, BHHS’s approach ensures that most 
individuals reached through its activities are among the subpopulations of focus. As a result, the 
subpopulations of focus will be among those benefiting most from BHHS’s work to ensure newly 
diagnosed individuals are informed of their diagnosis. However, there will be no specific activities 
tailored to the identified subpopulations. 
Referral to care of newly diagnosed individuals. All individuals who are newly diagnosed will receive a 
referral to care along with the notification of their HIV status. Those who test HIV-negative will 
receive prevention education, including PrEP/PEP education, and a referral to prevention services. 
However, there will be no specific activities tailored to the identified subpopulations. 
Linkage to care of newly diagnosed individuals. The NY EMA will continue to emphasize timely linkage to 
care (within 4 days of diagnosis) and iART by offering enhanced reimbursement to subrecipients 
achieving these milestones. BHHS will seek to contract with agencies who have expertise and strong 
relationships with the subpopulations of focus to improve outreach and engagement. BHHS will also 
leverage the forthcoming HRSA EHE 063 funding to support innovative strategies tailored to the 
subpopulations of focus (e.g., strategies to better engage youth, etc.). NYC HD will also continue to 
offer iART at its SHCs, and individuals receiving a positive HIV test at a TB Chest Center will be 
immediately connected to the co-located SHC for confirmatory testing and iART. BHHS intends to 
utilize its iART clinical detailing toolkit to train CBOs and to extend outreach into critical non- 
traditional settings, including universities and student health centers, urgent care centers, and mobile 
testing sites. Finally, the RWHAP Part A program funds a supportive counseling program specifically 
to assist transgender people, including those who are newly diagnosed, to access medical care and 
supportive services. HRSA EHE 063 funds will also be utilized to enhance and incentivize linkage to 
care through enhancements to infrastructure and initiative services aimed at identifying and linking 
newly diagnosed individuals to care, including Enhanced Data to Care. 
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APPROACH 
A. Planning Responsibilities. 
1)  Letter of Assurance from Planning Council Chair(s) 

 

Chrissy Abrahms Woodland 
Director, Division of Metropolitan HIV/AIDS Programs HIV/AIDS Bureau 
Health Resources and Services Administration 5600 Fishers Lane, Room 7A-55 
Rockville, MD 20857 

August 30, 2024 
Dear Ms. Woodland: 
 
We are writing to provide assurance that all GY2024 Conditions of Award that relate to the HIV 
Health and Human Services Planning Council of New York (PC) have been addressed, including all 
conditions related to membership and planning requirements. 

a) Planning. Over the course of the 2023-24 planning year, the PC’s Needs Assessment 
Committee (NAC) followed up on emerging action items addressed in the comprehensive needs 
assessment, which was approved by the full PC and submitted to HRSA on May 25, 2023. The 
Needs Assessment focused on topics such as ensuring access to Ryan White Part A (RWPA) 
services for migrants and new arrivals in the EMA. 

The PC participated intensively in the development of the NY Statewide Integrated HIV Prevention 
and Care Plan 2022-2026 by reviewing and providing feedback in support of the plan and co-
chairing the NYS HIV Planning Body Coordinating Committee, which guides the process for 
measuring 
progress in the Plan’s implementation. The Plan is also a cornerstone for developing the goals and 
objectives of RWPA services. For example, the Council mapped the goals and objectives of a 
revised Early Intervention Services directive to the goals and objectives of the Plan, including: 
promoting access and maintenance in HIV-specific medical care; increasing the proportion of 
clients with an undetectable VL and improved immunological health; reducing HIV-related 
morbidity and mortality; and reducing socio-demographic inequities in those areas. 
 
b) Priority Setting & Resource Allocation (PSRA). Consistent with legislative requirements, the NY 
EMA in GY24 used a systematic, evidence-driven, representative, and inclusive planning process 
to prioritize services and allocate resources for GY25. The PC and its committees, with aid from 
the Recipient, continued a multi-year process to reassess the RWPA portfolio, with the aim of 
ensuring that the NY EMA’s service system is responsive to current needs and identified 
challenges. The PC and its committees include a diverse range of consumers, providers and other 
stakeholders, and provide extensive opportunities for public comment, as described throughout 
this section. 

The PC and committees considered all available and relevant data to assess need, develop service 
models, prioritize services, and allocate resources for GY25, consistent with the goals in the NYS 
Integrated HIV Prevention and Care Plan. The PC utilized multiple data sources, including HIV 
surveillance reports from NYC and NY State, data from the CHAIN prospective cohort study, NYS 
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HUCP/ADAP data, unmet need data, HOPWA data, and RWPA program data from eSHARE. 
The PC’s PSRA Committee also reviewed Service Category Fact Sheets, which provide program 
data over a three-year period on enrollment, performance, service utilization by service type, 
spending rates, and client demographics (including by priority population), which are used to 
inform the PC’s ranking and allocation process. 

The PSRA process considered the needs of the diverse HIV population in the EMA, including those 
with unmet need for HIV-related services and disparities in access to services, particularly among 
historically underserved communities and those unaware of their HIV status. The PC allocated 
$3.89M to Early Intervention Services in the GY25 portfolio for testing and linkage/reengagement 
in care services to reduce the number of individuals who are unaware of their HIV status and 
support their engagement in treatment across the care continuum. The PC planned these resources 
in conjunction with the NYC HIV Prevention Program to coordinate with other testing resources 
and linkage to PEP and PrEP. Also, to increase access to core medical services and reduce 
inequities in access to HIV care, the PC examined evidence of service gaps from the CHAIN 
study, which supported the PC’s allocation of $22.95M for medical Case Management in GY25. 
For GY25, the PC also allocated $2.8 million to continue non-medical case management services 
for currently or recently incarcerated PWH to ensure linkage to care upon release for this 
marginalized population. Through this program, recently incarcerated PWH are connected to 
medical and support services that remove barriers to optimal HIV primary care and assist with 
enrollment of PWH who are eligible for the NY State of Health insurance exchange and expanded 
Medicaid. These are just a few of the many examples of the PC using a data-driven process to 
address the unmet needs of PWH. 

The PC receives an analysis of epidemiologic trends, service utilization patterns by age, 
race/ethnicity and sex, disproportionate service needs documented in the CHAIN study, and 
comparison of geographic distribution of HIV/AIDS cases through mapping of RWHAP Part A 
services. This allowed the PC to target allocations to the populations with HIV who are reflected in 
the HIV surveillance data as having unmet need. For example, women make up a larger percentage 
of RWPA clients in the NY EMA than their proportion of the local epidemic. Consequently, the PC 
prioritized specific service categories that promote access to care for women, such as Psychosocial 
Support Services, where a disproportionate share of the clients are female, and which provides 
family-focused services that aim to remove barriers to care. The NY EMA ensures adequate and 
continued support of core medical services for women, infants, children, and youth (WICY) 
through ongoing collaboration with the NYS Medicaid program and continued funding of Ryan 
White Part A core medical services including Outpatient Ambulatory Care for Aging PWH, Mental 
health, Substance use, and Medical Case Management services. 

The active, informed engagement of PWH is essential to the planning process and helps ensure 
that PC decisions address the needs of consumers. Thirty-six percent of the PC is comprised of 
non- aligned PWH, and a total of 43% of the PC membership are PWH, including the 
governmental co- chair, community co-chair and Finance Officer. PWH are also a significant part 
of every committee. The PC’s highly active Consumers Committee provides an additional forum 
for PWH (PC and committee members, as well as other stakeholder community members) to be 
actively engaged in the planning process. PC members and staff, including some who are also 
PWH, assist community members in understanding the priority setting and resource allocation 
process; HIV epidemiology; the HIV care continuum; principles of community planning, group 
dynamics and decision-making; Quality Management; and the changing health care landscape and 
its effects on Ryan White services. The committee plays a key role in recruiting new members, 
including the distribution of consumer outreach brochures, available in English and Spanish. The 
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committee advocates for consumer engagement in the planning process and supports training and 
mentoring of new PC members. The committee also takes on special projects. In GY 2024, they 
sponsored a town hall on HIV stigma and delivered a workshop to RWPA providers on best 
practices for using client advisory boards to obtain qualitative input from clients for quality 
improvement. 

Consumer input is further incorporated in the PSRA process through the PSRA Committee’s 
objective, evidence-based priority ranking tool, which relies on four criteria, one of which is 
Consumer Priority. Services identified by PWH through CHAIN reports, consumer surveys and 
direct testimony as significantly contributing to access to or maintenance in primary medical care 
are given a higher priority on the ranking tool. 

GY24 formula, supplemental and MAI funds are being expended according to the PC’s priorities 
and allocations. The GY25 priorities and allocations listed in the New York EMA’s grant 
application were adopted by the Planning Council at its July 25, 2024 meeting. All core medical 
services and support services were prioritized and ranked during the PSRA process. Due to well- 
funded core medical services provided through a robust NYS Medicaid program and the 
availability of insurance through the NY State of Health Marketplace, the PC’s priority and 
allocation plan calls for a waiver of the 75% minimum core services requirement. This will allow 
support services that improve health outcomes for PWH, such as housing, emergency financial 
assistance and food/home delivered meals, to be better funded. 

c) Training. PC membership training took place as planned, including a mandatory online training 
for all new PC and sub-committee members, and a live, virtual full-day orientation held on 
October 20, 2023. Ongoing training was offered throughout the year, including a special training 
on the priority setting and resource allocation process held on November 13, 2023. The PC also 
received trainings on local HIV epidemiological data (November 30, 2023), the EMA’s 2023-26 
Quality Management Plan (April 25, 2024), and implementation of RWPA Oral Health Category 
(February 29, 2024). 

d) Assessment of the Administrative Mechanism. We also provide assurance that the PC conducted an 
assessment of the administrative mechanism regarding timely allocation of RWPA funds and 
payments to contractors. Recipient staff presented quarterly commitment and expenditure reports 
for all formula, supplemental and MAI-funded service categories in NYC and the Tri-County 
region to the PC’s Executive Committee and to the full Council. The PC further assessed other 
aspects of the administrative mechanism such as the timeliness of contract executions and 
renewals and sub- contractor payments. The PC’s Executive Committee reported its findings on 
GY23 to the full PC on June 27, 2024. In GY 2023, spending improved over the previous three 
years, when under- spending was greatly impacted by the COVID-19 pandemic. The Recipient 
was able to spend all program funds through adjustments in reimbursement methodology and 
proactive reprogramming as per the Council’s approved reprogramming plan. The assessment also 
reported that HRSA technical assistance for the Recipient had a positive impact on contract 
executions and payments. 

Yours truly, 

  
David Klotz David Martin 
Governmental Co-Chair Community Co-Chair 
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2)  Resource Inventory. 
a)  Coordination of Services and Funding Streams. The flexibility of RWHAP Part A funding has 
enabled the NY EMA to develop a range of innovative programs and service delivery strategies that 
respond to gaps in the continuum of care and provide services to PWH most in need. See Attachment 
8. 

WORK PLAN 
A.  Table and Narrative. 
1)  HIV Care Continuum Table (see Attachment 9) 
2)  HIV Care Continuum Narrative. 
a)  Planned Service Categories 
i)  Significant issues and core service needs identified in NYS Integrated Plan. Since the onset 
of the HIV epidemic, the number of PWH in the NY EMA has continued to increase. While this 
population growth is largely a reflection of improving services to better support HIV detection, care, 
treatment, and desired treatment outcomes (VS and long-term survival), it can also be a strain on 
existing resources needed to support all PWH. The NYS Integrated Plan identified several core 
service needs that, if left unaddressed, can adversely impact growth along the HIV care continuum 
in the NY EMA. The core service needs detailed in the NYS Integrated Plan include increasing 
awareness about HIV testing and expanding HIV testing services to prevent late diagnosis; ensuring 
prompt linkage to care; and identifying and addressing barriers to care and to VS, particularly among 
subpopulations inordinately impacted by HIV. The latter entails identifying PWH who have 
dropped out of care and providing culturally humble, trauma-informed services, which mitigate the 
harmful effects of stigma and discrimination. The NYS Integrated Plan also identified unstable 
housing, food insecurity, poverty, criminal justice involvement, mental health disorders, substance 
use, intimate partner violence, the specific needs of a growing population of PWH aged 50 years and 
older, and health inequities in the EMA as challenges affecting service provision. 

In response to the NYS Integrated Plan, the Recipient and PC have collaborated to ensure 
the planned RWHAP Part A service categories to be offered in the EMA during GY25 and onward 
will address each identified service need and issue. EIS will increase awareness and access to HIV 
testing through providing services focusing on early diagnosis and prompt linkage to and retention 
in primary care for newly diagnosed PWH and PWH who are out of care. Similar to EIS, care 
coordination services in the EMA will provide coordinated access to medical and supportive 
services, including referrals and linkages to services that support client engagement in HIV care, and 
comprehensive treatment adherence services. Emergency Financial Assistance (EFA), Food 
Bank/Home Delivered Meals, Housing, and Medical Transportation programs will be re-procured 
during the grant’s next period of performance and will focus on ameliorating the identified 
challenges of poverty, food insecurity, housing instability, and lack of physical access to care. Non- 
MCM and Other Professional Services will support access to and retention in HIV care and 
treatment among PWH in the NY EMA who are involved with the criminal justice system by linking 
them to needed medical and social services and overcoming any HIV-related legal barriers to care. 
Newly re-procured Mental Health Services, Substance Abuse Outpatient Care Services, and PSS will 
work in tandem to treat the unintentional drug-related overdose and mental health crises occurring 
in the NY EMA,20 including working with PWH to identify signs of and address intimate partner 
violence. Furthermore, several RWHAP Part A service categories will include components 
specifically tailored to priority populations in the EMA. These include centering the needs of all 
people of Transgender, Intersex, Gender Non-Conforming and Non-Binary (TIGNCNB) 
experience through PSS, funding Outpatient Ambulatory Services (OAS) to treat the complex needs 
and comorbidities of people aging with HIV (PAWH), and leveraging MAI funding to provide 
services in communities with the greatest need. Lastly, utilizing the PC’s Framing Directive, all 



New York EMA H89HA00015 

 

24  

service categories implemented in the NY EMA will be required to rectify health inequities through 
the provision of services that are destigmatizing, culturally humble, trauma-informed, and tailored to 
meet the unique needs of a growing and diverse population of PWH. 
ii )  Impact on HIV Care Continuum. In addition to addressing the service needs and issues 
identified by the NYS Integrated Plan, implementing the RWHAP Part A service categories planned 
for GY25 will have a profound impact on the HIV care continuum. EIS will improve HIV diagnosis 
and linkage to care through the expansion of testing and outreach services. EIS, MCM, and non- 
MCM service categories will provide timely linkages to needed medical care and support services, 
serving to expand access to care, improve CD4 count, suppress VLs, and improve HIV-related 
health outcomes. OAS will ensure all PAWH are able to access care and achieve VS through 
provision of services that target both HIV and aging-related health outcomes. In GY25 the 
Recipient also intends to continue funding Oral Health Services, which will provide early 
identification of dental diseases and ongoing dental care, reducing any disruptions to HIV care and 
treatment caused by oral health issues. The RWHAP Part A GY25 service categories that provide 
social support services, including EFA, Food Bank/Home Delivered Meals, Housing, Medical 
Transportation, Other Professional Services, and PSS, will work to remedy the pervasive SDOH that 
are known to hinder movement through the HIV Care Continuum, from access to care through 
sustained VS. Additionally, Mental Health Services and Substance Abuse Outpatient Care Services 
will work alongside PSS to support PWH in managing behavioral health concerns, which 
disproportionately impact PWH and can interrupt consistent engagement in HIV care and 
treatment.21 Lastly, RWHAP Part A service models in the NY EMA have been re-framed to ensure 
an enhanced focus on addressing health inequities. As such, the planned RWHAP Part A services 
will be equipped to ensure all PWH in the NY EMA are able to receive and remain engaged in care, 
achieve and sustain VS, and strengthen overall health and wellbeing through the provision of 
culturally tailored and responsive programming. 

B. Funding for Core and Support Services. 
1)  Service Category Plan. 
a)  Service Category Plan Table (see Attachment 9). 
b) MAI Service Category Plan Narrative. 
MAI Initiatives. Low-income communities of color are disproportionately affected by HIV. The NY 
EMA strategically uses MAI funding to reduce health inequities, increase service access, and 
improve health outcomes for underserved PWH, including Black, Latinx/Hispanic, and 
Asian/Native Hawaiian/Pacific Islander people. In GY23, 95% of those served by the MAI 
program were people of color (POC): 40% were Black, 53% Latinx/Hispanic, and 2% Asian/Native 
Hawaiian/Pacific Islander. The NY EMA strives to use its resources to address HIV 
health inequities associated with race/ethnicity, particularly among Black and Latinx/Hispanic 
populations, who account for 88% of all PWH served by RWHAP Part A in GY23, while they 
constitute 76% of all PWH in the NY EMA. Among RWHAP Part A clients served in NYC in 
2023, the racial/ethnic disparities in VS rates persisted; 79% of Black RWHAP Part A clients were 
virally suppressed in 2023, compared to 85% of Latinx/Hispanic clients, 85% of White clients, and 
90% of Asian/Native Hawaiian/Pacific Islander clients. Across gender categories, VS was lowest 
among transgender clients (81%), although this VS level is only slightly lower than VS among 
cisgender men (82%) and cisgender women (83%). 
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Approaches for MAI populations. Due to the large proportion of POC served by the NY EMA, the PC 
and the Recipient work together to develop strategies and interventions throughout the portfolio that 
will support positive health outcomes for POC living with HIV. The planning processes for MAI and 
Base funding prioritize the needs of POC. To support portfolio planning, the Recipient provides the 
PC with annual enrollment reports that break out client utilization of services by race/ethnicity, 
borough of residence, age, sex, gender identity, insurance status, and HIV risk factor. 
MAI activity descriptions. GY25 MAI funds have been allocated to program services in four service 
categories: AIDS Drug Assistance Program (ADAP), EIS, MCM, and Housing Services. These four 
service categories were selected by the PC to receive MAI dollars because of their combined ability 
to make an impact along each stage of the HIV care continuum among the subpopulations of focus 
by addressing social determinants of health such as lack of access to regular medical care (including 
HIV testing, linkage services, and HIV treatment) and unstable housing. RWHAP Part A-funded 
initiatives will continue to be complemented by MAI programs that promote early diagnosis and 
linkage, access and adherence to treatment, and stable housing for PWH of color. The MAI program 
service models do not vary from service categories across the RWHAP Part A portfolio; rather, MAI 
prioritizes services to geographic areas with high concentrations of residents from the racial and 
ethnic communities disproportionately impacted by HIV. All contracted RWHAP Part A services in 
the NY EMA, including MAI, are required to apply Culturally and Linguistically Appropriate 
Services in Health and Health Care Standards.22 Additionally, the NY EMA applies the eligibility 
criteria below to ensure that MAI funds are directed to high-need communities. Other than ADAP 
(which exclusively serves eligible Black, Latinx/Hispanic, and Asian/Native Hawaiian/Pacific 
Islander clients from the NY EMA), each MAI-funded subrecipient must: 
• Direct its services to residents of ZIP code areas with 150 or more reported PWH among the MAI 

populations; 
• Have the majority of its program and administrative sites located in ZIP codes with 150 or more 

reported living HIV cases among the MAI populations; and 
• Demonstrate that at least 75% of its current active clients who receive HIV services are from the 

MAI populations. 
Furthermore, GY25 MAI funding will be used to support various engagement activities, such as 
qualitative studies with subpopulations of focus—including Black cisgender women and Black and 
Latino/Hispanic MSM—throughout the NY EMA. Qualitative data collection and analyses are 
critical to understanding the role of stigma and discrimination as barriers to care and treatment 
success and to developing new frameworks and protocols that mitigate the burden of stigma and 
improve client experiences, ultimately reducing health inequities and advancing health outcomes 
along the HIV care continuum. 

2)  Unmet Need (see Attachment 4) 
a)  Table 3. Interventions improving outcomes for those with unmet need. 

Subpopulation Unmet Need Interventions to improve outcomes 
Young Cisgender MSM 
(Black or Latino under 
the age of 30) 

Black and Latino/Hispanic 
YMSM experience worse HIV 
outcomes (greater proportions 
with late diagnosis and lower 
proportions with VS) relative to 
their White counterparts. 
Barriers to care persist among 
Black and Latino/Hispanic 
YMSM and need to be further 
explored. 

Perceptions of HIV risk among young Black and Latino MSM 
in NYC were explored to inform the development of culturally 
specific and locally tailored HIV prevention strategies across 
the RWHAP Part A portfolio. The Recipient is currently 
developing a new program model that will enhance the EIS 
service category. The new program model will seek to provide 
prevention services as well as linkage to care to those who test 
positive for HIV, in order to prevent onward transmission. 
This new model aims to offer this subpopulation a 
comprehensive health package of client-centered, affirming, 
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Subpopulation Unmet Need Interventions to improve outcomes 
  non-stigmatizing, and high-quality HIV prevention services, as 

well as linkage to supportive services in both health care and 
non-health care settings. 

 
Utilizing HRSA EHE funding, the BE InTo Health program 
collaborates with NYC clinical agencies to implement 
evidenced-based interventions to address the specific needs of 
select priority populations. Black and Latino/Hispanic youth, 
ages 13-29, are one such population, receiving tailored care to 
support engagement and retention in care and improved VS. 
Adapted from a HRSA Special Projects of National 
Significance intervention, clinical agencies integrate a two-way 
text messaging system proven to increase VS, medical visits 
kept, and communication between care teams and younger 
clients. Coupled with case conferencing, the two-way text 
messaging system provides daily medication reminders, weekly 
mood check-ins, appointment reminders, and assessment for 
social service needs to support engagement and retention in 
care. 

Black and 
Latina/Hispanic 
Cisgender Women 

The disproportionate impact of 
HIV on Black and 
Latina/Hispanic cisgender 
women is evident in their rates 
of HIV incidence and late 
diagnosis, in comparison to 
their White counterparts. 
Persistent barriers to testing 
and care include competing 
priorities, the presence of 
comorbidities, and lack of 
social support. 

Building on the work of the Cisgender Black and Latina 
Women’s Working Group created in GY22, listening sessions 
will be conducted in GY25 to understand the HIV service 
utilization experience and the unmet needs of subgroups of 
PWH including Black and Latina/Hispanic cisgender women. 
The results will be used to develop recommendations for the 
Recipient and subrecipients to inform the implementation of 
targeted interventions in GY25 and beyond. 

 
The Recipient will seek to leverage HRSA EHE funding in 
addressing the unmet needs of cisgender Black and Latina 
women to ensure RWHAP Part A programs are able to adapt 
lessons learned across the RWHAP Part A portfolio. HRSA 
EHE funds will also be utilized to support intervention 
services aimed at addressing unmet needs identified through 
the work described above. 

Transgender Women Multiple NYC reports have 
shown evidence of gender 
disparities in HIV. Transgender 
women have a higher HIV 
incidence and prevalence than 
cisgender women. 

The utilization of healthcare for 
transgender women in NYC is 
low in comparison to cisgender 
women. 

Transgender women report 
fewer positive interactions with 
healthcare providers and have 
less confidence in their HIV 
treatment adherence ability. 

All RWHAP Part A-funded services in the NY EMA will 
support comprehensive patient-centered care for transgender 
women with HIV, including addressing HIV related co- 
occurring conditions and challenges in meeting basic needs, 
such as income and housing. 

In GY25-26 the Recipient will conduct subject matter expert 
interviews with TIGNCNB PWH to identify unmet needs, 
barriers and facilitators to retention in care, ART adherence, 
VS, and recommendations for addressing these needs and 
barriers. These interviews will be utilized to execute 
community-driven recommendations that can be translated 
into programmatic and policy revisions to ensure all RWHAP 
Part A programs are responsive to the needs of this 
subpopulation. Funds from HRSA EHE will be leveraged to 
support initiative services and enhanced engagement with 
transgender PWH. 

 
The Recipient began working with the NYC HD’s Division of 
Disease Control-sponsored Transgender Community Advisory 
Board in GY24 to ensure additional community input during 
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Subpopulation Unmet Need Interventions to improve outcomes 
  the development and procurement of new program models 

and services. The Recipient will continue these collaborative 
efforts in GY25 and beyond to ensure adequate representation 
of those with lived experience while developing and procuring 
program services aimed at this priority population. The 
Recipient will continue to assess unmet service needs and HIV 
outcome disparities experienced by transgender women with 
the goal to develop new strategies to intervene and ultimately 
advance health equity. 

 
3)  Core Medical Services Waiver (see Attachment 11). 

RESOLUTION OF CHALLENGES 
In GY24, the Recipient worked collaboratively with the PC, consumers, subrecipients, PHS 

CAMS, and NYSDOH AI colleagues to resolve challenges. Table 4 below highlights the most salient 
resolved challenges. 

Table 4. Resolution of Challenges 
 

Challenge/Barriers Proposed Resolution Intended 
Outcomes 

Current Status 

Addressing the unmet 
needs of Black and 
Latina/Hispanic 
cisgender women 
Recent surveillance and 
eSHARE data analyses 
indicate that Black and 
Latina/Hispanic cisgender 
women are 
disproportionately 
impacted by HIV in the 
NY EMA. In 2023, among 
newly diagnosed cisgender 
women in the NY EMA, 
51% were Black women 
and 37% were 
Latina/Hispanic women. 
Rates of care engagement 
(86%) and VS (84%) were 
lower among Black women 
compared to 
Latina/Hispanic women 
(89% and 87%, 
respectively).23 

The Recipient is recruiting PWH 
receiving RWHAP Part A services in the 
NY EMA who identify as Black and 
Latina/Hispanic cisgender women to 
participate in listening sessions in GY25- 
26 to identify unmet needs and enhance 
services. In GY26-27, using data from 
this project, the Recipient will develop 
next steps to generate community-driven 
recommendations to support 
programmatic improvements and policy 
updates. The Recipient will partner 
leverage HRSA EHE funding to provide 
culturally tailored programming for this 
priority population. 

1) Increase the 
quality and 
responsiveness of 
services for 
subpopulations of 
focus; 2) Decrease 
inequities 
identified in 
subpopulations of 
focus across the 
HIV care 
continuum; and 3) 
Improve health 
outcomes across 
subpopulations of 
focus in the NY 
EMA. 

The majority of clients 
receiving RWHAP Part 
A services in the NY 
EMA are Black and 
Latinx/Hispanic. The 
Recipient will work to 
improve the quality of 
care and services 
offered, with the goal of 
increasing VS and 
reducing preventable 
mortality among Black 
and Latina/Hispanic 
cisgender women in the 
NY EMA. 

Addressing the evolving 
needs of PAWH 
As more of the NY EMA’s 
PWH benefit from the 
improved health outcomes 
related to VS, additional 
co-morbidities associated 
with HIV and aging will 
occur in this population 
and must be addressed by 

Since GY23, the Recipient has been 
implementing the OAS service category, 
which is similar to MCM, but with a 
specific focus on PAWH. The Recipient 
is assessing the possibility and viability of 
incorporating OAS more widely into the 
rebid for Care Coordination in the NYC 
(launch in GY26) through literature 
reviews, conversations with other 

1) Continue to 
build partnership 
with AI to best 
support PAWH 
since this 
population 
continues to grow 
across the 
RWHAP service 
system; 2) Improve 

Continue to implement 
OAS services while 
leveraging EHE funds; 
work to combat 
isolation/loneliness, 
enhance quality of care, 
and reduce preventable 
mortality for PAWH. 
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Challenge/Barriers Proposed Resolution Intended 
Outcomes 

Current Status 

the system of care. As of 
December 31, 2023, 61% 
of PWH in the NY EMA 
were PAWH. Among 
RWHAP Part A clients in 
NYC who had at least one 
service during March 
2023–February 2024, 51% 
were PAWH.24 Moreover, 
inequities persist among 
older POC, with VS rates 
being the lowest among 
Black and Latinx/Hispanic 
PAWH when compared to 
their White counterparts. 
PAWH represent one of 
the largest growing 
populations, representative 
of most subpopulations of 
focus. As this population 
grows, so does the need for 
the Recipient and 
subrecipients to understand 
their unmet needs. 

EMAs/TGAs, and connecting with 
current OAS providers. 

The Recipient leverages funding from 
other sources, like HRSA EHE 078 and 
the forthcoming HRSA EHE 063, to 
provide services beyond the scope of 
RWHAP Part A. This funding allows 
providers to provide additional, 
supplemental screenings and integrate 
activities, like group social and physical 
activities, to meet the holistic care needs 
of PAWH. 

 
The Recipient meets quarterly with 
NYSDOH AI to share resources and 
information and to partner on efforts 
related to PAWH, while avoiding 
duplication of services in the NY EMA. 
In GY25, the Recipient will begin work 
with NYSDOH AI to develop a resource 
directory consisting of tools and services 
specifically for PAWH. 

 
The Recipient will be conducting listening 
sessions with PAWH receiving RWHAP 
Part A services in the NY EMA in GY25- 
26 aiming to identify unmet needs and 
gaps in service provision. In GY26-27, 
using data from this project, the Recipient 
will execute community-driven 
recommendations that can be translated 
into programmatic and policy revisions to 
further ensure all RWHAP Part A 
programs are responsive to the needs of 
PAWH in the NY EMA. 

The Ending the Epidemic Aging and 
HIV workgroup meets regularly with staff 
from BHHS programs to monitor 
indicators and activities in support of 
enhanced coordination and collaboration 
of aging-related activities. Workgroup 
members are currently involved in 
discussions to improve information 
dissemination among HIV providers in 
the NY EMA. The workgroup is 
identifying a variety of indicators to 
monitor efforts on supporting PAWH 
and will help lead community-driven 
events aimed at engaging with and 
providing support for Long Term 
Survivors (LTS) and PAWH. 

quality of services, 
including increased 
time with care 
team for 
individualized 
attention to 
holistic health 
needs; and 3) 
Address co- 
morbidities to 
improve health 
outcomes for 
PAWH. 
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Challenge/Barriers Proposed Resolution Intended 
Outcomes 

Current Status 

Engaging Youth, 
especially YMSM, in 
RWHAP Part A 
programming 
Across all RWHAP Part 
A subrecipient programs, 
engaging with youth living 
with HIV has remained a 
priority. Among all active 
clients in the RWHAP 
Part A program in the NY 
EMA, 11% are under the 
age of 30. Furthermore, 
among all diagnosed 
YMSM, 81% were in care, 
and, of these 83% were 
virally suppressed. Among 
all diagnosed YMSM (in 
care and not in care) only 
67% were virally 
suppressed, Lastly, racial 
disparities exist within the 
RWHAP Part A youth 
population, with YBMSM 
having lower rates of 
engagement in care (79%) 
than their White 
counterparts, highlighting 
a greater need for 
assistance in connecting 
youth of color to care and 
treatment to achieve and 
sustain VS. 

In GY25, the Recipient will implement an 
updated EIS service category in 
partnership with the NYC HD SHCs. 

 
In GY25-26, the Recipient will conduct 
listening sessions with YMSM in the NY 
EMA to better understand their needs 
and barriers to care. This information will 
be used in future procurements to 
improve programming and service 
delivery for this sub-population. 

 
Additionally, the Recipient hopes to 
inform the GY26 rebid for Care 
Coordination based on the critical 
insights of Lifetime Survivors and their 
unique perspectives on navigating HIV 
care and treatment throughout their lives. 
During presentations at the 2024 National 
Ryan White Conference, people who have 
lived with HIV since birth, including 
many LTS and lifetime survivors, 
discussed the importance of social 
workers in assisting youth while 
navigating the transition from pediatric to 
adult HIV care, among other suggestions 
from their own lived experience. The 
Recipient plans to utilize these insights 
when re-procuring Medical Case 
Management Programs in GY 26 to 
ensure youth in the RWHAP Part A 
Program have assistance with regards to 
their continuity of care. 

 
In GY26 and beyond, the Recipient will 
leverage HRSA EHE funds to ensure 
innovative methods of targeted outreach 
are implemented that can help to ensure 
youth are informed of their HIV status 
and linked to essential services. 

Gain a better 
understanding of 
how to more 
effectively engage 
youth throughout 
the NY EMA. 
Address HIV- 
related health 
inequities that 
youth, and 
particularly 
YMSM, 
experience, to 
improve care and 
HIV health 
outcomes, 
including VS. 

Leverage EHE funding 
to better understand and 
address the needs of 
youth across the NY 
EMA. 
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EVALUATION AND TECHNICAL SUPPORT CAPACITY 
A. CQM Program 
Table 5. QI Activities 

Quality Improvement 
Activity 

Methodology Related Service 
Category(ies) 

Key Activities Timeline Person(s)/ 
Organization(s) 
Responsible 

Intended Outcome/ 
Impact 

1. Annual QI Projects Various methods 
including but not 
limited to the 
Model for 
Improvement 

• Care 
Coordination 
(MCM) 

• EFA 
• Food and 

Nutrition (Food 
Bank and Home 
Delivered Meals) 

• Housing (some) 
• Legal (Other 

Professional 
Services) 

• Medical 
Transportation 

• Outpatient 
Ambulatory 
Health 

• Oral Healthcare 
• Supportive 

Counseling 

• Distribute guidance on 
QI project 
development to all 
applicable 
subrecipients. 

• Provide support to 
subrecipients on 
project development 
utilizing various QI 
methods including 
Plan-Do-Study-Act 
Cycles, Chart 
Reviewing, Program 
Flow Exercises, and 
other tools such as 
Root Cause Analysis 
and Driver Diagrams. 

• Provide feedback and 
monitor progress on 
submitted QI projects. 

• Report on project 
progress and results to 
programmatic 
partners. 

March 2025 
through January 
2026 

QMPI Unit and 
associated partners 
in the CTP 
Housing Services 
Unit and CTP 
Program Planning 
Unit 

• Implementation of QM 
goals for NY EMA. 

• Dissemination of 
knowledge and training 
on QM and 
improvement processes 
and methods. 

• Creation of quality- 
focused projects to 
improve service 
delivery, access, and 
meet HIV care-related 
goals throughout the 
NY EMA. 

• Positive impacts on 
consumer (patient) HIV 
management goals and 
other health/supportive 
service goals. 

2. QM Plan 
Development for New 
Categories 

CQM Planning— 
recommended 
practices from the 
Center for Quality 
Improvement and 
Innovation 

• Early 
Intervention 

• Harm Reduction 
• Mental Health 
• Non-MCM 
• Supportive 

Counseling 

• Distribute guidance on 
QM plan development 
to all applicable 
subrecipients. 

• Provide support to 
subrecipients to 
develop QM plans 
that utilize proven 
CQM methods to 

March 2025 
through 
November 2025 

QMPI Unit • Implementation of QM 
goals for NY EMA. 

• Dissemination of 
knowledge and training 
on QM and 
improvement processes 
and methods to 
subrecipients and other 
programmatic partners. 
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Quality Improvement 
Activity 

Methodology Related Service 
Category(ies) 

Key Activities Timeline Person(s)/ 
Organization(s) 
Responsible 

Intended Outcome/ 
Impact 

   improve service 
delivery—including 
integration of program 
goals around HIV care 
and relevant service 
category aims (e.g. 
reduced use and 
associated impacts for 
harm reduction 
participants). 

• Provide feedback and 
approval on submitted 
QM plans. 

• Report on plan 
progress and 
development to 
programmatic partners 
(e.g. NYC PC). 

  • Development of goals 
for improving quality 
service delivery and 
practices to meet HIV 
care-related goals 
throughout the NY 
EMA. 

• Establishment of 
processes for measuring 
and improving quality 
practices throughout 
subrecipient network. 

•  Positive impacts on 
consumer HIV 
management goals and 
other health/supportive 
service goals. 
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