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HIV Health Planning Workgroup 
VISION STATEMENT 

W

e envision a world where basic human needs are met; where public institutions and policies honor each individual’s dignity and self-worth, support healthy behaviors, and provide what they need to maintain their health and quality of life; and a world without HIV stigma or discrimination. 

W

e envision a world in which every HIV negative individual in San Francisco can remain HIV negative by having access to interventions and resources that promote and sustain safer behaviors, access to mental health and substance use services that support good decision-making, and access to the personal and community resources they need to maintain their health and quality of life.

W

e envision a world in which every HIV positive individual in San Francisco has access to a medical provider trained in HIV medicine, access to HIV treatments and other health care services, and access to the personal and community resources they need to maintain their health and quality of life.  

A

chieving those outcomes requires that the San Francisco model of HIV/AIDS prevention and care services remains strong, flexible, and responsive to consumer, technological, and epidemiological changes.  The hallmark of the San Francisco model for 25 years has been its community-based, client-centered approach. HIV/AIDS remains a significant threat to the health of thousands of San Franciscans. To achieve the vision described above, the SF model must adapt to a changing environment while continuing to embrace a core set of values that ensures services are:

· Consumer centered 

· Focused on the whole person

· Culturally and linguistically appropriate

· Effective 

· Connected to the community 

· State-of-the-art

· Financially sustainable.

Therefore, the San Francisco HIV Health Planning Work Group proposes a series of policy recommendations and strategies designed to strengthen and improve the SF HIV health care and prevention system to achieve this vision.

1. Ending New HIV Infections in San Francisco

Strategic Issues

An estimated 800-1,000 individuals are newly infected with HIV every year in San Francisco.  That is an unacceptable number of new infections, and should be reduced to zero. Gay/bisexual men continue to bear the brunt of the epidemic, and groups such as African Americans are disproportionately affected by HIV. 

Patterns of HIV infection are changing in San Francisco.  Although HIV may have reached an endemic state in San Francisco, that is not good news, as the number of new infections appears to be remaining stable, not going down. Within the endemic, HIV is still at epidemic rates in some populations. Funding and resources must target those micro-epidemics that continue to exist within specific groups and populations.  

San Francisco is missing opportunities to deliver HIV prevention messages in other programs. HIV prevention messages and strategies must be coordinated and integrated within the larger DPH health promotion and prevention unit in order to coordinate prevention efforts including structural interventions. Prevention messages and interventions could be integrated into other programs serving at-risk populations, such as housing, shelters, and substance use treatment programs in order to expand the reach of prevention efforts.  Prevention messages should also be more fully integrated into medical and health care settings especially within Healthy San Francisco and the San Francisco Health Plan.  

Services such as housing, employment services, and substance use treatment, reduce HIV risk behaviors, and should be considered part of the HIV prevention spectrum of interventions.  These services address co-factors that increase HIV risk and that are barriers to healthy living as well as barriers to receiving HIV prevention messages. In addition to traditional HIV prevention efforts, these services address the multiple needs of both persons at risk for HIV and persons living with HIV. Structural interventions address policy or legal barriers to HIV prevention and healthy behaviors  and should also be acknowledged as a part of the prevention continuum. 

Stigma and discrimination are known barriers to accessing or receiving HIV prevention messages, yet few HIV prevention interventions successfully address them.  HIV/AIDS-related stigma and discrimination is connected to cultural taboos around sex and drugs.  HIV/AIDS-related stigma and discrimination prevent people from getting tested for HIV and from getting the health care and other support services they need.  By challenging stigma and discrimination, the HIV prevention system could address these barriers to receiving HIV prevention interventions that continue to exist in many communities.
Prevention effectiveness can be hard to measure, and it is difficult to know if resources are being spent in the most effective way. Processes to document effective community-initiated prevention activities are not widely available. To meet the CDC standards of evidence of effectiveness takes time and resources Many innovative prevention activities are not approved and documented by the CDC, but have been successful within specific communities, and can be considered “promising practices.” Currently, there is no way to evaluate and share these prevention efforts. 

Standards (or best practices or promising practices) for HIV prevention should be expanded. A guide from DPH about what works well in prevention may be useful for agencies/organizations developing prevention programs, and should include information on structural interventions, ways to address stigma, and how to use other services to reduce HIV risk. Prevention indicators for San Francisco are not currently being used and could add to our understanding of the epidemic and the effectiveness of prevention efforts at the community level. 
Policy Recommendations 

1. Increase the number of people reached by prevention efforts through interventions that target specific groups and populations most affected by HIV.

2. Increase the number of people in San Francisco who know their HIV status and decrease the percent of AIDS diagnoses who are late testers

3. Integrate HIV prevention messages and strategies into all relevant DPH programs

4. Expand the definition of HIV prevention to include other strategies that have not previously been identified as HIV prevention interventions (e.g., structural interventions and strategies such as housing, substance use treatment, and employment services). 

5. Identify, document, and evaluate existing HIV prevention interventions in the community that show promise but have not been formally evaluated (promising practices). 

6. Standards and indicators for HIV prevention, including best practices that address stigma and discrimination, should be established and evaluated at the program and agency level.    

Strategies and Activities

1. The HIV Prevention Planning Council and DPH should focus on the micro-epidemics by encouraging prevention strategies that tailor prevention programs to these specific target populations.

2. Support routine HIV testing in all clinical settings, especially DPH and other safety net clinics

3. Continue targeting HIV counseling and testing to high-risk individuals and high prevalence communities

4. Use unrestricted General Funds to fund a pilot project (an “integrated model”) that demonstrates the effectiveness of housing and other interventions (e.g., substance use treatment, employment services, benefits counseling) as a prevention strategy.  The complement of integrated services will be designed to address the multiple needs of people at risk and living with HIV (substance abuse, mental health treatment), as well as provide support in maintaining housing and economic stability (e.g. employment services, benefits counseling).

5. Document and evaluate the pilot project to show success and provide data to advocate for federal funding that is non-categorical/non-silo (“integration funding”).

6. Support trainings for health care providers within Healthy San Francisco and the San Francisco Health Plan to ensure that they are trained to deliver HIV prevention messages to their patients (including pregnant women and both HIV positive and HIV negative individuals).  Ensure that these trainings and materials are available to private health care settings and lobby these institutions to have these standards adopted. 

7. Document and evaluate promising practices, and disseminate the results to provide more direction to agencies/organizations on effective prevention strategies and messages.

8. Develop, identify, and support promising practices that address stigma and discrimination in communities affected by HIV.  

9. Integrate HIV prevention messages with health promotion strategies for other target populations and diseases (e.g., STD, tobacco, family planning) through the DPH Prevention Unit. Leverage existing community-level health promotion efforts to reach a broader audience with HIV prevention messages. 

10. Integrate HIV prevention into other existing city-funded programs (e.g., housing programs, shelters, employment services, and residential substance use treatment programs).

11. New resources should be made available to implement these recommendations to ensure that existing capacity is not decreased. 

2.  Caring for All People Living With HIV/AIDS

Strategic Issues
There are more people living with HIV/AIDS in San Francisco now than ever before. New people continue to arrive in need of care, in addition to those who become infected. The system of care has been successful in keeping people alive, and consequently an increasing number of PLWH are living longer, resulting in larger numbers of PLWH over 50. 

PLWH are facing complex health conditions. PLWH are developing more chronic conditions, co-morbidities, and other health complications. For many, this is a result of living longer with HIV. San Francisco has a heavily treated population, with a disproportionate number of people who have developed resistance to available anti-virals. An increasing number have concomitant diagnoses on mental health or substance abuse challenges, meeting the severe need definition. All of those combine to increase the level of expertise needed and the cost of providing care.

The current CARE system is overburdened and is not able to fully serve everyone in need of HIV care.  Resources are shrinking while the number of people in need is increasing.  San Francisco is losing the capacity to care for the growing number of people living with HIV/AIDS. The Ryan White funds for San Francisco have been cut in half since 1996, and state dollars have not increased.

San Francisco’s universal health care access program, Healthy San Francisco, may inadvertently lead to crowding in already overburdened public health clinics as it brings in previously underserved individuals and the working poor.  The safety net system is beyond capacity, and bringing in new patients without continuing to bring in new resources will stretch them even further. 

Centers of Excellence were developed to provide centralized, coordinated services for the severe need population (PLWH with mental health and substance use challenges and very low income). However, the level of resources available is not sufficient to fully fund all of the CoEs, forcing them to limit the level of services or number of people they can serve. A COE evaluation is underway, but there is not yet information on the effectiveness or cost-efficiency of the model of care in meeting the target population’s needs. 
Consumers experience difficulty navigating CARE services.  Navigating services was identified as an ongoing issue that clients face within the current system.  For both newly diagnosed persons and persons new to San Francisco, it is not easy to figure out where to go for care. The system appears fragmented and confusing to many of the people it was designed to serve. Some people have to go to multiple agencies in multiple locations to get services, and eligibility criteria can be confusing. Case managers, social workers, and peer advocates are available to help clients, but do not always have the capacity, time, or training to meet their needs.
Some people living with HIV/AIDS are currently stable but at risk of falling into the severe need category.  Continuing to serve the population who are not severe need and providing the care needed to maintain their health and stability is cost effective.   

Data systems are not uniform.  Lack of data coordination (both at DPH structural level and program level) results in incomplete information about services, and missed opportunities to coordinate care and reduce duplication of services.  Information sharing about clients (e.g., case conferences) allow for services to be coordinated more efficiently.  Note: See Strategy and Activity #6 in Integration. 
As funding shifts from Ryan White to San Francisco General Funds, it is important to maintain the same level of community input on the priorities for funding. The HPPC already sets priorities for all funding streams for prevention services. The HHSPC has been limited to its legislatively mandated oversight for federal Ryan White dollars, and has played an advisory role with HOPWA dollars, but as Ryan White becomes a smaller funder for the continuum of care and funding streams are further diversified, the HHSPC should plan for the system as a whole, including all funding streams. The HHSPC is required to assess community needs and develop priorities for services, and is already doing the work of planning for HIV health services, and having it set priorities for all funding streams would make its function better parallel that of the HPPC. 

Policy Recommendations 

1. Ensure that San Francisco does not fall below the current level of support for HIV health services. 

2. Increase the system capacity to serve people living with HIV

3. Enhance system and service coordination to address fragmentation of services

4. Ensure that consumers/clients who are newly diagnosed or new to San Francisco HIV health system have access to services they need to navigate the system

5. Ensure clients are receiving the appropriate level of services based their individual needs as their needs change over time (i.e. determine when intensity of need increases or decreases.)  

6. Expand funding and resources for substance use and mental health services, including those for people living with HIV/AIDS to maintain health and stability.

7. Expand the role of the HIV Health Services Planning Council beyond Ryan White dollars to include input and advice on priority setting and resource allocation of all other HIV/AIDS health services funding. 

Strategies and Activities

1. Set a minimum funding level at the current FY 2007-2008  DPH budget for HIV/AIDS, and commit General Funds as needed to replace reduced state or federal dollars.

2. Invest in benefits counseling as a way to improve access to benefits, health care, reimbursements, and health insurance coverage

3. Evaluate the COE model’s effectiveness in reducing fragmentation of services, particularly the effectiveness of case conferences.

4. If the evaluation determines that COEs are effective at improving health outcomes and coordination of care, determine the optimal funding level needed to provide full CoE access all PLWH who need CoE services.

5. As Healthy SF increases enrollment, ensure that health care capacity for PLWHA is expanded and maintained throughout the safety net system. (DPH clinics and community health centers)

6. Address difficulties navigating the system of care by increasing case management capacity and reducing case management case loads through additional resources and redistribution of job functions. 

7. Identify innovative strategies to improve service coordination and fill gaps (e.g., patient navigators or peer advocates,)

8. To better match clients with the appropriate level of services and ensure that resources are being used effectively, develop a standard acuity scale (measuring the severity of client need) and provide guidance on implementation for providers to integrate clinical information and social service information. 

9. Develop strategies to support the movement of clients to appropriate levels of care, including encouraging and supporting exits from the publicly funded system when they no longer need such services, particularly the more intensive and expensive services, such as housing, RCFCIs, and intensive case management.  

10. Continue to serve clients in stable situations when those services are needed to prevent destabilization

11. Revise the Memorandum of Understanding between the HIV Health Services Planning Council and DPH to delineate the role of the Council with respect to HIV funds that go through the City & County of San Francisco beyond Ryan White. 

3. Integration of HIV Care and Prevention at the Structural Level 

Strategic Issues
This document addresses integration at multiple levels:

· Integration of HIV services into other health and social services, both within DPH and across city agencies

· Integration of HIV care and prevention with each other

· Coordination of DPH administration (e.g. the HIV Prevention and HIV Health Service Sections)

· Integration of care and prevention services at the program level 

HIV services must be fully integrated into all DPH activities. We can no longer afford stand-alone services, nor are PLWH and those at risk well-served by HIV programs that operate in isolation from other health and social services. 

Care and prevention increasingly overlap in target populations, service modalities, and goals. Consumers, providers, and key stakeholders all identified integration of care and prevention as a necessary step to take to improve services and increase efficiency and effectiveness of both. The line between the two functions is increasingly blurred, particularly from the consumer perspective. The barriers between the two are largely artificial and produced by different funding streams and regulations, leading to two different cultures of services and interventions. Providers, driven by client needs, have been integrating the two at the agency level for years. Prevention can and should be provided in care settings and vice versa. 

DPH has been restructured such that both the HIV Prevention Section (HPS) and HIV Health Services (HHS) operate under the umbrella of Community Programs within DPH.  This is an opportunity to ensure that HIV is better integrated into all of the services under Community Programs. It will also be necessary to maintain a focus on HIV/AIDS prevention and care, including maintaining the community planning groups for prevention and care even if not mandated by federal policies. Community planning groups must continue to have a local mandate and key role in decision-making and planning.
Structural divisions between DPH sections lead to barriers in communication.  Addressing structural divisions may lead to increased awareness about each other and effective communication across all divisions and sections within DPH, which is necessary to streamline funding, improve contracting procedures, and support a cultural shift.   

Silo funding and categorical contracting are barriers to integration.  Funding with restrictions on the types of services it can support makes it challenging to integrate services. Much of the government dollars come with specific requirements, expectations and legal limitations on how it can be spent. The resulting funding structures reinforce the differences and impede coordination.
Data systems are not uniform.  Data systems for billing and capturing service level data are not uniform across different divisions/sections at all three structural of the levels above. Different funding streams have conflicting requirements for data collection. This inhibits information sharing, and makes it difficult to know where people with HIV and those at risk are actually being served. Multiple databases also mean that agencies have to enter data multiple times, a very inefficient use of staff time. 

Policy Recommendations

1. Use the DPH restructuring to maximize opportunities for integration of the care and prevention with other DPH programs, while ensuring that clients continue to receive quality HIV/AIDS prevention & care services.

Strategies and Activities

1. Restructure program managers so that individuals with expertise within HPS and HHS can focus on agency-based funding rather than program-based funding (i.e., focus on one agency instead of separate activities/services).  Ensure that program managers have HIV content expertise.  Note:  A pilot project is currently in progress. 
2. Develop a centralized RFP process that merges behavioral health and HIV funding and streamlines the process so that RFPs are all on the same funding cycle.

3.  Develop a pilot project that demonstrates how an agency can operate under one contract and with fewer funding restrictions.  For example, multiple DPH divisions/sections come together and provide a single block of funding (with one contract) for an organization.  This contract could be managed by a lead program manager (rather than multiple program managers as is the case currently).  

4. Continue to support and utilize community planning models for both prevention and care even if not mandated by federal policies. 

5. Build the capacity for HIV expertise within the entire delivery system including private providers.  

6. Include HIV status as a data element in all DPH databases (e.g., housing, substance use, and mental health systems)

7. Assess the feasibility of merging the two community planning councils, including an assessment of the gains, costs, and implications of the merger, and a recommendation for action. 

4.  Housing Is HIV Care and Prevention

Strategic Issues
Federal funding for housing for PLWHA is declining.  Current federal policy has restricted how Ryan White/CARE funding can be spent on housing.  Additional pending federal policy changes will further reduce federal resources available for housing. In 2007, 3.8 million dollars from the General Fund was allocated to subsidize housing units for 500 PLWHA that were previously funded by Ryan White/CARE.

Demand for HIV/AIDS housing in San Francisco continues to exceed supply.  Demand for HIV/AIDS housing will continue to increase as PLWHA have longer life expectancies and more stable conditions.   Additionally, the population of seniors living with HIV/AIDS is growing. 
Many persons living with HIV/AIDS are homeless.  An estimated 8.3% of homeless persons in San Francisco are living with HIV.  14% of persons newly diagnosed with AIDS are homeless.  
Policy Recommendations 

In 2006, a workgroup was convened to develop a Comprehensive HIV/AIDS Housing Plan for the city.  The San Francisco HIV Health Work Group supports the recommendations specified in the Comprehensive HIV/AIDS Housing Plan as highlighted below (#1-4):    

1. Maintain existing housing for PLWHA 

2. Expand the supply of housing for PLWHA

3. Improve housing stability 

4. Improve the accuracy and efficiency of the Housing Wait List (HWL) 

The following recommendations were developed by the SF HIV Health Work Group: 
5. Incorporate HIV prevention messages and interventions into existing housing services (refer to Recommendation #3 and #4  in Prevention)

6. Increase coordination of existing housing plans (e.g., youth housing plan, homeless housing plan, etc.) 

Strategies and Activities

1. Include funding in the DPH base budget for the 3.8 million dollars that were shifted from Ryan White/CARE into General Funds.  

2. Provide 500 new tenant-based subsidies to make private market housing more affordable to PLWHA who are currently homeless or at risk of homelessness

3. Increase the supply of supportive and affordable housing available for PLWHA by 55 units through new production and set-asides in new housing developments.  Priority access should be provided for high-need clients on the Housing Wait List, clients existing residential care facilities for the chronically ill (RCF-CI), and clients aging out of youth programs.

4. Create 100 new employment opportunities for PLWHAs receiving disability benefits to earn income.  Opportunities would allow for flexible hours and would keep earnings within the limits imposed by SSI.  

5. Revise HWL policies and procedures to allow for more frequent assessment of client’s eligibility and availability for placement and periodic updating of the HWL.

6. Expand eviction prevention assistance programs (e.g., legal assistance, one-time back rent payment, short-term tenant-based shallow subsidies, and or temporary rent payment during residential treatment) to serve up to 800 additional clients per year. 

7. Design PLWHA marketing and outreach requirements for affordable housing providers to ensure representative housing participation by PLWHA. 

5.  Funding Changes & Shifting Priorities

Strategic Issues

Federal funding for HIV continues to decline and continued state and local funding is in jeopardy due to economic downturn and current budget crisis.   Funding for HIV/AIDS services has steadily declined over the past ten years (from Call to Action) and will likely continue to do so in upcoming years.  Ryan White funds, for example, have been cut in half since 1996. General funds have filled some but certainly not all of that cut. The proposed state budget has cuts in many services essential for PLWH and those most at risk. Current funding streams are subject to political and economic changes and are not sustainable over the long term. 

Federal funding for HIV includes restrictions that limit the types of strategies and interventions that can be funded.  Federal funding does not allow for flexibility and innovation in the types of programs that it can fund.  For example, federal prevention dollars can not be used for needle exchange, and 75% of Ryan White funds must go to health services. Changing priorities at the federal and state level can affect how dollars can be spent, and may result in the loss of services. 

Policies across city agencies such as the San Francisco Redevelopment Agency (SFRA), Mayor’s Office of Community Development (MOCD), and Department of Children, Youth, and Families (DCYF) do not always support an integrated funding approach for HIV/AIDS services.   Services provided by these city agencies are essential to meeting the needs of people living with HIV/AIDS and those who are at risk for HIV.  However, these agencies are often not included in discussions around HIV/AIDS and funding. These city agencies receive General Funds and reach target populations, but have not traditionally been thought of as HIV service providers, or included in the planning for HIV services. Some agencies have legal restrictions on how their funds may be spent, limiting their flexibility. The exception to that is the SFRA, which has worked closely with SFDPH and the HHSPC to coordinate HOPWA funds with Ryan White, and could be used as a model for how to coordinate funding streams.
General Funds are less restrictive and allow for more flexibility and innovation to fund new and comprehensive models. Many of the recommendations in this document will require new funds to implement, and will also require funds that are not hampered by specific service restrictions. 
Policy Recommendations 

1. Diversify the sources of funding for HIV/AIDS services

2. Optimize the flexibility of General Funds in supporting innovative programs and mitigating structural and regulatory limitations on state and federal funds 

3. Develop strategies to create new sustainable revenue sources for HIV (e.g., possible ballot measure.) 

Strategies and Activities

1. Increase use of General Funds to mitigate restrictions placed by federal dollars.  

2. Use the flexibility of General Fund dollars to partner with local non-profit organizations and leverage local dollars. 

3. Use the flexibility of General Fund dollars to bridge different categorical funding restrictions, service category restrictions, and time frame restrictions (See Integration recommendation #1b).
4. As new General Funds are allocated to HIV/AIDS services, ensure that these dollars are built into the DPH base budget in future years.

5.  Explore funding from specific city agencies (e.g., MOCD, SFRA, DCYF) that may be able to designate money towards the pilot project (see Integration recommendation #1c) that demonstrates how an integrated model for addressing HIV can be successful.  Ensure that the pilot project referenced supports both service integration and funding integration. 

6.  Quality & Effectiveness

Strategic Issues

Diminishing resources at the local, state and federal level requires coordinated, efficient use of resources.  There are increasing pressures to ensure that funds are being used as efficiently and as effectively as possible, yet we do not always know if dollars are currently being used in the best possible way. Similarly, there is no clear indicator of the most effective use of any additional resources, or where the next marginal dollar should be spent. 
Currently, there are no system wide evaluation methods that look at indicators and health outcomes across service categories that allow resources to be allocated more effectively.  While a number of tools exist to monitor performance, to set standards of care and to conduct program level evaluation these tools are insufficient to measure quality and effectiveness.  Current contract monitoring tools within HIV Health Services and HIV Prevention Services are designed to measure process objectives and document deliverables.  While contract monitoring is important in managing contract compliance, it does not provide the tools needed to assess program effectiveness and measure health outcomes.  Standards of Care (for HIV Health Services) are also not designed to measure effectiveness and health outcomes.  They are designed to follow benchmarks in specific health categories.  

Evaluation results must be used to improve services. Feedback loops must exist to make program and outcome analyses relevant to the agencies and to improve services. Appropriate levels of information about quality of services should also be made available to community planning groups, to consumers, and to the community at large. 

Policy Recommendations 

1. All funded programs must have an evaluation component designed to measure health outcomes and program effectiveness. This should exist for all DPH services, not just HIV programs. Given the cost of adding evaluation, this may require an incremental implementation.

2. The pilot projects recommended in this report must include a clear evaluation component, and may serve as a pilot for new evaluation measures as well. 

3. The resources and capacity for evaluation should be increased to ensure that resources are not diverted from client services

4. Develop or use existing cost assessment measures for both HIV care and prevention and incorporate cost data in systems planning and resource allocation.

5. Explore the use of performance measures in funding decisions

Strategies and Activities

1. The community planning bodies must have oversight responsibility for the evaluation components in order to provide guidance to the design and the selection of appropriate methods.  Strategic oversight will ensure that the evaluation produces findings that assist with resource allocation. 

2. SFDPH and community agencies should be supported to develop the capacity needed for related data collection and analysis. 

3. Reorganize existing evaluation and quality management resources to better measure quality of HIV/AIDS services.  Utilize existing quality measures when available for HIV care and prevention. 

4. Partner with researchers to collect data, evaluate outcomes, and develop new measures of effectiveness and quality of services where such measures do not exist. 

5. Establish systems to provide the results of quality and effectiveness analyses to the evaluated agencies, and to the community as appropriate. 

6. Pilot cost effectiveness measures for HIV care and prevention services as feasible, and as resources are available to support it.  

7.  Leadership & Accountability
Strategic Issues

Key informants identified the need for serious, committed, bold, on-going leadership to ensure new recommendations are implemented. The leadership needs to come from both the community and DPH and to be sustained over time. Integration will only happen if it is clear that it is a priority and that resources are being used to support it. 

San Francisco currently lacks a coordinated public policy agenda for HIV/AIDS.  A coordinated and strategic approach is needed at the level of the Mayor’s Office to ensure that HIV/AIDS is prioritized across city agencies.  This plan calls for multiple activities in several departments. The implementation will have to oversee all of those areas, and therefore should not be housed in just one department. 

A process must be in place to hold the City and County accountable for implementation of these recommendations.  This plan recommends changes across multiple departments and city functions. There needs to be a centralized process for ensuring that the recommendations are implemented in a timely manner. The community input into this plan should be followed up by community oversight and a process for measuring and evaluating the implementation of the recommendations. 

As HIV is integrated into other services, we need to ensure that the commitment to HIV is not lost. Someone has to keep an eye on the services as the funds and administration are integrated into DPH and other city departments. 

Policy Recommendations 

1. Establish leadership and accountability at the highest level of City government by creating a Senior HIV/AIDS Policy position within the Mayor’s Office that reports to the Deputy Chief of Staff for Health and Human Services. In the absence of a new Senior HIV/AIDS Policy position, this role must be filled by the Deputy Chief of Staff for Health and Human Services.

2. Create an advisory group, chaired by the policy advisor, that is appointed by the Mayor and vested with responsibility to oversee implementation of this plan and advise the Mayor and the Board of Supervisors on a core set of citywide policy priorities for persons at risk and living with HIV/AIDS.

Strategies and Activities

1. The senior policy position must be filled by someone with extensive HIV policy expertise, familiarity with DPH and other city departments, an understanding of the issues faced by communities affected by HIV in San Francisco, experience with community planning processes, and the ability to be effective within city government. This is intended to be a paid, full-time position, with new funds identified to cover the position (not diverted from existing DPH funds). This position must be a senior level position with the authority to hold city entities accountable for implementing these recommendations.
2. At a minimum, the advisory group will respond to issues brought forth by the Mayor, advise the Senior HIV/AIDS Policy position, coordinate HIV/AIDS activities across city agencies, and oversee implementation of these recommendations. Composition of the interagency council should include representatives from the existing HIV/AIDS community planning groups, the Department of Public Health, other relevant city departments, consumers, and providers across service categories (e.g., mental health, housing, employment services). It is not intended to replace the existing community planning bodies but to complement them. 

3. The advisory group, in conjunction with the HIV/AIDS Policy position, should produce an annual report on the status of implementation of the recommendations as well as the identification of new issues to be addressed and any new recommendations. 
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