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SECTION I: Integrated Plan and Statewide Coordinated Statement of Need (SCSN) 
Executive Summary  

1. Introduction and Approach  
 
The California Department of Public Health (CDPH) is pleased to submit to the Centers for Disease Control and Prevention 
(CDC) and Health Resources and Services Administration (HRSA) the California Integrated HIV Prevention and Care Plan 
(Integrated Plan) for calendar years (CY) 2027-2031, including our integrated Statewide Coordinated Statement of Need 
(SCSN). This plan showcases our collaborative and coordinated approach, informed by sound data analysis and community 
engagement and input, to develop strategies to make progress towards meeting the goals and priorities set out by the 
national HIV/AIDS strategies through 2030.  This plan addresses the broader needs of California and the following Ryan 
White HIV/AIDS Part A jurisdictions: the Alameda and Contra Costa County/Oakland Transitional Grant Area (TGA), 
Riverside and San Bernardino County/Inland Empire TGA, Sacramento County/Sacramento TGA, Santa Clara County/San 
Jose TGA, Los Angeles County (EMA), and San Francisco County/San Francisco EMA.  This collaboration of co-author 
jurisdictions represents a collective action group: working together to address in a more coordinated way, a common set 
of strategies impacting HIV health outcomes in California in a larger way than any one individual health jurisdiction could 
do on its own.  
 
During the 2022-2026 Integrated Plan planning and implementation cycle, 
informed by a community-driven process, we began a paradigm shift in HIV-work 
in California: a long-term process of addressing HIV not as a condition on its own, 
but as a together as a syndemic with other Sexually Transmitted Infections (STIs) 
and Hepatitis C virus (HCV) though a social drivers of health lens.  
 
Addressing HIV, HCV, and STIs together is powerful, because these issues affect 
many of the same people and communities. In a syndemic, having one health 
issue places a person at greater risk for another one, and having two or more 
health issues at the same time makes one or both health issues worse. For 
example, having syphilis or gonorrhea can make it easier to get HIV; having HIV 
can make it easier to get HCV through unprotected sex; and having HIV and HCV 
at the same time can make liver disease get worse faster than having HCV alone. 
 
Over the last five years we have made some progress in this work, but California 
and its co-author jurisdictions consider this paradigm-shift to be a long-term 
strategy and investment. Thus, we developed California’s 2027-2031 Integrated 
Plan as an update and revision to the 2022-2026 plan.  
 
California’s 2022-2026, and now its 2027-2031 Integrated Plan address the 
syndemic of HIV,  HCV, and  (STIs) in California through our core strategies that 
reduce new HIV infections by ensuring that all people living with HIV are 
diagnosed as early as possible; all people diagnosed with HIV are treated rapidly 
and effectively to reach sustained viral suppression; new HIV transmissions are 
prevented using evidence-based pharmacological and behavioral activities; and 
that we respond quickly to potential outbreaks, getting needed prevention and 
treatment services to people who need them the most. Through these strategies 
we have made progress, but as this plan will discuss, not enough progress, and 
not rapidly enough for all Californians.  
 

Figure 1. Integrated Plan Goals 
 
California’s Integrated Plan 
addresses the following four 
goals: 
 
1. Preventing new HIV 

infections by identifying all 
individuals potentially living 
with HIV  

2. Improving HIV-related 
health outcomes for all 
Californians 

3. Using a syndemic approach 
to achieve integrated, 
coordinated efforts that 
address the HIV, HCV, and 
STI epidemics 
synergistically 

4. Addressing social drivers 
that impact health 
outcomes 
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We envision a California free of new HIV, HCV, and STI infections, where all people with these conditions can easily obtain 
the services and resources needed to live healthy, dignity-filled lives free of stigma. Quantitative and qualitative data 
continuously maintains that differences in HIV, HCV, and STI-related outcomes persist among specific populations and 
subgroups, and that social drivers of health are fundamental factors influencing health differences. In order to remove 
barriers to effective HIV, HCV, and STI prevention, care, treatment and sustained well-being, it is essential to expand 
beyond a biomedical approach and fully integrate social drivers of health into actionable strategies.  The overview of these 
strategies is presented in Section V of this document.  
 
To this end, CDPH proposes to continue a set of ambitious goals and strategies that leverage all available HIV prevention 
and care funding streams, utilizes existing public health measures and initiatives to guide our efforts, and collaborates 
with many partners throughout California to implement evidence-based strategies to achieve the vision set forth by 
national HIV/AIDS goals. The strategies proposed throughout this plan align public and private sectors, as well as 
nontraditional partners, to leverage strengths, resources, and opportunities to center evidenced-based strategies in our 
work and improve health outcomes among those most affected by HIV, HCV, and STIs in California.  It is a cutting-edge 
plan that both honors the great work already happening throughout California and pushes us to redefine success and 
center those who traditionally have been underserved by our systems. It is organized around the four pillars established 
by the Ending the HIV Initiative: A Plan for America. These pillars are designed to address the full continuum of HIV from 
those at risk to people who are living with HIV and so they address the strategies suggested by the CDC and HRSA to 
prevent new HIV infections and to improve HIV-related health outcomes. To have a greater impact, our Integrated Plan 
aims to address critical social drivers of health including housing, health access for all, mental health and substance use, 
economic factors, and stigma.  
 
To that end, we have developed this Integrated Plan through a joint effort between CDPH’s Office of AIDS (OA), Office of 
Sexually Transmitted Infections and Hepatitis C (OSH), local health jurisdictions (LHJs), and Part A HIV planning bodies in 
California. The Integrated Plan was also developed in collaboration with other state programs that serve those at highest 
risk for HIV, HCV, and other STIs, and involved direct engagement of people living with HIV (PLWH), people at elevated 
risk for HIV infection, service delivery providers, and other community stakeholders throughout the state, using various 
community-centered mechanisms to gather input. 
 
This Integrated Plan demonstrates the State of California’s commitment to working towards a future where all our state’s 
HIV, HCV, and STI service providers are equipped with the awareness, tools, and resources they need to address barriers 
that prevent Californians from receiving the care and support they deserve. This plan builds on many years of dedication 
by people affected by the HIV, HCV, and STI syndemic, as well as public health, health care providers, and other partners 
across the state.  
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2. Documents Submitted for SCSN 
 
The following is a list of all source documents and materials referenced to meet submission requirements for the 2027-
2031 California Integrated Plan, including content to update existing or newly developed materials for the required 
sections throughout this plan. Documents listed include a brief summary of the contents and use of each document for 
the noted Integrated Plan section. California is able to submit more extensive summaries upon request. 

 
Table 1 -Source Documents  

Document Summary 
New or 
Existing 

Entity 
Associated 
IP Section 

Ending the HIV 
Epidemic: California 
Consortium for CDC 
PS19-1906 (2020-
2025) 
 

An innovative plan to achieve 
the goal of decreasing new 
HIV infections 90 percent by 
2030. This plan was created 
by the five Part A Planning 
Councils (Riverside and San 
Bernardino are considered 
one joint Transitional Grant 
Area), selected staff from 
each county, and through 
extensive community input 
and engagement. 

Existing ─ California Department of Public 
Health 

─ Alameda County 
─ Orange County 
─ Riverside County 
─ Sacramento County 
─ San Bernardino County 
─ San Diego County  

SCSN 

Ending the 
Epidemics: 
Collective Strategies 
for Addressing HIV, 
Hepatitis C, and 
Sexually 
Transmitted 
Infections in San 
Francisco  

An innovative plan to achieve 
the goal of decreasing new 
infections by 75 percent in 
San Francisco. This plan was 
created by a broad coalition of 
city government and 
community stakeholders in 
San Francisco.  

Existing ─ San Francisco Department of Public 
Health  

SCSN 

Ending the HIV 
Epidemic In Los 
Angeles County 
(2020-2025) 

An innovative plan to achieve 
the goal of decreasing new 
infections by 75 percent in Los 
Angeles. This plan was created 
by a broad coalition of city 
government and community 
stakeholders in Los Angeles. 

Existing ─ Los Angeles County Department of 
Public Health 

SCSN 

ENDING THE 
EPIDEMICS: 
Addressing Human 
Immunodeficiency 
Virus (HIV), 
Hepatitis C Virus 
(HCV), and Sexually 
Transmitted 
Infections (STIs) in 
California-

A plan framed around social 
drivers of health for a 
statewide collaborative, harm 
reduction approach to 
preventing and treating HIV, 
hepatitis C virus (HCV), and 
sexually transmitted 
infections (STIs) in California. 
 

Existing ─ California Department of Public 
Health 

 

SCSN 
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Integrated 
Statewide Strategic 
Plan, 2022-2026  
Ending the 
Epidemics: 
Implementation 
Blueprint 

A comprehensive workbook 
meant to support individual 
Local Health Jurisdictions 
further develop their efforts 
to address the social drivers 
impacting HIV, HCV and STI 
health outcomes in California. 
This workbook was developed 
through extensive community 
engagement from all regions 
in California and by all co-
author counties to this Plan. 

Existing - California Department of Public 
Health 

 

California HIV 
Surveillance Report 
- 2023 

The California HIV Surveillance 
Report is published annually 
by the California Department 
of Public Health, Center for 
Infectious Diseases, Office of 
AIDS, Sacramento, California. 

Existing  - California Department of Public 
Health Office of AIDS, Surveillance 
Branch 

Epi Snapshot, 
SCSN 

HIV/AIDS 
Epidemiology in 
California - 2023 

The HIV/AIDS Epidemiology 
and Health Disparities Report, 
published by the Office of 
AIDS (OA), provides detailed 
information on the HIV/AIDS 
epidemic in California and 
examines gaps in health 
outcomes across various 
groups. This report highlights 
differences in HIV burden and 
health outcomes by sex, 
race/ethnicity, and 
transmission category. Data in 
this report are intended to be 
used by OA, and community 
partners to identify needs, 
gaps, and the status of the 
HIV/AIDS epidemic in the 
state to form strategies to 
continue to address the 
epidemic and reduce or 
eliminate gaps in HIV health 
outcomes. 

Existing - California Department of Public 
Health Office of AIDS, Surveillance 
Branch 

Epi Snapshot 
SCSN 

HIV and 
Homelessness in 
California - 2023 

An infographic analyzing 
continuum of care data for 
unhoused individuals newly 
diagnosed with HIV in 2023.  

Existing - California Department of Public 
Health Office of AIDS, Surveillance 
Branch 

Epi Snapshot, 
SCSN 
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California AIDS Drug 
Assistance Program 
(ADAP) Annual 
Report: State Fiscal 
Year 2023–2024 

A report that summarizes the 
outcomes of the California 
AIDS Drug Assistance Program 
(ADAP). ADAP was established 
in 1987 to help ensure that 
uninsured and underinsured 
people living with HIV/AIDS 
have access to life-saving 
medications. ADAP receives 
federal funds from the U.S. 
Health Resources and Services 
Administration through grants 
provided by Part B of the Ryan 
White HIV/AIDS Treatment 
Extension Act of 2009. 

Existing  - California Department of Public 
Health Office of AIDS, ADAP 
Branch 

SCSN 

Epidemiology of HIV 
in California, 2017–
2021 

This report, although it 
reviews the epidemiology 
trends from 2017-2021, was 
published in 2022 and was 
developed in part to analyze 
the impacts of the major 
strategies in California to 
impact HIV health outcomes. 
One theme of this report is we 
have made progress, but not 
enough for all communities.  

Existing - California Department of Public 
Health Office of AIDS, Surveillance 
Branch 

SCSN 

HIV and Women in 
California - 
Infographic - 2025 

A community-friendly 
infographic that presents key 
prevention and care data 
about women in California. 
This was a product of the 
Women’s Subcommittee of 
the Part B advisory body: the 
California Planning Group.  

Existing - California Planning Group 
Women’s Committee, and the 
California Department of Public 
Health Office of AIDS, Prevention 
Branch 

SCSN 

Viral Suppression 
Rates of Medi-Cal 
Enrollees with HIV, 
2023 

This analysis calculated the 
annual HIV viral load 
suppression indicator for the 
Medi-Cal population.  Viral 
suppression rates among 
Medi-Cal enrollees continue 
to exceed the statewide 
average for people living with 
HIV. 

Existing  - California Department of Health 
Care Services in collaboration with 
the California Department of 
Public Health, Office of AIDS 

SCSN 

Master Plan for 
Aging Initiatives 
Report 2025 

Document summarizing the 
Master Plan for Aging 
Initiatives 2025-2026. The 
Master Plan for Aging (MPA) 
is a 10-year blueprint that 
reflects California’s future 

Existing  - California Health & Human 
Services Agency, California 
Department of Aging  

Situational 
Analysis 

https://www.cdph.ca.gov/Programs/CID/DOA/CDPH%20Document%20Library/Viral-Suppression-Rates-of-Medi-Cal-Enrollees-with-HIV-2023.pdf
https://www.cdph.ca.gov/Programs/CID/DOA/CDPH%20Document%20Library/Viral-Suppression-Rates-of-Medi-Cal-Enrollees-with-HIV-2023.pdf
https://www.cdph.ca.gov/Programs/CID/DOA/CDPH%20Document%20Library/Viral-Suppression-Rates-of-Medi-Cal-Enrollees-with-HIV-2023.pdf
https://www.cdph.ca.gov/Programs/CID/DOA/CDPH%20Document%20Library/Viral-Suppression-Rates-of-Medi-Cal-Enrollees-with-HIV-2023.pdf


 
California Integrated HIV Prevention and Care Plan, CY 2027- 2031 Page 12 of 123 
California Department of Public Health, Office of AIDS 
 

 

SECTION II: Community Engagement and Planning Process 

1. Jurisdiction Planning Process 
 
The community engagement and planning for this Integrated Plan were marked by 
an especially chaotic policy and funding environment that left a good deal of 
uncertainty as to what types of work would be allowed. Given this, California and 
its co-author counties decided to leverage their considerable ongoing community 
engagement efforts that occurred during the 2022-2026 Integrated Plan 
implementation cycle. These community engagement efforts included the ongoing 
community engagement done as a requirement of implementing the Ending the 
HIV Epidemic Initiative.  
 
California has 8 Ending the HIV Epidemic (EHE) jurisdictions. During the creation of 
the initial EHE plans in 2020-2025, the COVID-19 pandemic was disruptive to 
community engagement activities, as in-person community engagement forums 
became restricted. Despite the challenges, counties throughout California were 
agile and quickly adapted to use of virtual platforms to proceed in creating their 
plans. A set of alternative community engagement approaches were developed to 
ensure that those with limited or no access to the internet or cell phone service 
could also provide input. Community members provided input by completing 
surveys, participating in key informant interviews, and through teleconferences 
with HIV medical and service providers, who continued to provide needed services 
despite the pandemic. Several engagement activities were conducted using Spanish 
translation, along with some mono-lingual Spanish events. Although the priority 
populations varied between counties, members from 10 identified priority 
communities were successfully engaged in the formation of the EHE plans. After 
the COVID-19 pandemic subsided, virtual community engagement work has 
continued to augment in-person strategies through the process of implementing 
EHE work in California.  
 
Beyond the EHE plans and ongoing community engagement efforts that focused on 
8 Phase I counties (including San Francisco and Los Angeles), during the 2022-2026 implementation of the Integrated Plan 
California continued a comprehensive strategic planning process to further develop our statewide approach to ending the 
HIV, HCV, and STI syndemic through the development of an Implementation Blueprint.  
 
In addition to ongoing EHE community engagement activities, other community engagement efforts were conducted to:  
 

• reach out to a wide range of people across the state to ask for ideas on how California should be responding to the 
overlapping HIV, HCV, and STI epidemics; 

vision of and commitment to 
an age- and ability-forward 
state. Housing, 
transportation, and other 
social drivers of healthy aging 
are noted as key themes.  

Figure 2 Priority Populations 

A combined list of priority 
populations involved in 
California’s community 
engagement efforts, includes the 
data-identified groups most 
impacted by HIV/HCV/STIs:  
 

• People disproportionately 
impacted 

• Young people (15-29)  

• Men who have sex with men 

• People experiencing 
homelessness 

• People who are incarcerated 
or justice involved 

• Women  

• People Aging with HIV, Older 
Adults with HIV 
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• use those ideas to decide what we can do to make it easier for people to avoid getting HIV, HCV, and STIs, and what 
activities are most important to support the health of people in California when they have HIV, HCV, and/or STIs; 
and 

• summarize these ideas into a high-level plan with associated strategies. 
 
Figure 3 is an overview of selected community engagement strategies used in the development of this Integrated Plan.  
 
Figure 3.  Community Engagement Strategies 
 

 
 
Regional Listening Sessions. In 2022, CDPH and Facente 
Consulting partnered with local jurisdictions to develop 
an implementation blueprint to assist local partners to 
successfully implement the 30 innovative strategies 
prioritized in the high-level strategic plan. To do this, we 
developed a multi-tier approach to community 
engagement and planning that involved individual 
meetings with local health jurisdictions, local HIV planning 
bodies, a virtual townhall held on April 14, 2022, which 
was attended by over 400 California constituents,  16 
regional in-person community listening sessions 
throughout California planned in partnership with local 
health jurisdictions (see stars on map to left), and various 
virtual sessions with key partners throughout the state, 
including consumers, community-based organizations, 
pharmaceutical companies, local hospital or clinic staff, medical staff from correctional facilities, and other non-traditional 
partners, to ensure as many diverse groups and stakeholders as possible.  In total more than 300 individuals provided 
direct input through these listening sessions held in summer of 2022. 
 
Each jurisdiction has involved their planning bodies and individual community engagement groups at each stage of the 
Integrated Plan development process. Check-in points were built-in throughout the process to ensure consensus from all 
parties, especially the statewide workgroup, before moving to the next stage of plan development. OA staff presented a 
summary of the plan prior to seeking concurrence from each of the Part A Transitional Grant Area/Eligible Metropolitan 
Area (TGA/EMA) planning councils and responded to questions, inquiries, and suggestions throughout the planning period 

Figure 4. Listening Sessions Overlay with HIV Prevalence 
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before final submission. Additionally, Part A and B grantees have been instrumental partners in the development of the 
blueprint documents that support and guide the implementation of the proposed strategies at the local level.  
 
This Integrated Plan is an active working document, and as such will be reviewed and updated annually, or as needed, to 
ensure compliance and that key indicators are met throughout the state. The process will include the identification of 
relevant data, analysis of data on performance measures, a review of activities and strategies, a mechanism to revise goals 
and objectives as needed based on data, and an evaluation of the planning process by state and local HIV planning bodies. 
Providing ongoing opportunities for community input will additionally allow the State and its co-authors from local health 
jurisdictions to provide, monitor, and modify interventions as needed, and to ensure the success of the Integrated Plan. 
 
A. Entities Involved in the Planning Process 

 
California is strongly committed to the involvement of stakeholders and other key partners in the planning and 
implementation of strategies to prevent HIV transmission, HCV, and STI, as well as care for Californians living with HIV.  To 
that end, we have developed this Integrated Plan through a joint effort between OA, local health jurisdictions, and HIV 
planning bodies in California, in collaboration with other state programs that serve the residents of California.  Exhibit 1 
below is a comprehensive list that identifies the types of entities involved in the planning, engagement, and development 
process of the California Integrated Plan from 2022 through 2026. 
 
Exhibit 1 also includes a summary of selected community engagement activities that are being put forward as California’s 
and its co-author county partners community engagement activities used to develop this updated Integrated Plan.  The 
Exhibit lists the date of the event, a brief description of the event, and an overview of the participants at each event.  
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Exhibit 1. Summary of California selected community engagement activities. 
 

 

 

COMPLETED ACTIVITIES 

All California 

PrEP Gap Analysis 
Listening Session 

September 17, 2025 

A community forum to share and gather input on 
persistent gaps of PrEP use by populations most 
impacted by HIV and California. An initial participant 
poll indicated representation from each EHE priority 
county and a third indicated working in other 
California counties. Among the participants who 
shared information on communities they serve, a 
majority documented service across diverse 
communities. This includes LGBQ, transgender, 
gender expansive, and intersex individuals, as well 
as women, youth, and young adults. People who use 
drugs, experience homelessness and/or those who 
engage in sex work were also represented in these 
focal communities.  

Participants: Reaching 145 
registrants that included HIV planning 
body members, PrEP providers, public 
health staff.  

The Ending the 
Syndemic Symposium 

2023 

June 22-23, 29-30 

2024 

Sept. 30, Oct. 1-2 

2025 

Sept. 23-25 

The Ending the Syndemic Symposium is sponsored 
by CDPH-OA annually offers an opportunity for 
California Counties and their funded Community 
Programs and partners to share best practices and 
innovations in serving the communities most 
impacted by HIV, HCV, and STIs. This symposium 
was held annually from 2023-2025. The themes of 
the Symposium rotated each year to explore key 
social drivers of health identified in the Integrated 
Plan: housing, health access, mental health and 
substance use, economic factors and stigma. 
Symposium materials are made available to 
partners to strengthen their syndemic work. 
Evaluation data of these events show wide 
participation from every Part A/EHE jurisdiction in 
California. 

Participants: Reaching 150-300 
participants per year, attendees and 
presenters include PLWH and others 
with lived experience, HIV/STI/HCV 
prevention service providers, public 
health staff, and harm reduction and 
housing providers. 

Virtual Provider 
Survey 

2022 

April-June 

Provider needs assessment (n=130) respondents to 
the Needs Assessment survey released in 2022, 40% 
represented the Southern California region, and 60% 
represented the Central and Northern regions of 
California.  
 
 

Participants: HIV prevention and care 
service providers; housing and mental 
health supportive services providers. 



 
California Integrated HIV Prevention and Care Plan, CY 2027- 2031 Page 16 of 123 
California Department of Public Health, Office of AIDS 
 

 

 

 

Regional Listening 
Sessions 

2022 

May 9 

May 10 

May 11 

May 12 

May 24 

May 25 

May 26 

May 31 

June 1 

June 2 

June 28 

June 29 

June 30 

July 6 

July 7 

July 8 

July 12 

July 13 

July 14 

California launched a series of 17, regional, 2-3 
hour, community meetings to inform the 
development of a statewide strategy to end the HIV, 
HCV, and STI epidemics in California. Officials from 
local health departments, academic institutions, 
community-based organizations, State Office of 
AIDS staff, community members and advocacy 
groups attended to have their voices heard. The 
goal was to gather community input on what a 
future comprehensive strategy for the state should 
include. Recommendations from these meetings 
were used to help create the states Ending the 
Epidemics Integrated Statewide Strategic Plan and 
subsequent Ending the Epidemics: Implementation 
Blueprint. Together, these documents outline the 
states response to the epidemic 2022-2026. 
Additionally, the implementation blueprint offers 
counties and jurisdiction a roadmap to 
implementation. 
 

Participants: HIV planning councils, 
local public health department staff, 
CDPH-OA and OSH, HIV/HCV/STI 
service providers, PLWH and others 
with lived experience. 

Social Media 
Strategies  

2022-2025 

Continuous community engagement to link 
priority populations to integrated testing for 
HIV, HCV and other STIs as well as and other 
status neutral services. Implementation of 
these social media strategies has improved 
California’s use of social media strategies to 
reach priority population that do not access 
services through traditional means.  

Participants: Clients linking to 
services via social media sites that 
provide information about their 
experience. California public health 
departments that link their 
services to referral pages for social 
media campaigns.  
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California Planning 
Group Meetings 

2022-2025 

Spring and Fall 

The California Planning Group (CPG): HIV, STD, 
Hepatitis C & Harm Reduction is the statewide HIV 
planning body convened by the California 
Department of Public Health, Office of AIDS (OA), in 
collaboration with the Sexually Transmitted Disease 
Control Branch (STDCB), that enables key partners, 
communities, and providers to engage in active, 
ongoing dialogue to advise OA and STDCB on 
community needs and gaps, and to reach the goals 
of the Ending the Epidemics Integrated Statewide 
Strategic Plan. 

Participants: California Planning 
Group members, HIV planning council 
representatives, community 
participants and staff from OA and 
OSH who regularly attend and 
support its work. 

CPG Women’s 
Committee Meetings 

2025  

Monthly 

The CPG Women’s Committee is dedicated to 
addressing disproportionate impacts in women, 
especially women of color, in relation to HIV, STIs, 
HCV.   Through education, representation, and 
advocacy, the committee develops practical tools 
and resources and provides expert guidance and 
feedback on issues that impact women living with 
HIV and who are disproportionately impacted by 
HIV.  Their work is centered on empowering and 
uplifting the voices of women in their communities.   
 

Participants: Currently, the 
committee has 13 CPG members – all 
who have lived experience and/or 
professional experience in HIV, STI, 
HCV, and/or harm reduction.  The 
committee has two co-chairs and is 
supported by two OA liaisons, one 
OSH liaison, and the State Co-Chairs. 

CPG HIV and Aging 
Committee Meetings 

2025 

Monthly 

The HIV and Aging Committee supports the 
California Planning Group (CPG) by identifying best 
practices, consulting with experts, and sharing 
emerging knowledge on issues affecting people 
living with or at risk for HIV. The committee 
participates in statewide meetings, distributes 
educational opportunities to CPG members, and 
addresses the needs of people living with or at risk 
for HIV over the age of 50, with attention to 
cultural, social, and health differences. It also 
reviews statewide planning efforts, identifies gaps in 
federal guidance, highlights behavioral health 
needs, and promotes collaboration across HIV, 
aging, behavioral health, housing, and -community-
based systems.  

Participants: California Planning 
Group members, HIV planning council 
representatives, community 
participants and staff from OA and 
OSH who regularly attend and 
support its work. 

CPG Youth 
Committee Meetings 

2025 

Monthly 

The CPG Youth Committee is dedicated to 
addressing the HIV prevention needs of youth 
through reviewing youth-related data, strategies 
and services and making recommendations about 
how to best improve health outcomes for youth.  

Participants: California Planning 
Group members, HIV planning council 
representatives, community 
participants, youth service providers, 
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and staff from OA and OSH who 
regularly attend and support its work. 

California Prevention 
Priorities Assessment  

2026 

February  

In February and March (2026), prevention partners 
were solicited for consultation on what the 
priorities should be for future special funding 
prevention initiatives released from CDPH OA. This 
feedback suggested the following: a syndemic 
approach, whole-person care; focus on non-
traditional settings or Street Medicine. Priority 
population(s): those who have financial barriers to 
care (uninsured/underinsured), individuals who are 
unhoused/unsheltered, PWUD, and data-supported 
underserved PLWH. 

Participants: Community based 
organizations, local health 
department staff, HIV prevention 
service providers 

Adolescent Sexual 
Health Workgroup 

(ASHWG) 

Quarterly 

ASHWG is an organized collaborative that aims to 
bridge the gap between governmental agencies, 
community-based organizations, and other 
statewide collaborators to work more effectively in 
addressing the sexual and reproductive health of 
California adolescents, which includes HIV and STI 
prevention practices. ASHWG meets quarterly, 
sharing program updates as it relates to sexual and 
reproductive health access and education, 
legislative updates, and resource sharing across 
government and non-governmental organizations. 

Participants: Public health staff, 
community-based organizations 
focused on youth-focused sexual and 
reproductive health, youth advocacy 
groups. 

School-based Youth 
Prevention Providers 

Needs Assessment 

2025 

July-December 

 

As part of our state-wide Condom Availability 
Program, we conducted a needs assessment that 
included focus groups with youth and interviews 
with stakeholders. Across the two youth focus 
groups of California teens, low income and LGBTQ+ 
youth were identified as key priority populations. 
The youth highlighted the need to reduce STIs and 
unplanned pregnancies as well as increase sexual 
health knowledge amongst young people. We 
conducted stakeholder interviews with 11 
organizations including school district staff, Title X 
health centers, on campus health clinics, and state-
wide organizations. These interviews highlighted the 
need for staff training on topics around minor 
consent laws and youth-centered counseling. 
Additionally, even where condoms are available, 
there remains a need for non-latex condoms, 
demonstration tools, and outreach materials. There 

Participants: Low-income youth, 11 
organizations, 11 organizations 
including school district staff, Title X 
health centers, on campus health 
clinics, and state-wide organizations. 
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remains a need for discrete, comprehensive 
condom distribution for young people.   

Cluster Detection 
Response Community 

Advisory Board 

2025-2026 

Community members serving 2-years terms to 
advise CDPH-OA, San Francisco, and Los Angeles on 
cluster detection and response. CAB meets 
quarterly with 2-4 ad hoc meetings a year. CAB 
members are provided stipends for participation. 

Participants: 16 community members 
representing broad expertise in HIV 
work and lived experience.  

California 
HIV/STI/HCV Partner 

Call  

2022-2026 

Monthly 

Monthly the CDPH OA and OSH host a joint call with 
HIV/HCV/STI syndemic partners across the state. 
The call develops the agenda from suggestions from 
community partners as well as providing critical 
updates across programs. Community members 
that are part of Part A planning councils attend at 
times to lend critical perspectives to the dialogue. 
Direct consumer and community input has resulted 
in changes to programs, like updates to the ADAP 
formulary.  

 

Participants: Any partner involved in 
ending the syndemic work in 
California, including consumers and 
other members of Part A planning 
councils. 

OA Voice  

Monthly  

The OA Voice is a monthly newsletter designed to 
present key outcomes from across the HIV portfolio 
of Care and Prevention services funded by California. 
Outcomes are presented to address progress made 
across the specific activities organized across the six 
social determinants of health noted in the Integrated 
Plan. The OA Voice is sent to a Listserv of over 1,500 
partners across California.  
 
 

Participants: Any partner involved in 
ending the syndemic work in 
California, including consumers and 
other members of Part A planning 
councils. 

Alameda 

Prevention 
Navigation 

Meetings  

2025 

An East Bay Getting to Zero collaborative meeting 
aimed at gathering input and developing strategies 
aimed at strengthening the prevention network of 
providers in Alameda County.  

Participants: PrEP Navigators and 
frontline prevention staff 

HIV Continuum of 
Care Meetings  

2025 

October 

An East Bay Getting to Zero collaborative meeting 
series aimed at improving the HIV services 
continuum of care in Alameda County.  

Participants: HIV service providers, 
public health staff 
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People Living with 
HIV Committee 

2025 

A committee of the Oakland TGA HIV Planning 
Council aimed at gathering input from People Living 
with HIV. This committee leads needs assessment 
activities for the annual Part A Priority Setting and 
Allocations 

Participants: Oakland TGA 
Consumers, PLWH 

Inland Empire 

Consumer 
Empowerment 

Committee 

2025 

January 

March 

May  

July  

September 

 The Inland Empire HIV Planning Council hosts 
several Consumer Caucuses throughout the year, 
providing a platform for individuals living with HIV 
to share their experiences and contribute to the 
planning of services and resources. These events are 
crucial for ensuring that the needs of the 
community are met and that the services provided 
are effective and responsive to the needs of the 
population. 

Participants: Consumers, PLWH 

Inland Empire Opioid 
Crisis Coalition 

Coordinated work with the Department of 
Behavioral Health continues to strengthen 
integrated service delivery, especially as we remain 
active participants in the Inland Empire Opioid Crisis 
Coalition. Through this collaboration, we are 
enhancing harm reduction efforts and expanding 
access to prevention tools across the county. 

Participants: Substance use providers, 
Harm Reduction Providers, Public 
Health.  

Los Angeles 

HIV Commission 
Annual Meeting  

2026 

April  

The Commission is comprised of volunteers who 
reflect the diversity of Los Angeles County, including 
people living with HIV, health care and social service 
providers, public health professionals, and 
community-based and AIDS service organizations. 
Members bring both lived experience and 
professional expertise to guide the Commission’s 
work. 

Participants: HIV Commission 
members, community advocates, 
public health staff, HIV providers and 
other providers of supportive services, 
other community-based 
organizations. 

HIV and Aging Caucus 
The Los Angeles County Commission on HIV (COH) is 
actively involved in addressing the health needs of 
older adults living with HIV. The Aging Caucus meets 

Participants:  HIV Commission 
members, community advocates, 
public health staff, HIV providers and 
other providers of supportive services, 
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virtually to gather community input and shape the 
work of the Commission.  

other community-based 
organizations. 

Black Caucus 

The Commission on HIV Black Caucus is dedicated to 
addressing the data defined disproportionate 
impact of HIV/AIDS in Black communities through 
advocacy, community engagement, and health 
initiatives. 

Participants:  HIV Commission 
members, community advocates, 
public health staff, HIV providers and 
other providers of supportive services, 
other community-based 
organizations. 

Women’s Caucus 

The Women's Caucus of the Los Angeles 
Commission on HIV (COH) is a key component of the 
Commission's efforts to address the unique needs of 
women living with HIV. The Caucus convenes 
several subgroups to gather community input and 
shape the Commission's work around priority 
setting, resource allocations, service standards, and 
improving access to services. The Caucus also 
focuses on strengthening PLWH voices in HIV 
community planning. 

Participants: HIV Commission 
members, community advocates, 
public health staff, HIV providers and 
other providers of supportive services, 
other community-based 
organizations. 

Prevention Advisory 
Workgroup 

2026 

Bi-monthly 

The Los Angeles County Department of Public 
Health, Division of HIV and STD Programs (DHSP) 
formed a Prevention Advisory Workgroup in April 
2026, convening key HIV prevention stakeholders to 
share knowledge and collaboratively shape the 
strategic direction of HIV/STD prevention planning 
and resource allocation in Los Angeles County. 
Participants include representatives from DHSP, 
prevention-focused provider agencies, the local 
Ryan White Planning Council (the Los Angeles 
County Commission on HIV), and Public Health 
officials from the Cities of Los Angeles and Long 
Beach.   

The workgroup convenes on a bimonthly basis to 
review latest available data for various prevention 
modalities and services, ensuring that evidence-
based practices and emerging innovations inform 
how prevention services are planned and funded. In 
the short-term, the workgroup is focused on 
identifying which services DHSP should prioritize, 
particularly identifying critical service gaps that no 
other entity is positioned to support in a resource-
constrained environment.  

Participants: HIV Commission 
members, community advocates, 
public health staff, prevention 
stakeholders, governmental officials 
Cities of Los Angeles and Long Beach.  
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In the long-term, the workgroup’s goal is to develop 
a more holistic approach to shaping the next 
generation of prevention services, working closely 
with other County departments including the 
Substance Abuse Prevention and Control (SAPC), 
Department of Mental Health (DMH), and 
Department of Health Services (DHS) to align 
programming with shared goals to ensure clients 
accessing services at these entities are better 
supported across departments. 

Sacramento 

Affected 
Communities 
Committee 

2025-2026 

Monthly 

Working in collaboration with the Sacramento HIV 
Health Services Planning Council, this committee 
amplifies the voices of those priority populations 
most impacted by HIV in the TGA. In monthly 
planning meetings this committee plans special 
community dialogues focusing on improving 
prevention and care services. These sessions have 
highlighted the need to continue to focus on those 
groups that are not experiencing the same benefits 
from prevention and care services.  

Participants: Consumers, PLWH, 
community advocates, HIV providers 
and other providers of supportive 
services. 

San Francisco 

Community 
Engagement  

2025-2026 

• San Francisco Department of Public Health 
(SFDPH) collaborated with subcontractor 
Facente Consulting to collect and analyze 
data from seven complementary sources: 
Client/community survey (n = 418) 

• Community engagement events with key 
populations (n = 161) 

• Provider survey (n = 62) 
• Provider reflection groups (n = 11) 
• Stakeholder engagement (n = 87) 
• Budget & contract review 
• Literature review 

Client/community surveys and community 
engagement events with key populations were 
conducted in 7 languages (English, Spanish, 
Vietnamese, Traditional Chinese, Khmer, Thai, and 
Tagalog). These surveys and events were promoted 
and facilitated in partnership with 7 community 

Participants: Client and community 
members recruited by community 
agencies with deep roots and 
connections with the priority 
populations named in the plan. 
Providers. Other stakeholders.   
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agencies selected for their deep connections to one 
of SF's key populations affected by HIV/HCV/STIs 
including Black/African American people; Latine 
people;  American Indian or Alaska Native people; 
Asian, Native Hawaiian, or Pacific Islander people; 
trans, non-binary, and gender-diverse people; gay, 
bisexual, and queer men, including men who have 
sex with men; youth and young adults age 18-24; 
people who are unhoused; and people who use 
drugs, including both people engaged in SF's 
publicly-funded HIV/HCV/STI services and those 
who are living with or have some risk for HIV, HCV, 
and/or STIs but are not engaged in this service 
system. 

Stakeholder engagement was conducted directly 
with the following groups: The ETE Steering 
Committee, the ETE Leadership Group, End Hep C 
SF’s Coordinating Committee, San Francisco’s 
Getting to Zero Initiative Steering Committee,   San 
Francisco’s HIV Community Planning Council, the 
HIV/AIDS Providers Network (HAPN), the Frontline 
Workers Organizing Group (FOG), and the HIV 
Housing Workgroup. Separate meetings were also 
scheduled for SFDPH employees: two “town halls” 
for staff of ARCHES, CHEP, HHS, and the STI/HIV 
Branch, and one meeting for STI Leadership.   

 

Santa Clara 

Getting to Zero 
Initiative  

2025-2026 

Quarterly Meetings 

The Getting to Zero (GTZ) initiative engages the 
community through a variety of outreach strategies, 
including hosting events, presentations, and 
workshops that increase awareness of HIV and STI 
prevention resources. GTZ also operates a Youth 
and Young Adult Advisory Board, which provides 
ongoing input to ensure that activities are 
responsive to the needs of younger community 

Participants: HIV providers and other 
providers of supportive services, 
advocates, public health staff, 
community members. 
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members. This advisory board plays a key role in 
shaping efforts aimed at reducing new STIs among 
youth and young adults. 

Santa Clara HIV 
Commission Meetings 

 
2025-2026 

 
Monthly 

The HIV Commission is the local Ryan White 
planning body that is established in County of Santa 
Clara Ordinance Code. The County of Santa Clara 
Board of Supervisors endeavors to have at least half 
of the Commission's overall membership consist of 
persons living with HIV. In 2025, 69% of the HIV 
Commission membership consisted of people living 
with or affected by HIV. 

Participants: HIV providers and other 
supportive services, people living with 
HIV or lived experiences, community 
members, public health staff. 

 
B. Role of the RWHAP Part A Planning Councils/Planning Bodies 
 
California is a vast and diverse state, full of a variety of needs, challenges, and resources.  CDPH acknowledges that 
strategies and solutions must be as unique as the state itself.  OA relies heavily on RWHAP Part A planning bodies as the 
key-informants and gatekeepers to determine the best strategies to address HIV at the local level.  California has three 
Eligible Metropolitan Area (EMAs) and five Transitional Grant Area (TGAs) that are funded by the Ryan White HIV/AIDS 
Program Part A, as well as two Metropolitan Statistical Areas which receive CDC HIV Prevention funding directly from CDC 
(San Francisco and Los Angeles). Each EMA and TGA has a local HIV Planning Council, and all Part A planning bodies 
excepting San Diego and Orange counties co-authored and provided a letter of concurrence to this Integrated Plan.  
 
The respective planning bodies are comprised of stakeholders, including PLWH, that assess the needs of the community 
and help to inform decisions about what is needed to meet those needs. Their input is critical towards ensuring that 
strategies developed have met the needs of each respective community.  OA participates in the council meetings and 
provides monthly written updates to the councils and other stakeholders. The updates provided regularly scheduled 
information to local planning council members about the development of the statewide Needs Assessment and Integrated 
Plan. 
 
C. Role of Planning Bodies and Other Entities 
 
Part A Planning Bodies. This report would like to highlight the critical work at the planning tables of our HIV Councils, 
Commission and Groups throughout California. Working in 8 grant areas throughout the state, these bodies are 
primarily responsible for the priority setting and resource allocation of HRSA Part A dollars that funds critical core 
medical and support services for low-income people living with HIV. These groups also help to advise HIV prevention 
work. Their efforts are a critical part of the effectiveness of HIV work and why we are able to aim towards getting to zero 
HIV deaths, zero HIV stigma, and zero new HIV infections in California.  
 
Six of these groups co-authored California’s Integrated Plan and Implementation Blueprint. And all of these groups are 
partners in addressing HIV as a syndemic with HCV and other STIs through a social drivers of health lens.  The role of HIV 
prevention and care planning bodies, and any other community members or entities who contributed to developing the 
Integrated Plan, is to ensure that comprehensive and extensive input is provided towards developing strategies that are 
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reflective of all Californians. Part F providers develop training and technical assistance to address the needs identified by 
this Integrated Plan.  
 
To California readers of this plan, if you are part of the communities represented by the groups below, please consider 
joining your home planning body or supporting their work by adding your voice, skills and insight to their community 
events and activities throughout the year. At these meetings you will find amazing and talented individuals: people living 
with HIV, those whose communities are most impacted by HIV, and their allies and advocates. You will find people 
grappling directly with how to address social drivers of health barriers to make sure that all communities benefit from 
the life-saving tools and resources that are available to treat and prevent HIV. The California Department of Public 
Health, Office of AIDS does our best to help in their important work, and to learn from their communities how the State 
can partner with their best next steps of getting to zero in California.  
 

• Inland Empire HIV Planning Council - Serving Riverside and San Bernardino Counties 
• Los Angeles Commission on HIV 
• Oakland TGA HIV Planning Council- Serving Alameda and Contra Costa Counties 
• Orange County HIV Planning Council 
• San Diego HIV Planning Group 
• Sacramento TGA HIV Health Services Planning Council - Serving El Dorado, Placer, Yolo and Sacramento Counties 
• Santa Clara HIV Commission 
• San Francisco HIV Community Planning Council – Serving Marin, San Francisco, and San Mateo Counties 

 
Noting also that Parts C and D Providers participate as representatives Part A Planning Councils to ensure coordination of 
services across funding sources.  
 
Part B Advisory Body. One of the primary bodies that informed the development of this plan is the statewide California 
Planning Group (CPG). This Part B Advisory Body is comprised of 25-35 members who are appointed by OA following both 
a nomination process conducted by local planning bodies, and an open application process conducted by OA. The CPG 
membership includes one representative from each of the 8 Part A HIV planning councils who serves as a nominated CPG 
member, as well as at-large members representative of those involved in the prevention, care and treatment of HIV 
throughout the state, either as consumers or service providers.  
 
The selection process takes into consideration the knowledge, experience, and expertise of each prospective member and 
ensures that the CPG reflects the diversity of the HIV epidemic in California, based on HIV status, age, gender identity, 
race/ethnicity, sexual orientation, and geographic distribution (e.g., urban and rural residence). Currently, all CPG 
members commit to a three-year term of service, with a new cohort of CPG members appointed every three years; 
members may apply for a second term if desired. The main function of CPG is to work with OA to develop the most current 
Integrated Plan; to monitor the implementation of this plan; and to provide timely advice on emergent issues identified 
by the OA and other key stakeholder parties. CPG is committed to working openly in a group to make decisions and is 
guided by the principles of fairness, and respectful engagement. The group has had direct input into the development of 
this Integrated Plan by assisting OA in the development of the Needs Assessment, by providing input on prioritizing HIV 
services and subpopulations to assess, and by identifying needs assessment questions, in addition to other input noted 
below. 
 
The CPG has structured subcommittees that are voted in each year. Work in subcommittees allows CPG members to focus 
on developing a clearer picture on gaps, and needs for priority populations in California. Current subcommittees include 
HIV and Aging, Women and Youth. Each of the subcommittees is charged with reviewing data about overarching social 
drivers of health such as substance use.  
 
 

https://www.iehpc.com/
https://hiv.lacounty.gov/meetings/
https://oaklandtga.org/planningcouncil/
https://www.ochealthinfo.com/services-programs/hivstd-and-tb-clinics/hiv-planning-and-coordination/hiv-planning-council
https://www.sandiegocounty.gov/content/sdc/hhsa/programs/phs/hiv_std_hepatitis_branch/HIV_Planning_Group/Welcome.html
https://www.sacramento-tga.com/
https://publichealth.santaclaracounty.gov/get-involved/community-organizations/hiv-commission
https://www.sfhivplanningcouncil.org/


 
California Integrated HIV Prevention and Care Plan, CY 2027- 2031 Page 26 of 123 
California Department of Public Health, Office of AIDS 
 

Other Entities 
 
California Consortium. CDPH-OA has organized the 8 EHE funded local health jurisdictions into a consortium of practice. 
This group meets quarterly in order to share updates, and innovations from implementation of the EHE Initiative. 
Community engagement has been critical to achieving the goals of California’s EHE plans, and each Phase 1 county has 
partnered with their Part A planning council/commission/group to serve as the concurrence body for their local EHE plan 
implementation. In addition, OA requires that at least 25% of the total funds directed to local EHE jurisdictions support 
the planning and implementation of EHE activities by CBOs. Further, all California Consortium counties are required to 
conduct community engagement to enhance their EHE interventions and assist with updating their EHE plans annually. 
Recruitment of new voices and non-traditional partners are prioritized to address social determinants of health in EHE 
jurisdictions, and OA has contract with Facente Consulting and other TA providers to assist with community engagement 
as needed. 
 
 
D. Collaboration with RWHAP Parts 
 
OA continually expands its collaborative network to include more agencies and services that respond to populations we 
have yet to successfully reach, as shown by disparities in health outcomes. The OA team has worked closely with each of 
the Part A and B planning bodies throughout the state, briefing them on the goals and requirements at the beginning of 
all grant periods, soliciting input and advice in the initial stage of plan development, providing progress reports throughout 
the formative phase, and sharing iterative drafts of any plans and associated updates. CDPH will continue to ensure the 
OA and OSH teams and contractors work side by side with the LHJs as they initiate and provide the interventions outlined 
in the plan. OA monitoring will allow for rapid response when barriers, challenges, or gaps occur, as well as avoid 
duplication and gaps in service delivery systems. Continued listening sessions will be conducted jointly by OA and the OSH 
, including the Surveillance and Prevention Evaluation and Reporting (SuPER) Branch of OA, to best support statewide 
efforts to be inclusive, including how to make and effect change using quantitative and qualitative driven strategies. OA 
and OSH will also develop integrated response models to be presented at conferences for health care providers 
throughout the state, including conferences and webinars not only for physicians, but also for medical case managers, HIV 
counselors, outreach workers, nurse practitioners and physician assistants, and other supporting staff. 
 
CDPH has a commitment to conducting efforts that focus on a continuum of care for all, as well as being more inclusive of 
programs that actively offer care, specifically those rendering services to key priority populations outlined in this plan, to 
ensure alignment with the strategies proposed. The State of California is also innovative in our efforts to leverage funding 
streams that may not traditionally support HIV services but supports activities that impact all people who may be living 
with HIV.  
  

E. Engagement of People Living with HIV 
 
As described above, impacted communities and consumers of HIV-related services were engaged in the development of 
the Integrated Plan in multiple ways. CPG was one main source of community engagement, because it most adequately 
represents consumers of HIV services in California. Ten out of the 32 CPG members (43.75 percent) are PLWH. Similar to 
the profile of Californians who are living with or most at risk for HIV in California, 50 percent of CPG members are male, 
37.5 percent are female. Eight of the 15 members are MSM. CPG members are Hispanic/Latino, African American, Native 
American, Asian, Pacific Islander, Native Hawaiian and White. Twelve are from Northern California, five from Central 
California, and fourteen from Southern California.  
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In addition to the conscious efforts by OA to ensure that CPG members reflect the diversity of the HIV epidemic in 
California, members are also selected by carefully considering the knowledge, experience, and expertise of each 
prospective CPG member. CPG members are leaders in California’s HIV planning processes, and one of their primary 
responsibilities is to provide critical insight into developing solutions to health problems. All CPG members attended at 
least one of the virtual or in-person regional community listening sessions for the statewide strategic plan, in addition to 
other opportunities for review and feedback of the Integrated Plan.  Additionally, more than 300 other professionals and 
community advocates from the field of HIV, many of whom are PLWH, attended each of the community engagement 
events. During all events, PLWH and other stakeholders were specifically asked to evaluate whether the HIV prevention 
and care activities in the strategic plan were responsive to their needs, both state-wide and locally. This process helped 
us to ensure that the strategies and activities reflect all Californians equally.   
 
F. Priorities 
 
The following key values arose out of the planning and community engagement process to address gaps in health 
outcomes and aims to enhance efforts that address eliminating HIV, HCV, and STIs.   
 

• EVIDENCED BASED, DATA DEFINED FOCUS: Center the voices, experiences, and leadership of the people most 
affected by this syndemic. We commit to evidenced and data-based policies and programs to improve the health 
of our communities. 

• COMPREHENSIVE, LOW BARRIER PREVENTION: Invest in low barrier prevention and drug treatment for people 
with substance use disorder. 

• COURAGEOUS LEADERSHIP: Value visionary leadership and taking risks needed to change patterns and end this 
syndemic. 

• COLLABORATION: Build strategic partnerships with other state agencies, health care providers, local public health 
departments, community-based organizations, and impacted communities, to ensure that our work reflects and 
addresses whole people and the systems with which they interact. 

• PERSON-CENTERED SOLUTIONS: Focus on finding creative solutions. We expect systems to change to meet the 
needs of people, not the other way around. 

• HUMAN DIGNITY: Recognize the strength, courage, and dignity of all people who seek medical and public health 
services, and strive to meet them with respect, humility, and openness.  

 
 

G. Updates to Other Strategic Plans Used to Meet Requirements 
 
Excerpts of other source documents are included in the text of this plan or are briefly summarized. California and its co-
authoring partners, in this revision of the 2022-2026 Integrated Plan, have developed new strategies and objectives to be 
implemented from 2027 - 2031, as part of this Integrated Plan.  Annual needs assessment data will be collected using 
various data collection methods through ongoing collaborations with the state epidemiological team, as well as through 
partnerships with local Part A planning bodies, ensuring adequate inclusion of key populations, especially persons living 
with HIV.  The state is also developing a robust monitoring and evaluation approach that will measure deliverables, 
outcomes, and success throughout the life of the Integrated Plan.
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SECTION III: Contributing Data Sets and Assessments 

1. Data Sharing and Use  
 
Data and data use are fundamental to our HIV Integrated Plan. The Office of AIDS uses multiple data systems to collect 
HIV program data from local health jurisdictions, providers, and contractors. These systems are secure and security 
measures are kept up to date to ensure the confidentiality of the data collected. The data are collected to guide program 
implementation and improvement, as well as to meet the requirements of funders.  
 
HIV Surveillance. The CDPH OA works with local health jurisdictions to collect, analyze, and disseminate surveillance data 
on people living and diagnosed with HIV in California. Providers and clinical laboratories provide HIV surveillance data to 
local health jurisdictions as a routine public health activity required by state law. More information about HIV surveillance 
in California can be found at the OA website: https://www.cdph.ca.gov/Programs/CID/DOA/Pages/OAsre.aspx. HIV 
surveillance is conducted through three different activities: HIV case surveillance, the Medical Monitoring Project (MMP) 
and the National HIV Behavioral Surveillance System (NHBS).  
 

• Electronic HIV/AIDS Reporting System (eHARS). The Enhanced HIV/AIDS Reporting System (eHARS) is a browser-
based application provided by the Centers for Disease Control and Prevention (CDC). The Office of AIDS uses 
eHARS to collect, manage, and report California’s HIV/AIDS case surveillance data to CDC.  HIV/AIDS is a condition 
that is mandated by state laws and regulations to be reported by local health officers to CDPH. 

• Medical Monitoring Project (MMP). MMP is a surveillance project designed to produce nationally representative 
data about the health-related experiences and needs of persons living with HIV (PLWH) in the United States and 
California.  The CA MMP Project Area is one of 23 state or local health departments that conduct MMP nationwide. 
In California, Los Angeles and San Francisco counties also conduct MMP through the local health departments. 
While Funding for this project was interrupted, it has recently been reinstated. This project is the basis of the 
integrated testing and quality of life indicators for the National HIV/AIDS goals for PLWH.   

• National HIV Behavioral Surveillance System. The NHBS System is a national health survey that collects 
information on sexual risk, drug use, HIV testing behaviors, and HIV seroprevalence from populations at highest 
risk for HIV infection—men who have sex with men, people who inject drugs and low-income heterosexual people. 
NHBS collects data from these populations each year on a rotating basis, in specific jurisdictions. NHBS is designed, 
coordinated, and funded by the CDC.  San Diego County is one of approximately 20 areas across the nation 
currently participating in NHBS, with data collection conducted by the CDPH OA, with assistance from Family 
Health Centers of San Diego. In California, Los Angeles and San Francisco counties also conduct NHBS through the 
local health departments. 

 
Local Evaluation Online (LEO). LEO is an online system for tracking information about OA-funded HIV education and 
prevention programs, including counseling and testing services. Local Health Jurisdictions and individual contractors are 
able to enter data and print out reports to review and summarize their progress implementing programs to reach priority 
populations.  

California Health Interview Survey:   The California Health Interview Survey (CHIS) is a statewide survey conducted by 
the University of California, Los Angeles (UCLA) that examines population health and healthcare access issues. Its mixed-
mode (web and telephone), population-based design makes CHIS results representative of the state’s population. OA 
funds a series of HIV prevention-related questions on CHIS. Data collected helps OA understand the HIV testing and pre-
exposure prophylaxis (PrEP) landscape across the state, both demographically and geographically. Recently, OA 
identified a need to expand PrEP questions to all respondents, as previously they were not asked of cisgender women or 
men who have never had sex with men. This change takes effect January 2027 but data will not be available from this 
change until 2028. 

https://www.cdph.ca.gov/Programs/CID/DOA/Pages/OAsre.aspx
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Health Care Access and Information (HCAI) The California Department of Health Care Access and Information produces 
data sets and products from nearly 9,500 licensed health care facilities in California, including aggregate patient utilization 
data. California will use these data to analyze health outcomes for people living with HIV and those at risk of HIV.  
 
HIV Care Connect (HCC)  (HCC) is a centralized HIV/AIDS client management system that allows for coordination of client 
services among medical care, treatment, and support providers, and provides comprehensive data for program 
reporting and monitoring. HCC is used by Ryan White HIV/AIDS Program and Housing Opportunities for Persons Living 
with AIDS (HOPWA) providers to automate, plan, manage, and report on client data. HCC replaced the AIDS Regional 
Information and Evaluation System (ARIES). ARIES was taken offline as of September 30, 2025 

 
ADAP Enrollment System (AES). AES is a custom developed web-based solution used by OA staff and enrollment 
workers at ADAP and Pre-Exposure Prophylaxis Assistance Program (PrEP-AP) sites throughout California. Data collected 
and processed in the AES includes client-level demographic characteristics, financial eligibility documentation, clinical 
laboratory test results, and insurance coverage; enrollment site staff information; and medication, premium, and out-of-
pocket claims information. Data interfaces exchange eligibility information and claim payment information with 
separate Pharmacy Benefits Manager (PBM) and Insurance and Medical Benefits Manager (IBM/MBM) systems.  
 
California Reportable Disease Information Exchange (CalREDIE). CalREDIE is a secure system that the CDPH has 
implemented for electronic disease reporting and surveillance. Today, all 61 local health departments in California use 
CalREDIE in some capacity, but not all local health jurisdictions (LHJs) use the system for surveillance of all notifiable 
communicable diseases. LHJs and CDPH have access to disease and laboratory reports in near real-time for disease 
surveillance, public health investigation, and case management activities. 
 
CalCONNECT. California has a salesforce-based platform for patient outreach, engagement and case management for 
public health. The CalCONNECT STI/HIV Field Investigation (SHFI) record has added functions to increase the efficiency of 
case investigation and contact tracing for HIV and sexually transmitted infections. By combining surveillance records for 
HIV, syphilis, gonorrhea, and chlamydia into a single public health follow up record, CalCONNECT improves care 
coordination across teams and eliminates duplicative data entry for individuals who are coinfected with multiple STIs. The 
system includes tools in the systems like the integrated softphone, two-way SMS, customizable list views, reports, and 
dashboards contribute to efficiencies to public health outreach, monitoring, and outbreak response. Additionally, 
CalCONNECT makes statewide historical laboratory testing, diagnosis, and treatment data for syphilis readily available to 
local health departments so that cases can be evaluated more easily and prioritized for follow up.  
 
AIDSVu is and interactive online data visualization tool that represents the impact of the HIV epidemic on communities 
across the United States. AIDSVu is a project developed by Emory University and other partners. CDPH OA uses the PrEP 
data associated with this tool.  
 
America’s HIV Epidemic Analysis Dashboard (AHEAD) is a national data visualization platform developed by the U.S. 
Department of Health and Human Services to support Ending the HIV Epidemic (EHE) efforts by providing timely, 
standardized CDC data on key HIV indicators. The tool enables federal, state, and local stakeholders to monitor progress 
toward 2025 and 2030 goals, identify service gaps, track trends, evaluate interventions, and strengthen planning and 
grant development. In addition to HIV outcomes, AHEAD incorporates social determinants of health data and allows 
users to explore demographic and transmission-related factors—such as age, race/ethnicity, sex, and mode of 
transmission—to better inform coordinated, data-driven responses at the national and local levels. 
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Los Angeles County 
 
Multiple data sources are utilized in Los Angeles County to monitor the HIV and STD epidemics, track service utilization, 
better understand service needs and assess progress in achieving county-wide and national HIV-related goals.  Similar to 
California, the Los Angeles County Department of Public Health, Division of HIV and STD Programs (DHSP) obtains HIV and 
STI data through eHARS, electronic laboratory report (ELR), MMP, NHBS, and Cal Connect.  However. HIV programmatic 
data are captured and managed through RedCap, and e2LA data systems in Los Angeles County.  E2LA Los Angeles County’s 
newest state-of-the-art, fully integrated, web-based system which supports data collection, contract management, 
contractor billing, client insurance eligibility, and grant required data reporting.  Currently, within e2LA, the Ryan White 
Program and Fiscal and Procurement Data Systems are operational, and the final Prevention module will be launched in 
2027.  Collectively, these data systems will provide DHSP the ability to track the extent of Los Angeles County’s HIV 
epidemic across the full HIV care continuum. 
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2. Epidemiological Snapshot  
 
This section describes the most recent epidemiological data available describing HIV in California with key indicator trends 
presented for the years 2019 through 2023. This section was largely derived from excerpts of existing surveillance reports 
as allowed by the guidance for developing this report. Demographic, geographic, socioeconomic and behavioral 
characteristics are presented. Selected continuum of care data for the TGA/EMA co-authors are noted in Tables 5 through 
8. Most recent epidemiological reports for selected co-author counties are also noted in the key documents reviewed.  
Finally, the most recent epidemiological data is also noted in Section V of this report that highlights differences for health 
outcomes for HIV, STIs and HCV. Each LHJ will augment these data with updated and regular presentations of data to Part 
A Planning Councils during their ongoing review of the data necessary for annual priority setting and allocation of Part A 
funding.  
 
Introduction 
 
In 2023, there were 143,254 people living with diagnosed HIV (PLWDH) in California and 4,948 new diagnoses. While the 
number of PLWDH has steadily increased over time, the number of new HIV diagnoses has decreased since the peak of 
the epidemic. Since the HIV epidemic began in 1981, approximately 112,000 Californians diagnosed with HIV have died, 
with over 2,200 dying in 2023 alone (Figure 5). 
 
Figure 5. HIV/AIDS Diagnoses, AIDS Diagnoses, Deaths, and Persons Living with HIV or AIDS in California: 1981-2023 
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Newly Diagnosed HIV Infections in California  
 
From 2019 to 2021, the number and rates of cases declined slightly. Note that both transmission and case reporting were 
most likely depressed in 2020 as a result of the COVID-19 pandemic and resulting stay-at-home order. Case counts and 
rates have since rebounded, resulting in case counts and rates similar to 2019 in 2021, and slight increases in counts year 
over year. Rates rose from 2021 to 2022 as well, but have remained steady at 12.3 per 100,000 population from 2022 to 
2023. Overall, the number of new diagnoses increased 6% from 2019 to 2023, and the rate of new diagnoses has increased 
by 5%, from 11.7 to 12.3, during the same time period (Figure 6). 
 
Figure 6. Number and Rate of New HIV Diagnoses in California, 2019-2023 
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Disproportionately Impacted Groups 
 
Although there has been progress in addressing California’s HIV/AIDS epidemic, HIV continues to disproportionately 
affect many populations (Figure 7). Figure 7 shows characteristics of new HIV diagnoses in California in 2023.  

Men continue to be the demographic most disproportionally affected by HIV, accounting for 85% of new HIV diagnoses in 
2023 (Figure 7). Male-to-male sexual contact (MMSC), including MMSC-IDU, accounted for 54% of new HIV diagnoses in 
2023. Heterosexual contact accounted for 22% of new HIV diagnoses in 2023, 5% of new HIV diagnoses were attributed 
to injection drug use (IDU) alone, 3% attributed to other sexual contact (OSC), and 16% were attributed to unknown/other 
risk (Figure 7). Latino/as made up the largest racial/ethnic group among new HIV diagnoses, accounting for 57% of all new 
HIV diagnoses in 2023 (Figure 7). 
 

 

 
 

Figure 7: New HIV Diagnoses by Selected Demographic Characteristics, California, 2023 
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California has defined several groups as being disproportionately affected by HIV according to surveillance data. Among 
all racial/ethnic groups, Black/African Americans are the most affected by HIV. The rate of new HIV diagnoses among 
Black/African Americans is 4.4 times higher than Whites among men, and 5 times higher among women. Latino/as are 
also disproportionately affected by HIV, with rates of new HIV diagnoses 2.7 times higher than Whites among men and 
1.7 times higher among women (Figure 8). While Latino/as and Whites make up the largest percentage of persons newly 
diagnosed with HIV (Figure 7, above), the rate of HIV among Blacks/African Americans is substantially higher (30.9 per 
100,000 population, compared to 6.8 per 100,000 among Whites and 17.5 per 100,000 among Latinos/as). 
 
Figure 8. Rate of New HIV Diagnoses by Race/Ethnicity and Sex, California 2023 
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Disproportionate Impacts in Health Outcomes 
 
Disproportionate Impacts among Men who have male-to-male sexual contact (MMSC) 
 
In 2023, the rate of new HIV diagnoses among Black/African American MMSC was 4.5 times higher than White MMSC, 
and the rate of Latino/a MMSC was 3.2 times higher than White MMSC (Figure 9). From 2019-2023, racial/ethnic 
disproportionate impacts among MMSC have increased for both Black/African Americans and Latino/a MMSC compared 
to White MMSC, despite diagnosis rates decreasing for all three races/ethnicities since 2019. However, the diagnosis rate 
among White MMSC decreased more sharply over the time period, contributing to the disproportionate impacts. 
 
 
 
Figure 9. Rate Ratios of New Diagnoses in MMSC by Race/Ethnicity, California, 2019-2023 
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Late Diagnosis 
 
In 2023, over 22% of new HIV diagnoses were late HIV diagnoses, defined as having Stage 3 (AIDS) at the time of initial 
HIV diagnosis or within 12 months of the HIV diagnosis date. Latinos/as (23.3%) have a higher proportion of late HIV 
diagnoses compared to Black/African American (17.8%) and White individuals (21.2%) (Figure 10). Although late diagnoses 
for Black/African Americans reached the goal of 17% (or below) in 2022, it has since risen, and the percentage of late 
diagnoses for all three races/ethnicities is on an upward trajectory. 
 
Figure 10. Proportion of Individuals Diagnosed with Stage 3 (AIDS) within 12 Months of HIV Diagnosis by Race/Ethnicity, 
California, 2019-2023 
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The Continuum of HIV Care: Persons Newly Diagnosed with HIV 
 
A key pillar of the Ending the HIV Epidemic initiative is to facilitate early linkage to HIV treatment to enable rapid viral 
suppression. Among the 4,948 individuals newly diagnosed with HIV in 2023, 85% were linked to care (LTC) within one 
month of diagnosis – a 4% increase since 2019 (Figure X). Viral suppression (VS) is an important factor in enabling persons 
living with diagnosed HIV to live long, healthy lives and preventing new HIV infections. Among individuals newly diagnosed 
in 2023, approximately 69% achieved VS within six months of diagnosis, a 5% increase compared to 2019 (Figure 11). 
 
 
Figure 11. Percent of People Newly Diagnosed with HIV Infection Linked to HIV Medical Care within 1 Month 
of Diagnosis and Virally Suppressed within 6 Months of Diagnosis – California, 2019-2023 
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Linkage to Care 
 
The data-defined groups with the lowest percentage of LTC within one month of diagnosis were Black/African Americans 
(80% overall, and 79%, and 84% for men and women, respectively), American Indian/Alaska Natives (81% overall, and 90% 
and 60% for men and women, respectively), and  both Asian and White women (80%) (Tables 1, 2). The groups with the 
lowest rates of VS within six months of diagnosis were American Indian/Alaska Natives (44% overall), Black/African 
American and Multirace men (60% and 66%, respectively), White and Black/African American women (61% and 78%, 
respectively), ,  and persons who inject drugs (IDU) (49%), including MMSC & IDU (59%) (Tables 2, 3). 
 
Table 2. Linkage to HIV Care within 1 Month of Diagnosis by Birth Sex, Race/Ethnicity, Age Group, and Risk/Exposure 
Group, 2023 
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Table 3. Linkage to HIV Care within 1 Month of HIV Diagnosis by Sex and Race/Ethnicity, 2023 
 

 

 
 
 
Social Drivers of Health 
 
California HIV surveillance data continues to show that HIV disproportionately impacts specific subpopulations. To 
eliminate disproportionate health impacts, the California OA has developed a five-year strategic plan – Ending the HIV 
Epidemic – incorporating social drivers of health (SDH) in its elimination strategy. SDH are non-medical factors, such as 
communal, economic, and environmental conditions that can impact a person’s health. Examples of SDH include a 
region’s access to education, income, housing, and transportation. At the national level, the Office of Disease Prevention 
and Health Promotion recognizes that promoting good healthcare and lifestyle choices alone will not eliminate 
disproportionate health impacts; therefore, they have incorporated SDH across their five overarching goals for 
promoting health and well-being for all ages in the Healthy People’s 2030 initiative. Given the significance of SDH as 
contributing factors to disproportionate health impacts, it is important to understand their relationship with the health 
outcomes of HIV infection, LTC, and VS.  
 
Table 4 below depicts HIV-related outcomes (i.e., the rate of new HIV diagnoses, percent linked to care within one month 
of diagnosis, and percent virally suppressed within six months of diagnosis) by SDH (i.e. education level, health care 
coverage, and median household income). Each SDH is divided into quartiles that delineate the percentage of 
households/residents that meet the definition of the given SDH. For example, the first row under the heading “Less than 
a high school diploma” is labeled “<5” and depicts HIV cases living in census tracts in which less than 5% of adult residents 
do not have a high school diploma (i.e., more than 95% of adult residents DO have a high school diploma). 
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Table 4. Persons Newly Diagnosed with HIV Infection by Census Tract, Characterized by Continuum of Care, by Selected 
Social Drivers of Health, 2023 – California 
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A markedly consistent pattern emerged among each of the depicted SDH factors such that, for geographic areas of 
residence at time of HIV diagnosis, increased levels of environmental barriers (e.g., lower income, education, health 
insurance coverage, etc.) were associated with increased rates of infection, and oftentimes worse health outcomes. This 
suggests that effective approaches to reducing disproportionate impacts in HIV infection rates and outcomes continue to 
require consideration of these social drivers of health.  
 
Federal Poverty Level  
Adults living in census tracts with the highest poverty rates (≥15.12% of residents) were newly diagnosed at a rate 3.2 
times (321%) higher than those in areas with the lowest poverty rates (< $70,336 per year) were newly diagnosed at a rate 
3.7 times (367%) higher than those in areas with highest median household incomes (≥ $127,431 per year). Additionally, 
this group consisted of 10.9% fewer individuals linked to care and 5.9% fewer achieving viral suppression compared to 
those in highest median household income areas.  
 
Education Level 
Adults living in census tracts with the lowest levels of education (≥ 22.45% of residents without a high school diploma) 
were newly diagnosed at a rate 3.5 times (347%) higher than those in areas with the highest education levels (<5.28% 
without a high school diploma). This group consisted of 6.8% fewer individuals linked to care and 0.8% fewer  
achieving viral suppression compared to those in highest education areas. 
 
Health Care Coverage 
Adults who lived in census tracts with the lowest levels of health care coverage (≥ 11.43% of residents without health 
insurance coverage) were newly diagnosed at a rate 3.0 times (301%) higher than those in areas with the highest coverage 
levels (<3.21% without coverage). Additionally, this group consisted of 2.5% fewer individuals linked to care and 0.0% 
fewer achieving viral suppression compared to those in highest health care coverage areas. 
 
Income Inequality (Gini Index) 
Adults who lived in census tracts with the highest levels of income inequality (Gini index ≥ 46.43%) were newly diagnosed 
at a rate 1.2 times (118%) higher than those in areas with the lowest inequality levels (Gini index <37.85%). Additionally, 
this group consisted of 2.6% greater individuals linked to care and 1.1% fewer achieving viral suppression compared to 
those in lowest inequality areas.  
 
Median Household Income 
Adults who lived in census tracts with the lowest median household incomes (< $70,336 per year) were newly diagnosed 
at a rate 3.7 times (367%) higher than those in areas with highest median household incomes (≥ $127,431 per year). 
Additionally, this group consisted of 10.9% fewer individuals linked to care and 5.9% fewer achieving viral suppression 
compared to those in highest median household income areas. 
 
Cost-Burdened Households 
Adults who lived in census tracts with the highest percentages of cost-burdened households (≥47.58%) were newly 
diagnosed at a rate 2.7 times (274%) higher than those in areas with the lowest percentages of cost-burdened households 
(< 32.43%). Additionally, this group consisted of 3.3% fewer individuals linked to care and 0.6% fewer achieving viral 
suppression compared to those in areas with the lowest rates of cost-burdened households. 
 
Geographic Mobility 
Adults who lived in census tracts with the highest rates of geographic mobility (≥ 14.29%) were newly diagnosed at a rate 
1.1 times (114%) higher than those in areas with the lowest geographic mobility (< 6.06%). Additionally, this group 
consisted of 6.3% greater individuals linked to care and 2.9% greater achieving viral suppression compared to those in the 
lowest geographic mobility areas. 
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Co-Author Epidemiological Summaries 
 
The tables below show epidemiological data along the continuum of care or HIV for those counties that are part of the 
Part A EMAs and TGAs that are co-authors to this Integrated Pan: new diagnoses, people living with diagnosed HIV, people 
living with diagnosed HIV that are in care and virally suppressed. In addition, deaths among those that are living with 
diagnosed HIV are also reported.  

Table 5 presents trends of persons newly diagnosed for HIV infections across selected California counties from 2019 
through 2023.  For these counties, the numbers and rates per 100,000 population fluctuate slightly year to year, but 
overall, the data shows relatively flat trends for new diagnoses. Note that city-specific health jurisdictions like Berkeley 
(Alameda), Long Beach (Los Angeles), and Pasadena (Los Angeles) are included within their respective county totals.  
 
Table 6 From 2019 to 2023 in California, the numbers of persons living with diagnosed HIV infection generally show a 
gradual increase year over year. This upward trend is consistent across most jurisdictions, reflecting ongoing 
advancements in HIV diagnosis, treatment, and reporting, as well as population growth.  

Table 7 below shows that for 2023 in California, the continuum of HIV care for people living with diagnosed HIV infection. 
The proportion of individuals "in care" and "virally suppressed" in these counties did not reach the target goal of 95 
percent. These figures indicate that although many counties are making progress, significant gaps remain in achieving the 
95 percent target for both in care and virally suppressed populations. Continued efforts are needed to improve access to 
care and support viral suppression among people living with HIV in California.  

Table 8 below show that between 2019 and 2023, California exhibited a stable number deaths among persons with 
diagnosed HIV infection, as reflected in the provided rates and counts per 100,000 population reflecting its longstanding 
public health interventions. 
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Table 5 Persons newly diagnosed with HIV infection, by year of diagnosis and local health jurisdiction, 2019–2023 — California 
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Table 6. Persons living with diagnosed HIV infection, by year and current local health jurisdiction, 2019–2023 — California 
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Table 7. Continuum of HIV care for persons living with diagnosed HIV infection, 2023 — California 
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Table 8. Deaths among persons with diagnosed HIV infection, by year and local health jurisdiction, 2019–2023 — California 
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3. HIV Prevention, Care and Treatment Resource Inventory  
 
The template provided by HRSA/CDC to document resources throughout California was used and completed. All federal 
HRSA and CDC HIV and STI contracts managed by OA and Oare included, with detail as to the distribution of federal funds 
throughout the 61 local health jurisdictions. Funding from HOPWA, SAMHSA, and other funding sources are listed to the 
best of our ability. Private grants to community-based organizations are not included in this resource inventory. We are 
pleased with the tabulation of resources and plan to utilize the information to increase awareness of funding in each 
health jurisdiction, especially when funding went directly to community-based organizations that the health department 
may not have been aware of previously. The resource inventory is summarized in Appendices C-F. Funded approaches 
and partnerships are included in the resource tables.  

4. Needs Assessment  
 
This California Statewide Needs Assessment for HIV was a collaborative activity conducted by CDPH OA and its partnering 
co-authors as identified in Section I of this document, in partnership with Facente Consulting and UCLA, for inclusion in 
this Integrated Plan. The California Statewide Needs Assessment uses both quantitative and qualitative data to support 
data-driven decision making for the development and implementation of California’s Integrated Plan, as well as to meet 
federal requirements. It reflects the community’s vision to address and deliver HIV prevention and care services. It outlines 
the needs and barriers to adequate and equitable services of people at greatest risk for and living with HIV infection - 
examining the service needs of California’s current status neutral approach for HIV prevention and treatment services.  It 
identifies resources available to meet those needs, and determines what gaps and barriers in testing, prevention, care, 
and treatment services currently exist throughout California. The Needs Assessment is further designed to provide 
information needed to eliminate HIV, HCV, and STIs, especially among those from communities who are 
disproportionately impacted and at higher-risk of these infections– supporting the states need and approach to address 
social drivers of health.  
 
This Needs Assessment addresses four required components: (1) a summary of findings for needs, barriers, gaps; (2) key 
priority areas identified; (3) action taken to address needs and barriers; and (4) the methods used to complete the needs 
assessment, including a demographic profile of participants. The primary scope of this document is the entire state of 
California; therefore, the most detailed information is provided at the state level. Some sections include suggestions for 
addressing HIV prevention and care within the context of the proposed strategy. When callout boxes are used, they 
highlight details and themes that emerged over the course of the research, including reaching populations at high-risk for 
HIV, improving access to HIV care and prevention using non-traditional services, addressing the needs of aging and long-
term survivors of HIV, and the importance of housing. Key insights and recommendations are also noted.  
 
CDPH OA intends to review and update this California Statewide Needs Assessment periodically to identify ongoing and 
evolving needs of program planning and development, and to assess additional HIV, HCV, and STI integrated services and 
activities based on input from stakeholders throughout the state. In addition, each local health jurisdiction will augment 
this needs assessment, as needed, with additional, locally focused assessment activities that will aid in the implementation 
of this Integrated Plan.  
 
All Ryan White Part A and CDC Prevention grant recipients in California were invited to participate in the California 
Statewide Needs Assessment process as part of the Integrated Plan process. Two Part A grant recipients in California (San 
Diego and, and Orange) elected to develop their own local needs assessments and integrated plans but also provided 
input into the California Statewide Needs Assessment and the broader Integrated Plan. Continuous coordination among 
all Part A jurisdictions in California continues to be a hallmark of this Integrated Plan’s collective action strategy.  
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A. Needs, Barriers, and Gaps Summary 
 
Through the EHE initiative, California’s goal is to reduce HIV infections by 90 percent by 2030. The four pillars of the EHE 
initiative (i.e., Diagnose, Treat, Prevent, and Respond) highlight the need to coordinate HIV testing, rapid linkage to 
medical care, PrEP and social support services to effectively fight the HIV epidemic. Results from this Needs Assessment 
support the key indicators and strategies proposed by CDPH to address reaching the national and EHE goals, integrating 
activities that address the complex needs of California using a social drivers of health framework to align with the four 
EHE pillars.   
 
Barriers: Although specific behaviors may increase individual risk for HIV, social drivers of health create barriers to service 
access and restrict available options. Substance use, economic and housing challenges, and stigma are embedded within 
the social landscape and complicate the process of achieving good health. The California Statewide Needs Assessment 
tool is organized to use social drivers of health as an analytical framework to highlight service areas that may present 
barriers to optimal healthcare and access for people at highest risk for HIV and for PLWH.  
 
Needs Assessment: Provider Survey 
 
The first method of this Needs Assessment was a virtual provider survey. Among the 130 respondents to the last statewide 
Needs Assessment survey (2022), 40% represented the Southern California region, and 60% represented the Central and 
Northern regions of California. The main issues identified were the following: 
 
I. Needs 
 

1. People at Higher Risk for HIV and Other Sexual Health Concerns 
a. HIV Testing Access- Needs Assessment data indicate that only 19/130 (15%) of 

respondents’ service facilities offer weekend or evening services. 33/130 (25%) 
estimated their average client/patient’s household income was less than $35,000, 
meaning the average client/patient served by these programs in California is a person 
experiencing poverty, who likely has fewer options to utilize services during regular 
business hours, due to limited or no paid time off. Changes are needed to improve the 
experience of low-income people having to choose between health and employment. 
 

b. Maintaining an HIV-negative Status- When asked to respond to a list of experience 
that providers may have had during the past year, the number one response was an 
increase in clients seeking STI services other than HIV testing. However, this indicator 
combined clients who are both HIV negative and living with HIV. The second most 
popular response was an increase in services from clients living with HIV. The third 
most frequently selected was clients seeking at home self-testing options. These 
results suggest that, while people continue to seek services in traditional HIV/STI 
testing sites, others are interested in nontraditional HIV/STI testing services as well. 
 
Nontraditional HIV/STI testing options, such as self-testing programs, have been 
shown to increase Black/African American engagement with testing services. This is 
important in California, since providers responding to the Needs Assessment 
estimated that Blacks/African Americans used their services less than half as much as 
Latino/a or White Californians, despite Blacks/African Americans carrying a 
disproportionate burden of HIV diagnoses compared to their population in the State.  
 
 

Although African Americans 
carry a disproportionate 
burden of HIV diagnosis in 
the state, providers 
estimate African Americans 
use their services less than 
half as much as Latino or 
White Californians 
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c. Rapid Linkage to HIV Medical Care, Treatment, and Support Services- Fifty percent of 
respondents (65/130) provide medical care and treatment within 3 days of an HIV 
diagnosis and about half of those link clients within 24 hours. 125/130 (96%) facilitate 
linking people to HIV medical care and support services outside of their agency after 
diagnosis. Only 25/130 respondents (19%) provide internal linkage services for persons 
newly diagnosed with HIV, and 31/130 respondents (24%) provide transportation 
assistance or services, with 23/130 (18%) accompanying clients to services. However, 
limited staff time was identified as the number one barrier to facilitating linkage 
services. Staff lack of knowledge and experience a close second, selected by 24 (18%) 
and 21 (16%) respondents, respectively. 
 

2. People Living with HIV 
a. Barriers to support services that PLWH need in order to achieve viral suppression- 

Homelessness and substance use were named as the number one barriers to retention in 
support services for PLWH, with 16/130 (12%) of service providers selecting each of those 
options. These were followed by avoiding HIV status, stigma, and lack of transportation, 
with approximately 8% of respondents identifying each of these as key barriers for their 
typical clients.  
 

b. Necessary services for elder and long-term survivors to achieve optimal health and 
wellness- A CDPH surveillance report published in 2020 states over 55.2% of PLWH in 
California are fifty years old or older. Although people are living longer with HIV, this 
wonderful news adds the challenge that PLWH over age 50 have more comorbidities than 
the general population.  
 
Needs Assessment respondents identified difficulty navigating the healthcare system, 
housing instability, and mental health challenges as the most common reasons that PLWH 
did not access HIV-related medical care. Responding to these needs can increase 
providers ability to retain PLWH in care, including PLWH who are age fifty and over, who 
need to manage multiple providers to treat more medical needs associated with aging.  

 
II. Barriers/Challenges:   

1. Accessibility- 56/130 respondents (43%) do not directly offer medical care for PLWH; 
however, 125/130 (96%) facilitate linkage services for newly-diagnosed clients, with the 
most common services including referrals to specific providers and case management. Case 
management services tend to focus primarily on addressing housing and employment needs, 
as 40/130 respondents (31%) said that maintaining stable housing is the most common 
barrier to clients’ engagement in medical care, and 32/130 (25%) said unstable employment 
was a common challenge faced by their clients.  

 
2. Barriers to necessary support services- Lack of transportation, unstable housing, and mental 

health disorders were all more commonly cited as social or structural barriers to care 
impacting their clients. 

 
Forty-six of the 130 respondents answered the question estimating the average household 
income of their clients; of those, 33/46 (72%) indicated an average client household income 
of less than $35,000 annually. Yet despite this, less than half of the respondents reported 
providing transportation to HIV care services after diagnosis. This may be especially 
problematic in suburban or rural areas of the state, where low-income clients newly 

50 percent of 
respondents provide 
medical care and 
treatment within 3 
days of an HIV 
diagnosis and about 
half of those link 
clients within 24 
hours.  
 

Homelessness and 
substance use were 
the top two barriers 
to support services for 
PLWH, followed by, 
stigma & 
transportation. 

25 percent of  
respondents report 
their client’s  
household income 
was less than 
$35,000 annually 
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diagnosed with HIV may find lack of transportation to be a major barrier to linkage in or 
retention in HIV-related care.  
 

3. Health department barriers- California law states health department staff are obligated to 
perform as disaster service workers during an emergency, if requested. During the COVID-19 
pandemic, many health department staff previously dedicated to HIV-related services were 
“activated” and moved to COVID-19 response teams as part or all of their daily work. As COVID 
restrictions have lifted, HIV-related staff capacity has been slow to return to pre-2020 levels 
as other pressures have weakened public health infrastructure.  
 
These staffing challenges have profound effects on PLWH. Nearly 25% of respondents 
identified limited staff time as a barrier to facilitating linkage to HIV care for newly-diagnosed 
clients, and 20% of respondents identified lack of staff knowledge or experience as barriers 
to facilitating linkage to HIV care in their organization. 

 
4. Partner services- Only 75% of providers (98/130) reported they offer partner services after a 

client is diagnosed with HIV; the other 25% either do not offer partner services or were 
unsure. 

 
III. Gaps:   

1. Better integration of services- For people who are unhoused or living in remote rural areas, 
especially if also using substances, mobile outreach services that provide integrated care are 
a critical need. One respondent especially highlighted this need for people who are pregnant, 
noting, “Mobile medical outreach to specifically target unhoused substance-using women 
would help test, treat, and prevent the spread of HIV, HCV, STIs to unborn children as well as 
partner(s).”  
 
However, integration of services must be done thoughtfully, especially in small communities 
where everyone knows everyone else. Reorganizing and centralizing services under one roof 
can impose additional barriers due to perceived stigma. As an example, one service provider 
shared, “Individuals are not seeking our STI/HIV screening since moving to a consolidated 
office building with every other department in the county including: probation, sheriff, 
employment and eligibility, Child Protective Services (CPS), APS, WIC. Clients who do come to 
access our service often express concern of confidentiality being seen in the building. We now 
provide one fifth of the reproductive health services we use to provide before moving to the 
building.” 

 
2. Limited entry points to care- Respondents of the Needs Assessment identified several areas 

where gaps in care and prevention services existed as a result of bottlenecks in service 
provision and few entry points to care. Excessive bureaucracy related to pharmacy and 
medical dispensing was one often-cited example of this, as well as a lack of primary care 
providers with HIV and STI expertise, and an insufficient number of nurses to provide case 
management in clinical settings. Particularly for people who are unhoused or use 
substances, and are disproportionately impacted for other reasons, traumatic experiences 
with the traditional healthcare system may serve as barriers to care in the future. As one 
respondent said, “I think we need to take into consideration that clients need nontraditional 
entry points to care.” Examining and changing policies or barriers that limit clients’ ability to 
access care through non-traditional settings will be a key strategy to improve care provision 
to these priority populations.  

“I think we need 
to take into 
consideration that 
clients need 
nontraditional 
entry points to 
care.” 
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3. Resources needed to serve PLWH better – Respondents identified a number of gaps in 

existing resources for serving PLWH in their jurisdictions. The top three resources named as 
gaps were: (1) funds for capacity-building, (2) qualified staff to provide services, and (3) timely 
wrap-around navigation services, including housing, transportation, food assistance, and job 
search assistance. 

 
Needs Assessment: PrEP Gaps 
 
The second method of the Needs Assessment was a PrEP gap analysis that is currently still in process. Preliminary results 
are presented here. In July 2025, CDPH began a PrEP gap analysis in collaboration with UCLA to increase California’s 
understanding of needs and challenges related to PrEP uptake. This work is to be completed in phases. The approach of 
this work completed so far are described here and made part of the SCSN in this Integrated Plan.  
 
Summary Overview 
 
Informed from the completed phases of the PrEP gap analysis are the following insights and recommendations for future 
PrEP work in California:  
 

1) Expand Relevance and Reach  
Insight: Traditional PrEP outreach has been effective but limited in scope; engagement grows when rooted in 
community norms, spaces, and stories (e.g., barber shops, beauty salons, other community venues). 

Recommendation: Fund and co-create tailored media campaigns with trusted community voices and influencers 
to normalize PrEP across all populations. 

2) Normalize PrEP Access Through Everyday Healthcare 
Insight: “One-stop shop” and mobile models for PrEP access reduce patient/provider friction but remain 
unevenly available. 

Recommendation: Scale low-barrier, community-based models (street medicine, drive-throughs, telehealth) and 
embed PrEP into routine and specialty care (OB-GYN, primary care, outreach sites). 

3) Invest in Provider Capacity and Systems Support 
Insight: Some providers are willing to prescribe PrEP but constrained by limited training and administrative 
burden. 

Recommendation: Implement continuing education pathways for MDs, nurses, and pharmacists on PrEP, PEP, 
and DoxyPEP; streamline documentation through integrated EHR templates and simplified prescribing protocols. 

4) Address Gaps for Women, Rural Populations 
Insight: Persistent provider bias and stigma deter women and rural communities from accessing PrEP. 

Recommendation: Develop population-specific educational materials, trusted care networks, and collaborative 
partnerships between public health agencies and rural entities to build trust. 

5) Strengthen Data and Feedback Mechanisms 
Insight: PrEP program gaps are identified informally, hindering systematic improvement. 

Recommendation: Establish statewide data dashboards to track uptake, adherence, and population-specific 
access; integrate community feedback loops to ensure data informs ongoing interventions. 
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6) Align Policy, Funding, and Implementation 
Insight: Fragmented funding and inconsistent messaging about PrEP dilute impact. 

Recommendation: Advocate for coordinated policy frameworks that align funding, communications, and data 
systems around shared prevention goals. 

 

Needs Assessment: ADAP Gap Analysis  
 
The third method of the Needs Assessment was an ADAP gap analysis that is currently still in process. A noted strength of 
California’s family of HIV/ADS programs is the AIDS Drug Assistance Program. Beginning as a program to distribute AZT in 
1987, the program has grown to serve over 28,835 low-income people living with HIV in California in fiscal year 2023-
2024. It is critical that this program remains funded and effective at levels that continue to support viral suppression rates 
that approach 95% for program participants. California, in collaboration with Facente Consulting, undertook an 
assessment of the program and what could continue to improve ADAP’s effectiveness and its long-term viability. This 
effort is made part of this Needs Assessment. A summary of findings and recommendations are below. A final report of 
this gap analysis will be published as a separate report later in the calendar year 2027.  
 
Key Findings 
 
1. Enrollment workers and clients see ADAP-funded services as valuable 
Enrollment workers and clients perceive ADAP services as crucial to maintaining people in HIV care. Clients are 
overwhelmingly satisfied with ADAP, describing services as timely and straightforward, and expressing gratitude for their 
relationships with enrollment workers.  
 
2. The uncompensated labor of enrollment workers drives ADAP’s impact 
ADAP enrollment workers go above and beyond to help applicants enroll successfully by providing informal case 
management, outreach and follow-up support, and troubleshooting with providers and pharmacies, among other roles. 
However, they are not adequately compensated for this work, creating risks for burnout, capacity, and program 
sustainability. 
 
3. Clients do not want to transition away from ADAP-funded services 
ADAP clients are hesitant to transition away from ADAP because they do not want to disrupt their care. Clients fear that 
care will become unaffordable, and they are concerned that they will lose access to their known network of care providers.  
 
4. ADAP is more accessible to certain populations compared to Medi-Cal  
Transitioning to Medi-Cal, California’s Medicaid program, is logistically complex for certain applicants, such as those who 
may struggle to obtain required documentation (e.g., people experiencing homelessness), those who may be fearful of 
sharing personal information with Medi-Cal (e.g., people who are needing case management to successfully complete 
applications). 
 
5. ADAP’s insurance assistance programs are not reaching their full potential 
Clients appear to under-enroll in ADAP’s insurance assistance programs, in part due to knowledge gaps at enrollment sites. 
For the Employer-Based Health Insurance Premium Payment program specifically, stigma and fear about submitting 
paperwork through one’s employer is a notable barrier.  
 
6. California’s ADAP resources are not fully reaching their audiences 
Many enrollment workers and ADAP clients are unfamiliar with existing OA ADAP resources, suggesting a gap in 
communication between OA, enrollment sites, and clients. 
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Recommendations 
 
1. Align funding with the true scope of ADAP enrollment work 
Covering the full cost of enrollment and retention in ADAP is needed for program sustainability. This could be achieved by 
increasing the base fees and fees per application that enrollment sites receive, adjusting fees per application to be larger 
for more complex enrollment cases, and supporting reimbursement of client transportation to enrollment sites. 
 
2. Expand outreach, education, and navigation services for clients 
Formalizing outreach and navigation support roles for ADAP, premium payment ADAP’s insurance assistance programs, 
and coverage transitions are needed to acknowledge the true scope of enrollment worker labor. In addition, investing in 
support for outreach, education, and navigation can yield client-facing materials that reduce program confusion, such as 
clearer eligibility and documentation criteria. 
 
3. Minimize the burden of transitioning between coverage types 
At the client level, transitions between coverage can be improved with better informational materials about different 
coverage paths within and beyond ADAP. At the enrollment worker level, guidance around complex enrollment cases, 
such as clients experiencing homelessness and those with immigration-related concerns, would be beneficial. At the 
systems level, there are opportunities to destigmatize the Employer-based Health Insurance Premium Payment programs, 
as well as coordinate with other coverage providers to minimize care disruption across coverage types. 
 
4. Strengthen the reach and impact of centralized systems  
Existing state-level resources and processes can be better communicated to enrollment workers and clients. In addition, 
programs may be strengthened by new centralized resources, such as self-enrollment paths and clear protocols for 
reassigning applicants between enrollment sites. 
 
5. Expand training opportunities for ADAP enrollment workers 
Enrollment workers seek improved training on ADAP’s insurance assistance programs. They may also benefit from state- 
and peer-led training on common pain points, such as interpersonal aspects of the enrollment work and using technology 
to streamline enrollment. 
 
To maximize ADAP’s value, impact, and sustainability, while ensuring that ADAP remains the payor of last resort, additional 
recommendations are being developed from the above key insights. These were not all available at the time of this report 
drafting.  
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B. Key Priority Areas  
 
In addition to the Needs Assessment survey, OA and Facente Consulting held individual conversations with numerous 
health department staff and each of the TGA/EMA planning councils to discuss needs and identify priority service areas 
for work over the next 5 years. Participants broadly identified the need to develop specific goals to addressing the 
HIV/HCV/STI as one syndemic, and the need to unify a statewide movement to end these epidemics. Participants 
expressed that public health professionals from different disciplines can play an active role in this work, and that stigma 
must be addressed to break down barriers and begin fruitful conversations. Funding was a frequent topic, with 
respondents asking for flexible funding that covers not only clinical services but also costs related to addressing social 
drivers of health (e.g. housing, food) to avoid medical costs in the future. To this end, respondents identified siloed systems 
of care as problematic, as they are not set up to deliver holistic care, and called for greater communication between 
healthcare providers in primary care, behavioral health, and HIV/viral hepatitis specialty care. They noted that limitations 
on data sharing – while in place to protect privacy – also made it difficult to treat the whole person, rather than one 
symptom at a time. 
 
Respondents also discussed the need to carve out more space for community health workers with lived experience, and 
requested more opportunities for training to ensure staff without lived experience are competent and empathetic to serve 
the community effectively and to address mistrust, and support to empower priority population led efforts.  Some noted 
the historical context where the majority of advocates addressing HIV in California were individuals of greater economic 
means, which continues to overshadow opportunities to foster more varied leadership within advocacy groups. 
 
Overall, the priority areas identified by respondents through the Needs Assessment were grouped into 6 categories, which 
we have defined as “impact areas”: 

 

 
  
 
 
 
 
 
 
 

Figure 12--List of Priority Areas Identified for 
Inclusion in the 2027-2031 California Statewide Strategies: 
 

1. Data defined, priority population focus 
2. Housing  
3. Health access for all: Access to quality of HIV prevention and medical care including testing, 

PrEP/PEP, attaining viral suppression, use of appropriate anti-retroviral therapy, and 
implementation of recommended sexually transmitted infection (STI) testing practices, as 
well as retention in and/or re-engagement in care through case management (including 
medical case management, non-medical case management, benefits counseling, patient 
navigation, and other similar patient support activities) 

4. Mental health and substance use care and treatment  
5. Economic factors  
6. Stigma 
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C. Actions Taken   
 
Key activities undertaken by the State to address needs and barriers identified during the California Statewide Needs 
Assessment are outlined in Section IV of this document (Situational Analysis) found below. Testing, Treatment, Prevention 
and Respond program expansions are described in Exhibits X and Y in section IV. All co-author jurisdictions have concurred 
with the need to address HIV as a syndemic with STIs and HCV and by addressing, where possible, the social drivers of 
health listed in Figure 12. Epidemiological data, community needs assessment data, and California community 
engagement efforts have suggested these actions.  
 
D. Approach   
 
Method 1: Provider Survey Approach. An electronic questionnaire was developed and prepared by Facente Consulting 
using Qualtrics and disseminated across the state. HIV service providers working in California were asked: (1) what 
services are needed to maximize access to HIV-related and sexual health services in the next five years, (2) what barriers 
there may be to accessing services, (3) what healthcare challenges currently exist for their clients, and (4) what gaps 
still exist in optimal services and care for HIV in California.  
 
Key questions were developed with input from OA subject matter experts, the State CPG, and the Part A co-authors. 
Questions were prioritized based on the existing gaps in data, and the importance of addressing the question to 
understand the scope of HIV-related need. Questions that were tangential, specifically related to implementation or 
program evaluation, or deemed to be research were excluded. 
 
Information was collected from April 2022 through June 2022, and yielded 130 responses from 22 local health 
departments, 9 community-based organizations, 6 HIV/AIDS Service Organizations, 7 federally qualified health centers 
(FQHCs), 5 hospitals, 4 local public health clinics, 4 private medical offices, and 4 community health centers that were not 
FQHCs. Participants were recruited from across the state. The list below shows the cities and counties where participants 
reside or work from each region:  
 

• Northern California: Mendocino (Ukiah, Willits, Lake Port, Fort Bragg), Butte (Chico), Nevada (Grass Valley), 
Humboldt (Eureka), Yuba (Marysville) 

• Bay Area: Alameda, San Francisco San Jose, Sonoma, Solano, Napa, Vallejo, Santa Clara 
• Greater Sacramento: Sacramento, Stanislaus (Modesto) 
• Central/San Joaquin Valley: Fresno, San Joaquin, Kern (Bakersfield), San Luis Obispo, Merced, Monterey, Inyo 

(Bishop), Madera Tulare 
• Southern California: Los Angeles (Venice Beach, Long Beach), San Diego, Bakersfield, Orange (Irvine, Newport 

Beach, Santa Ana), Riverside (Palm Springs), Imperial (Calexico), San Bernardino 
 
Participants identified their service facilities were in Southern California (40%), the Bay Area (9%) and Northern California 
(22%). The Central/San Joaquin Valley represented 15% percent and Greater Sacramento represented 4% percent. 
 
Of all respondents, 1.3% percent identified as American Indian/Alaskan Native, 0.3% as Native American, 4.0% as Asian, 
Native Hawaiian or Pacific Islander, 5.3% as Black or African American, 19.2% percent as Latinx or Hispanic, and 19.9% as 
White. 40.0% percent of respondents were female and 20.0% percent were male.  Respondents most often identified as 
program managers, followed by medical physicians, physician assistants or nurses. 
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Method 2: PrEP Gap Analysis Approach. The approach and components of the PrEP gap analysis included the following:  
 

1) PrEP Gaps Listening Session (Virtual). On September 17, 2025, UCLA facilitated a listening session with 60 PrEP 
providers from regions across California, including co-author counties. Information from this listening session was 
augmented with a pre-session survey and posted chat comments during the session in response to key questions 
posed. Questions included how organizations and local health jurisdictions were capturing information about gaps 
in PrEP uptake.  
 
2) Focus Groups (In Person). On October 15, 2026, five focus groups were held in person in conjunction with the 
fall California Planning Group meeting. Current membership of the CPG (n=32) is representative of every Part A 
TGA/EMA in California. Attendees were split into groups focused on PrEP priority populations, including women, 
youth and older adults, and asked to identify key strategies for PrEP navigation, PrEP patient education and 
outreach, and PrEP provider education.  
 
3) Literature Review. UCLA conducted a review of 116 published articles with PrEP data from parts of CA. A 
majority of these articles included data from Los Angeles and San Francisco. Three articles included data from 
Alameda, twelve from San Deigo, eleven from Southern California and eight are for the state as a whole.  

 
Method 3: ADAP Gap Analysis Approach. The approach and components of the PrEP gap analysis included the following:  
 
From May 2025 – June 2026, OA collaborated with an external consultant (Facente Consulting) to explore barriers and 
facilitators of ADAP enrollment, with a focus on the following questions: 
 
1. What are the main facilitators of and barriers to ADAP enrollment? 
2. Why are some ADAP applicants not enrolled in health insurance or Medi-Cal coverage despite eligibility? 
3. Why are some ADAP clients not enrolled in ADAP's insurance assistance programs that supplement ADAP coverage 

despite eligibility? 
 
Stakeholders for this assessment included ADAP enrollment sites from all parts of California (including San Francisco and 
Los Angeles) and multiple types of enrollment sites (hospital, urban county run clinic, rural clinic, community-based 
organization, federally qualified health center). ADAP enrollment site workers and service providers (n=19) included both 
direct service workers and program advisory staff. Six listening sessions (n=23) and three key informant interviews were 
with people on or eligible for ADAP or ADAP assistance programs.  
 
Strengths and Limitations  
 
This Needs Assessment Provider Survey was intended to identify salient issues affecting service providers’ ability to reach 
PLWH and individuals at risk for HIV, to explore the various dimensions of these issues, and in general to gather a detailed 
picture of provider opinions, client needs, and resources available for PLWH and people at elevated risk of HIV infection 
across the state. The provider survey was augmented by the PrEP Gap Analysis and ADAP Gap Analysis listening sessions 
and key informant interviews.  This included information directly from PLWH and those at risk for HIV. Notably, due to the 
extensive efforts already being made through the EHE initiative and strategic planning outreach and engagement, the 
Needs Assessment was designed to leverage ongoing community engagement in Part A and EHE jurisdictions. This Needs 
Assessment provided an updated picture of how HIV-related programs and policies are perceived by the people providing 
these services to clients living with or at risk for HIV.   
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Summary of the Needs Assessment 
 
The Needs Assessment process was developed by OA in collaboration with the co-authoring TGAs and partners to support 
data-driven decision making for the development and implementation of California’s Integrated Plan, as well as to meet 
federal requirements. The Needs Assessment built upon work already done as part of EHE planning, and further included 
an electronic survey that was disseminated throughout the state using RWAHP Part A provider networks, all state HIV 
community planning bodies, the California STD/HIV Controllers Association, and the California Primary Care Association, 
in addition to being shared with all participants of our regional community engagement meetings as part of our statewide 
strategic planning. The Needs Assessment was designed to identify the needs, gaps and challenges in sexual health 
promotion, disease prevention and care services throughout the state, especially HIV, HCV, and STIs, with the goal of 
improving existing services and helping to create new ones as needed. Throughout the gathering of community input for 
this plan, participants consistently described the social determinants of health that contribute to the challenges of people 
living with and at risk for HIV, creating a strong rationale for responding to the syndemic using the approach and 
framework outlined throughout this plan.   
 
The data show that some groups in California experience higher rates of illness and death across a wide range of health 
conditions. California’s data-defined priority populations are disproportionately impacted by HIV, HCV, and STIs in 
California, in a similar pattern to the rest of the United States. This is not simply a matter of individual behaviors, education, 
or attitudes; research consistently finds that social drivers of health weaken the quality of services received by 
disproportionately impacted groups in the US. Challenges due to limited access to jobs, education, housing, and other 
growth opportunities for priority populations contribute to the level of risk that these communities experience. These 
barriers contribute to a decline in access to services and information and further delay the onset of treatment and care.  
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SECTION IV: Situational Analysis 

1. Situational Analysis  
 
This Situational Analysis provides a high-level overview of the strengths, needs, gaps, and barriers related to ending the 
syndemic in California and its co-author counties. It synthesizes information from the epidemiological profile, community 
engagement efforts, planning conversations, and consultations with key partners and stakeholders.  
 
The Situational Analysis is organized into the following three sections: Methods, Situational Analysis Snapshot, and 
Summary of Resources and Gaps and has sections that address the four pillars of the Ending the Epidemic Initiative: 
Diagnose, Treat, Prevent and Respond as required by the Integrated Plan Guidance.  
 
Methods 
To ascertain the needs of the priority populations, as well as resources to meet those needs and gaps in services, a 
needs assessment was conducted. The needs assessment consisted of data gathered through a provider survey, a PrEP 
Gap Analysis, an ADAP Gap Analysis, community engagement efforts, assembly of a list of current HIV-related services 
and the agencies that provide them, and identification of gaps based on the current epidemiologic profile and current 
needs.  

 
 

Method Description 

Needs assessment 
to ascertain needs, 

resources, and 
service gaps 

• Virtual Provider Survey 
• Community engagement efforts 
• Information on existing services  
• California Directory of Syringe Services Programs 

 
Review of 

secondary data and 
reports 

• AIDSVu local PrEP estimates 
• California Epi Profile 2023 
• CA Opioid Surveillance Dashboard 
• Ryan White HIV/AIDS Program Part A applications (co-author counties) 
• CA HIV Surveillance Report 2023 
• U.S. Census Population Estimates for California 
 

Community 
engagement and 

consultation 

• HIV Planning Councils 
• Service providers 
• Community members representing the priority populations disproportionately 

impacted by HIV 

Review of relevant 
County and State 

plans 

• Ending the HIV Epidemic: California Consortium for CDC PS19-1906 (2020-2025) 
• Ending the Epidemics: Collective Strategies for Addressing HIV, Hepatitis C, and 

Sexually Transmitted Infections in San Francisco 
• Ending the HIV Epidemic In Los Angeles County (2020-2025) 
• ENDING THE EPIDEMICS: Addressing Human Immunodeficiency Virus (HIV), Hepatitis 

C Virus (HCV), and Sexually Transmitted Infections (STIs) in California-Integrated 
Statewide Strategic Plan, 2027-2031 

• Ending the Epidemics: Implementation Blueprint 
Consultation with 
key stakeholders 

• Local public health department staff 
• Regional and State: CDPH; Federal Ryan White Program Staff, TA Providers 

Exhibit 2: Methods and sources used for California’s situational analysis 



 
California Integrated HIV Prevention and Care Plan, CY 2027- 2031 Page 59 of 123 
California Department of Public Health, Office of AIDS 
 

Situational Analysis Snapshot  
 
Situational Analysis Summary 
 
Since 2013, CDPH and its jurisdictional partners have released three statewide Integrated Plans for California. All the plans 
have articulated strategies to eliminate new HIV infections and AIDS-related deaths, as well as reach zero stigma and 
discrimination against people living with HIV in California. After the completion of the first Integrated Plan (2017-2021) 
California made progress, but not enough progress and not fast enough for all population. So, with the plan released to 
cover the period 2022-2026, and with this 2027-2031 update, California proposed to not only address the better 
integration of HIV prevention, care and surveillance, but to address HIV as a syndemic with other STIs and HCV through a 
social drivers of health lens.  
 
The plan, 2022-2026, had 4 strategic goals and the current plan you are reviewing recommits to these goals as a long-term 
investment and strategy:  
 

1. Preventing new HIV infections by identifying all individuals potentially living with HIV;  
2. Improving HIV-related health outcomes for all Californians; 
3. Using a syndemic approach to achieve integrated, coordinated efforts that address the HIV, HCV, and STI 

epidemics synergistically; 
4. Addressing social drivers of health that impact health outcomes.  

 
CDPH and its community partners have made substantial progress in implementing many of the plan’s recommendations. 
Throughout the state there have been thousands of people doing incredible work towards ending the HIV, HCV, and STI 
epidemics in California, from the implementation of integrated PrEP/PEP services and PrEP-AP sites throughout the state, 
to signing on to the Undetectable Equals Untransmittable (U=U) campaign, to routinized opt-out (ROOT) HIV testing in 
state prisons, to meaningfully integrating the expertise of people with lived experience to ensure programs are the best 
they can be. EHE funding is awarded to 8 California jurisdictions that together comprise 85% of the state’s HIV cases. These 
jurisdictions now have plans that are being implemented, aimed at accelerating the end of the HIV epidemic in their 
communities. These EHE counties meet regularly and network to share best practices in collaboration with CDPH.  
 
Some examples of California’s progress in addressing HIV over the past 5 years include:  
 

• From 2017 through 2023, both the annual number and rate of new HIV diagnoses declined slightly in California.  
• Of all PLWH in 2023, 75.1% were retained in HIV care and 67.0% achieved viral suppression.  
• From 2017 to 2023, the percentage of newly diagnosed people in California linked to HIV medical care within 1 

month of their HIV diagnosis increased from 69% to 80.1%. 
• An estimated 86.1% of PLWH in California are thought to know their status. To help diagnose infection among the 

remaining 13.9%, CDPH partnered with Building Healthy Online Communities (BHOC) to expand self-testing 
programs to those who have not recently tested for HIV or STIs. 

• Exceeded the goal of increasing the number of Californians at high risk for HIV infection who are on PrEP to 
60,000 (79,648 on PrEP as of 2024, excluding Kaiser data).        

• In recent years, OA developed statewide data fact sheets specifically about HIV among key priority populations in 
California to help service providers better understand how to engage these communities and focus resources on 
reducing disproportionate health impacts. 

 
Although California continues to make progress towards addressing HIV, HCV, and STIs, it’s clear that the benefits of these 
advances have not been experienced proportionately. Too many people with HIV, HCV, and STIs still do not know they are 
infected. People who are Black or African American, White, and American Indian or Alaska Native experience a much 
greater burden of hepatitis C infection than should be predicted given their population size in the state. There are sex-



 
California Integrated HIV Prevention and Care Plan, CY 2027- 2031 Page 60 of 123 
California Department of Public Health, Office of AIDS 
 

based disproportionate outcomes in STI diagnoses, and for syphilis, gonorrhea, and chlamydia, people who are Black or 
African American have more cases per 100,000 Californians than any other group.  
 
For those who are aware of their infection, access to care remains difficult, particularly for individuals who are low-income 
or uninsured. Many health professionals in remote areas still lack experience testing and screening their patients, 
interpreting laboratory results, or treating these infections. Access to infectious disease specialists is limited throughout 
the state, and not enough primary care providers are equipped to handle the magnitude of cases. Organizations have 
limited resources and must balance competing priorities in a rapidly changing healthcare landscape.  
 
To address these complex issues, CDPH convened a diverse group of over 50 individuals from state and local health 
departments, service providers, community leaders, and individuals living with or affected by HIV, HCV, and STIs to make 
recommendations for a coordinated and integrated approach to eliminate the HIV, HCV, and STI epidemics. Their input, 
along with the needs assessment results and countless community feedback hours obtained throughout 2022-2026, was 
used to update this plan and further inform the development of the six key impact areas described further in Section V.  
 
Now this Situational Analysis will turn to presenting selected topics that were viewed as significant resources and gaps 
that were noted in the various methods listed in Exhibit 2. This list is not exhaustive and will expand during the 
implementation of this plan.  
 

Summary of Resources and Assets 

Resources and Assets 

Exhibit 3 highlights selected resources and assets identified in the needs assessment process. These pillar-specific and 
cross-pillar resources represent strengths that can be leveraged to enhance Integrated Plan planning and implementation. 

 

Exhibit 3: Selected Resources and Assets 
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Pillar-Specific 
Testing expansion initiatives. California will continue to implement and 
evaluate an array of HIV testing methods, including but not limited to, 
ROOT in healthcare settings, focused (rapid) testing in community 
settings, self-testing and testing in correctional facilities and/or jails. 
California will continue to fund jurisdictions to implement HIV testing 
services that are bundled with screening for other conditions relevant to 
OA’s priority populations (such as STIs, mpox and HCV testing). California  
will also implement a new test counselor training program that will 
increase and expand its ability to train test counselors across the state to 
provide rapid HIV, HCV and syphilis testing. 

    
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Integrated HIV, STI, HCV self-testing program. California is continuing to 
work closely with Building Healthy Online Communities (BHOC) to provide 
self-testing options for HIV, HCV, and STIs statewide. To date, BHOC’s 
Take Me Home initiative has resulted in a substantial increase in HIV 
testing for some priority populations. California has taken steps to expand 
this service beyond EHE Phase I counties, purchasing 21,000 additional 
self-tests through BHOC to distribute to individuals at high risk for HIV 
throughout the state. 

    

Treatment expansion initiatives. California has designed programs and 
services to increase early linkage to medical care, syndemic approaches, 
and refer to or provide prevention and essential support services (e.g., 
health benefits navigation/enrollment, behavioral health services, social 
services, etc.) to support improved quality of life. Additionally, California  
continues to fund activities aimed at increasing medication adherence, 
reengagement in care and viral suppression.  

    

Prevention expansion initiatives. California continues its collaboration of 
funded jurisdictions, stakeholders, medical providers, pharmacists, and 
capacity building partners, etc. to increase awareness and expand access 
to PrEP and PEP for priority populations. California monitors PrEP data 
indicators to evaluate PrEP referral, linkage and initiation. Long-Acting 
Injectable (LAI) PrEP represents a unique opportunity, especially for those 
populations that may find it a barrier to take a daily dose of PrEP 
medication. An ongoing PrEP gap analysis scheduled to be completed and 
published in early 2028, will offer recommendations to accelerate 
progress on implementing PrEP in California.  

    

PrEP-Assistance Program. To ensure clients of the PrEP Assistance 
Program (PrEP-AP) maintain access to their medications during COVID-19, 
PrEP-AP now allows up to a 90-day supply of medications, unless the 
client is previously enrolled in a program that limits medication 
dispensing. PrEP-AP also added coverage for the OraQuick In-Home HIV 
test, to allow people taking PrEP to conveniently test at home. 

    

HIV surveillance. California continues to collect and report surveillance 
data with a focus on identifying areas for improvement in timeliness, 
completeness, and accuracy. California continues to produce and 
disseminate reports to facilitate program planning and program action, as 
well as working towards the development of tools to facilitate more rapid 
and effective dissemination, such as dashboards and other data pipelines, 
and in continued collaboration with other groups focused on mpox, STIs 
and HCV. California will maintain data security and confidentiality in 
accordance with CDC guidelines.  

    

ADAP modernization. As of January 13, 2026, California transitioned 
ADAP to an open formulary model. This means that all FDA-approved 
medications are now included in the formulary except for selected 
medications that have been excluded due to safety concerns or cost.  The 
expanded formulary will align ADAP more closely with Medi-Cal’s broad 
medication coverage and will reduce treatment interruptions, especially 
for clients whose insurance changes between ADAP and Medi-Cal. 
California has also maintained eligibility for ADAP at 600% of the federal 
poverty rate. Through an ongoing ADAP gap analysis scheduled to be 

    
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completed in calendar year 2026, other recommendations will be 
forthcoming to further modernize the ADAP program. HRSA Part B, the 
primary source of ADAP funding, has been trending as a stable source of 
income, and currently, California sees no need to shrink the program’s 
services or eligibility.  
Respond expansion initiatives. All California counties coordinate with 
CDPH for HIV transmission cluster detection and response. CDPH provides 
technical resources and coordinates HIV molecular cluster detection 
efforts across California, using the secure HIV Trace program. CDPH uses 
routine molecular sequences from drug-resistance screenings of PLWH to 
detect groups of individuals who represent geographically and temporally 
connected HIV transmission events. California counties utilize these 
resources to support outreach to populations with notably active or 
increasing HIV transmission, in order to enhance prevention, testing, and 
linkage to care. Along with conventional HIV surveillance and 
epidemiology, this also helps define the leading edge of the local 
epidemic. California counties use HIV Data-to-Care processes and the 
Local Evaluation Online (LEO) database to track outreach and linkage 
efforts and outcomes. Contractors who case manage or serve PLWH 
identified through cluster detection efforts use CDPH’s HIV Care Connect 
(HCC) database to track retention and health outcomes. 

    

Viral suppression rates among Medi-Cal enrollees continue to exceed 
the statewide average for people living with HIV. A similar pattern is 
observed among people enrolled in ADAP, who consistently achieve a 
95% viral suppression rate, which is again much higher than the statewide 
average for people living with HIV. 

    

Data to Care. The Enhanced Data-to-Care Initiative trains Disease 
Intervention Specialists (DIS) and special community response workers to 
utilize surveillance data to not only respond to local outbreaks and 
clusters, but offer social support and address additional community 
needs, placing more relatable community individuals in roles to support 
response efforts. 

    

Cluster Detection Response. CDPH-OA analyzes HIV transmission data 
monthly looking for abnormal increases, known as time space clusters, in 
counties and among priority populations within counties. HIV molecular 
sequence data is incorporated to identify related infections and networks 
of rapid transmission. National priority clusters have 5 or more related 
infections in the previous twelve months. In 2025, CDPH-OA detected 36 
county and 8 regional time space alerts and detected 12 new priority 
molecular clusters and monitored 28 molecular clusters. At the time of 
detection, the most common risk factor for all the 12 new molecular 
clusters was male to male sexual contact. 

    

Cross-Pillar 
Project Cornerstone. An innovative, evidence-based approach to improve the health and well-being 
of people living with HIV who are fifty years of age and older, has been planned and initiated. This 
project addresses the increasingly complex needs of this expanding population through the 
integration of clinical and non-clinical care, as well as coordination of comprehensive support 
services.  
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Mobile/Street Medicine and other wholistic models for provision of status-neutral health services. 
A robust Street Medicine program has been implemented through a partnership with the USC Keck 
School of Medicine. This program addresses the needs of unsheltered/unhoused individuals 
throughout California, offering ongoing training opportunities focused on street medicine models of 
care.  Currently, California’s six EHE-funded counties are piloting services and integrating this model 
of care into their existing HIV prevention services.   

Strategic partners outside of HIV/STI/HCV work and public health. Through the activities outlined in 
this Integrated Plan, OA is focused on engaging non-traditional partners (e.g., HOPWA housing 
providers, mental health providers, workforce development teams, jail health clinicians) as full 
partners in our work to plan and implement HIV, HCV, and STI-related prevention and care services. 

Community Engagement.  California will continue to conduct regular strategic community 
engagement activities with the California Planning Group (CPG), Prevention Partners Monthly 
Webinars, and mpox and Vaccine event teams in collaboration with the Office of STIs and Hepatitis C 
(OSH). California will continue maintaining the CPG planning body through ongoing membership 
activities and will collaborate with the CPG to implement the statewide strategic plan. California will 
also continue enhanced community engagement to recruit new voices and non-traditional partners to 
the HIV, STI and HCV planning table and to continuously improve EHE and core interventions. 

 

 

Summary of Gaps and Challenges  

Gaps and Challenges 

Exhibit 4 highlights selected gaps and challenges identified in the needs assessment process. These pillar-specific and 
cross-pillar resources represent strengths that can be leveraged to enhance Integrated Plan planning and implementation. 

Exhibit 4: Selected Gaps and Challenges 
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Pillar-Specific 

Routine opt out testing (ROOT) is not universal. Risk-based screening 
may fail to identify some people with HIV. In health care setting where 
ROOT is implemented, patients are informed on intake that an HIV test 
will be included in the standard preventative screening tests. Patients can 
decline (or opt out) of the test if they would like. ROOT has been shown 
to be effective because it can reduce the stigma associated with HIV 
testing. 
 
ROOT can also be effective as a syndemic strategy: implementing STI and 
HCV testing at the same time.  Providers have shared that implementing 
ROOT, particularly for syndemic testing, is a heavy lift. Increasing 
investment in ROOT start-up costs for health care systems that lack ROOT 
could lower barriers to initiation.  

    
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Insufficient extended service hours and nontraditional models to better 
meet the needs of priority populations. Many of our priority populations 
are simply not well served by traditional 4-wall clinics or service 
organizations with hours from 9 – 5 on Monday through Friday, a 
structure that inhibits HIV testing and screening rates and is a barrier to 
care linkage for people testing positive.  

    

Insufficient education and community knowledge regarding HIV and its 
treatments. While there have been incredible advancements in HIV 
treatment, many people in California continue to hold outdated 
perceptions about the options available to them if they do become 
infected with HIV. Also, internalized stigma still impacts the ability for 
communities to acknowledge their risk for HIV.  

    

Lack of programs to support HIV retention in care for formerly 
incarcerated persons.  A great area of need is for recently released PLWH 
who were able to access treatment while incarcerated, but for whom 
there is insufficient re-entry support. 



Insurance gaps and health outcomes. Individuals who are not enrolled in 
insurance or benefits programs are more likely to be out of care and 
therefore contribute to lower statewide viral suppression rates. These 
findings underscore the importance of proactively navigating all people 
living with HIV to comprehensive insurance and benefits programs.  

    

Ongoing opioid and methamphetamine epidemics. Increasing epidemics 
of opioid and methamphetamine use make it difficult to prevent both 
primary and secondary HIV infections. 

    

Data to Care. Funding uncertainty has begun to limit the capacity for 
epidemiological analyses and HIV surveillance activities including Data to 
Care prevent from ideal targeting of resources and programs to best 
address HIV. 

    

Cross-Pillar 

Medical mistrust. Failure by health and research institutions to rebuild trust among the populations 
most highly affected by HIV, STIs and HCV has impacted their access to and use of health- and HIV-
related services.  
Insufficient institutional support to nurture community and public health leadership among 
communities most impacted. Public health departments partially hold the responsibility to cultivate 
and support development of new leaders in HIV, STI and HCV public health locally, among those 
communities most impacted by the syndemic.  
Lack of accessible, culturally competent mental health and substance use services. For those 
struggling with problematic substance use and/or mental health concerns, there are insufficient 
options for behavioral health services that will meet their needs in a culturally appropriate way. 
Incarceration. Incarceration greatly increases the risk of fatal overdose — the death rate from drug 
overdose in California prisons is 3 times higher than the national average and continues to rise.  

Service deserts. There are increasing economic pressures and a resulting substantially increased 
migration to less expensive outlying areas of California, causing challenges for retention in HIV care 
and other challenges to HIV treatment. 
Disproportionate impact of the syndemic. Data defined disproportionately impacted groups are 
disproportionately impacted by HIV, HCV, and STIs in the United States and in California. Challenges 
due to limited access to jobs, education, housing, and other growth opportunities for priority 
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populations contribute to the level of risk that these communities experience. These barriers 
contribute to a decline in access to services and information and further delay the onset of treatment 
and care. 
Housing. People who are unhoused or marginally housed are at higher risk for HIV, HCV, and STIs. 
People who are unhoused are also less likely to be virally suppressed if they have HIV, or successfully 
be cured of their HCV or syphilis, even if pregnant. With housing, people can focus on their health 
and fully address other needs in their lives.  
Health Access. California has led the nation in expanding access to health coverage under the 
Affordable Care Act and has since expanded Medi-Cal to include young people 25 years of age and 
younger.  Yet many people still struggle to afford medical care, with more than half reportedly 
delaying treatment due to cost. Almost three quarters of low-income residents in a 2018 statewide 
survey said they had to cut overall expenses to pay medical bills, using life savings, forgoing paid time 
off or vacation time, or having to borrow money. Even people who can afford care often have a hard 
time accessing it because they cannot find a primary care or specialty provider accepting new 
patients.  Other barriers include, long wait times for appointments, providers are too far, people  
cannot afford to take time off, lack transportation or afford childcare, and in some instances, the 
provider does not speak their language or understand their culture. For people who do access care, 
they may have a negative experience that makes them not want to seek care again except in 
emergencies.  
Mental Health and Substance Use Prevention. For the estimated eight percent of Californians with a 
Substance Use Disorder (SUD), the California Health Care Foundation (CHCF) estimates only 10 
percent receive treatment. CHCF also estimates that 1 out of 6 Californians have a mental health 
concern, and 1 out of 24 have a mental disorder so serious it causes some life impairment. In fact, 
the two issues are often intertwined: A third of adults who received mental health services in 
California for serious mental illnesses in 2018 also had a substance use disorder. For those struggling 
with problematic substance use and/or mental health concerns, there are insufficient options for 
behavioral health services that will meet their needs. 
Economic barriers. Hundreds of studies have demonstrated that poverty does not just increase 
people’s risk of becoming infected with HIV, HCV, or STIs, but also becomes a barrier to engaging in 
care that could lead to life-saving treatment or cure. Ending the HIV, HCV, and STI syndemic will 
require continuing to serve people of all incomes, with a focus on increasing access to care for people 
with low or no income. It will also require improving the economic well-being of all Californians, so 
they have the resources they need to be healthy.  
Stigma. The extent to which people will reach out for care or support around a disease they think (or 
know) they have is directly related to their past experiences with stigma and their guesses about 
whether a provider will be supportive. A review of the ways in which stigma affects access to care 
among people with HIV found that people tried to avoid stigma by seeking informal care, delaying 
telling health care providers their HIV status, going to large medical centers, commuting to care 
outside of their community, and avoiding HIV organizations and care altogether. The review also 
determined that people found relief from stigma by joining with other people living with HIV to find 
social support, educate others about HIV, volunteer with HIV organizations, and organize together 
with others to fight for their rights. Some people with HCV or STIs have adapted these strategies as 
well. 
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2. Priority Populations 
 
In California, the communities most impacted by HIV, HCV, and/or STIs include: 
 

• People disproportionately impacted as defined by data 
• Young people (ages 15-29 years) 
• Men who have sex with men 
• People experiencing homelessness 
• People who are incarcerated or justice involved 
• Women 
• People who are aging with HIV, older adults with HIV 

 
These groups are not mutually exclusive, nor do they experience negative health outcomes independently. Many people 
identify with more than one of the groups in this list and are disproportionately impacted by a number of factors.  These 
intersecting identities can often mean people experience multiple compounding barriers, making it harder for them to 
thrive, thus causing negative health outcomes. 
 
Table 9 shows high-level factors across the syndemic for each priority population are noted below.  
 

Table 9. High-level factors across the syndemic for each priority population 

Population HIV HCV STIs 

Data defined 
disproportionately 
impacted groups  

Californians who are Latino/a 
account for more than half of all 
new HIV diagnoses, with rates 
increasing over the past five 
years.  

American Indian/Alaska Native 
individuals represent 1% of 
newly reported chronic HCV 
cases but less than 0.5% of 
California’s population. 

Black/African American 
Californians bear the most 
disproportionate burden for 
syphilis, gonorrhea, 
chlamydia and HIV. 

Young people (aged 15-
29 years) 

One-third of all new HIV 
diagnoses in CA are among 
people aged 15-29 years. 

The proportion of newly 
reported HCV cases among 
young people, especially males 
20-29 years, has increased 
over the past decade. 

The highest STI rates in CA 
occur among young people 
aged 15-24 years. 

Men who have sex with 
men (MSM) 

Over three-quarters of men 
living with diagnosed HIV in CA 
acquired HIV through male-to-
male sexual contact (MMSC). 

MSM in the U.S. are at higher 
risk of acquiring HCV due to 
injection drug use and HIV 
infection (which increases the 
risk of sexual transmission of 
HCV). 

Gay and bisexual men and 
other MSM account for more 
than half of gonorrhea and 
early syphilis cases in CA. 
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People experiencing 
homelessness (PEH) 

PEH experience higher rates of 
HIV, are more likely to engage in 
activities associated with 
increased HIV risk and face 
greater barriers to HIV care and 
treatment. 

Due to overlap with injection 
drug use, PEH are at higher risk 
for HCV. 

PEH, especially youth, have 
high rates of STIs like 
chlamydia, gonorrhea, and 
syphilis. 

Recently or formerly 
incarcerated or justice 
involved people 

Approximately 1% of people 
incarcerated in the U.S. are living 
with HIV. 

The rate of newly reported 
HCV diagnoses in state prisons 
is more than 30 times that of 
the general population. 

Incarceration in the previous 
12 months is a risk factor for 
congenital syphilis among 
pregnant people. 

Women  
New HIV diagnoses among this 
population have remained 
steady between 2018-2022. 

In state prisons, newly 
reported HCV cases among 
women are increasing more 
rapidly than among men.  

Syphilis rates have risen much 
more dramatically among 
cisgender women in CA. 

People who are aging 
with HIV, older adults 
with HIV 

People who are 50 years and 
older are the largest population 
of people with HIV whose needs 
are still emerging. 

Almost half of all HCV 
infections in California are in 
the 50+ age group. 

Syphilis remains a concern for 
those over age 50, while 
gonorrhea and chlamydia 
rates decrease with age. 

 
 
Priority Population Notes 
 
Community engagement efforts have augmented the “population notes” that are part of the Implementation Blueprint. 
However, in the last Integrated Plan, people who are aging with HIV were not listed as a priority population. PLWH who 
50+ are the largest population of PLWH in the state, and their needs are still emerging. California intends to update the 
population notes for all priority populations as noted in our workplan to aid local health jurisdictions in implementing 
the strategies and activities noted in our Integrated Plan and Implementation Blueprint. During the development of this 
plan, a number of key stakeholders provided feedback about how to approach strengthening California’s syndemic 
response for people who are aging with HIV. The insights and suggestions and developed from these conversations are 
below.  
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Priority Population Notes Focus: People who are aging with HIV, older adults with HIV 
 
Noted Needs and Gaps 
 
Fragmentation between HIV and aging service systems. There is limited coordination between HIV care providers and 
aging services can result in missed referrals, delayed access to supportive services, and gaps in continuity of care. 
 
Data limitations and visibility. There is a lack of integrated data systems that capture HIV status within aging services 
limits planning, accountability, and the ability to target resources effectively. 
 
Workforce capacity gaps. Many providers across both HIV and aging systems lack training to address the intersecting 
needs of older adults living with HIV, particularly in behavioral health, long-term care, and social support settings. 

Social isolation and loneliness. Social isolation causes acceleration of cognitive decline and higher rates of depression 
and both of those issues can cause people to spiral quickly. How can public health and the community more broadly help 
people to stay socially engaged as they age.  

Economic stability. Financial insecurity directly impacts health outcomes. Over the life-course, the resources available 
for self-support will vary widely and should be assessed: employment history, discrimination, share of cost for 
medications and care, et cetera.  

Trauma and Long-Term Survivorship. Many older adults with HIV are long-term survivors who lived through the early 
epidemic. Culturally responsive care must address chronic trauma, grief and survivors’ guilt, as well as medical mistrust 
rooted in historical experiences.  

Polypharmacy. With accelerated aging comes more medical diagnoses and people are soon taking 10+ meds (5+ is how 
polypharmacy is defined) and that causes drug-drug interactions and drug adverse reactions and often confusion about 
what each medication is treating. 

Stigma. Late life stigma as living situations change – as people more dependent on care and health with activities of 
daily living from home health or assisted living there may be new stigma that people experience related to sexuality or 
other issues.  The term “going back into the closet” because your experience with “aging” services does not feel safe 
with regards to sexuality. 

Noted Strategies 

Prevention Assessments. Conduct regular health screenings to include assessments for sexual, drug user, mental and 
physical health. These screenings may need to be more frequent among people aging with HIV and should occur earlier, 
as they may experience a more rapid aging of the life-course due to the effects of HIV medications and psycho-social 
stressors that are often cofactors of being diagnosed with HIV as outlined in the Strategic Plan: priority population focus, 
health access, mental health and substance use, economic factors, and stigma.  

Wellness. Provide prevention education to focus on wellness to managing aging in the best and most healthy way 
possible.  
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End of life planning and palliative care. This is especially important because of stigma and chosen-family structures that 
are part of the support network of people aging with HIV. This should include ongoing assessments to create a plan and 
regularly update advance care plans. Palliative care access and access plans for culturally competent hospice services 
should be part of this planning.  

Priority population sensitive counseling. Develop and use counseling specifically tailored to people who are aging with 
HIV with attention to intersectional communities that may increase challenges and strengths in a syndemic fashion and 
may even accelerate aging. 

Benefits and services education. Benefits and services education and support to help individuals negotiate a complex 
services structure, with particular attention to those in transition on to MediCare. 

Detail aging services. Ensuring the broader systems of aging care and support understand the HIV and aging population 
and are addressing their unique needs. 

Support Caregivers. Recognizing the importance of supporting caregivers, including those accessed through In Home 
Support Services (IHSS), is essential, as they provide daily physical, emotional, and logistical support that helps 
individuals maintain independence, dignity, and stability in their communities. 

Cross-sector integration. Promote formal partnerships between HIV care systems and aging services, including shared 
care models, referral pathways, and coordinated service delivery.  

Workforce training across systems. Expand training to ensure that aging services providers understand HIV-related 
needs and that HIV providers are equipped to address aging-related conditions and services.  

Enhanced navigation and care coordination. Strengthen support for individuals navigating complex and often siloed 
systems, particularly during key transitions such as enrollment in Medicare or entry into long-term services and 
supports.  

Alignment with existing policy frameworks. Ensure that HIV and aging strategies are aligned with state and federal 
aging policy, including implementation of the Older Californians Act as amended by SB 258 (California HIV and Aging 
Act), as well as broader aging initiatives, to support consistency and accountability across systems. 
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Summary of the Situational Analysis 
 
This situational analysis has presented an overview of topics derived from a number of data sources that show that 
California has made progress but needs to continue its efforts to address HIV not on its own, but as part of a broader set 
of factors. This strategy is derived from the facts that  
 
1) Not everyone experiences the same benefits from prevention and care services; We need to focus work on those 

priority populations that the data tell us are disproportionately impacted;  
2) HIV, STIs and HCV impact our priority populations in a syndemic way and need to be addressed in an integrated 

fashion; and, 
3) Addressing the syndemic must be done by addressing social drivers of health factors like health access for all, 

housing, mental health and substance use prevention, economic barriers and stigma free services.  
 
In addition to our SMART objectives presented in Section V, we reassert that 30 strategies organized across 6 social 
drivers of health, derived from wide community consultation and input, are the activities that best inform our work over 
the next 5 years. The following pages present these strategies, relate them to the EHE pillars (Test, Treat, Prevent, 
Respond) and will be the touchstone of our work over the next 5 years.  
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SECTION V: 2027-2031 Goals and Objectives  

1. Introduction and Overview of Workplan 

This Integrated Plan responds to the needs identified in the Needs Assessment (see Section III), and aligns closely with the 
goals of the NHAS to address the national HIV goal of reducing the number of new HIV infections by at least 90 percent by 
2030. Section V is split into sections that address the requirements of the Integrated Plan Guidance to develop a workplan.  
This section also discusses a strategy to make that workplan more effective by addressing social drivers of health more 
directly. As this plan has discussed above, the core work located in the pillars needs to go on: test, treat, prevent, respond. 
Section 2 below describes the core activities goals and objectives of the Integrated Plan. These are described in a narrative 
summary and through objectives that are organized across the pillars. This core work has allowed California to make 
progress, but not enough progress, and not for all priority populations. Thus, Section 3 below also describes 30 strategies 
organized across 6 social drivers of health. These high-level strategies were developed through extensive subject matter 
expert consultation and community engagement. These strategies are not mandates but the best suggestions that 
California has at this time to address the social drivers of health that are impacting the health outcomes of our priority 
populations. They are not presented as SMART objectives, because each jurisdiction that adopts these strategies along 
with their core work, will adapt them differently into an implementation blueprint. Funding for these strategies will be 
through a combination of sources as resources become available. Each jurisdiction’s implementation blueprint will have 
activities and metrics that will vary depending on the community, and its resources. CDPH OA is making resources available 
to develop or update an implementation blueprint to accompany this Integrated Plan for all jurisdictions that chose to use 
this Plan. Finally, an initial workplan is included as Appendix G: California Integrated HIV and Prevention and Care Plan 
Work Plan and Monitoring Table, 2027-2031.  

2. Description Core/Baseline Work  
Pillar 1 Activities: Diagnose 

Activities include targeted testing of priority populations, distributing self-collection tests, increasing testing 
through Partner Services referrals, expanding Routine Opt-Out Testing (ROOT), and bundling HIV testing with 
STI screening and Hepatitis C testing. Linkage to HIV Care and Rapid ART for those who receive an HIV 
diagnosis is a critical element to transition from Diagnosis to Treat. Likewise, linkage to PrEP services for 

those who test negative for HIV but are PrEP eligible is an important link between Diagnosis and Prevention. Maintaining 
core testing interventions can be made more effective by addressing social drivers of health.  
 
Pillar 2 Activities: Treat 

Rapid Linkage to Care and ART is a critical activity. Each jurisdiction, assisted by CDPH, will use surveillance 
data to follow up on individuals identified as out of care. Non-Ryan White providers will be offered assistance 
with retention and reengagement of clients, as well as services for non-virally suppressed individuals. 
Community education about Rapid ART, viral suppression, and Undetectable equals Untransmittable will 
assist in realizing the value of ongoing HIV medical care. The ongoing improvement and modernization of the 

ADAP Program, through the recommendations of an ADAP Gap Analysis scheduled for completion in June 2027, will 
improve client access to treatment. Addressing social drivers of health is critical to ensuring that treatment and 
supportive services for PLWH are effective and client-centered.  
 
Pillar 3 Activities: Prevent 

Expansion of PrEP, especially among priority populations, will be aided by additional provider sites and 
promotion of the OA PrEP Assistance Program (PrEP AP) that will remove a fiscal barrier for many. Agencies 
will collaborate with pharmacies dispensing PrEP and PEP to ensure individuals are linked to a provider for 
ongoing PrEP services. Coordinating PrEP initiatives will reduce redundancy while expanding PrEP access. 
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Technology solutions, like social media outreach and expansion of PrEP through tele-health are also being explored 
through a PrEP Gap Analysis and recommendations scheduled to be completed in June 2027. Effective behavioral 
interventions are offered for those not choosing PrEP. Core SMART objectives for the Prevent Pillar are located below. 
Addressing social drivers of health is critical to ensure that prevention efforts accelerate the end of the HIV, STI, HCV 
syndemic in California.  
 
Pillar 4 Activities: Respond 

California will continue to enhance partner services through the implementation of the partner-services data-
to-care tool, CalCONNECT, and CDPH OA will lead Molecular Cluster identification. CDPH OA will collaborate 
with the county(ies) in outbreak response. If counties identify or suspect a cluster, they will work with OA to 
verify and develop the response plan. If cluster investigation exceeds the capacity of the county, the OA 

Disease Outbreak Intervention and Field Investigation Unit will assist. For significant outbreaks, the CDPH Office of 
Emergency Preparedness will activate its emergency response protocol. Addressing social drivers of health is critical to 
ensuring that respond efforts are effective and respectful of individuals.  
 
Core Goals and Objectives by Pillar 
 
Pillar 1 Activities: Diagnose 
Goal 1: Diagnose all people as early as possible 
 
Objective 1.1. By December 31, 2031, increase the estimated percentage of Californians living with HIV who know their 
serostatus to at least 95 percent. 
 
Objective 1.2. By December 31, 2031, implement a testing program including ROOT and focused testing strategies 
administering 1 million HIV tests with at least 70 percent being from priority populations in California. 
 
Objective 1.3. By December 31, 2031, implement an integrated self-testing program conducting at least 10,800 tests 
reaching at least 70 percent individuals from listed priority populations in California.  
 
Pillar 2 Activities: Treat 
Goal 2: Treat people with HIV rapidly and effectively to reach sustained viral suppression. 
 
Objective 2.1. By December 31, 2031, increase the percentage of newly diagnosed persons in California linked to HIV 
medical care within 1 month of their HIV diagnosis to at least 85 percent. 
 
Objective 2.2. By December 31, 2031, increase the percentage of Californians newly diagnosed with HIV who are virally 
suppressed within six months of diagnosis to at least 75 percent. 
 
Objective 2.3. By December 31, 2031, increase the percentage of Californians with diagnosed HIV infection who are 
virally suppressed to at least 80 percent. 
 
Pillar 3 Activities: Prevent 
Goal 3: Prevent new HIV transmissions by using proven interventions, including pre-exposure prophylaxis 
(PrEP). 
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Objective 3.1. By December 31, 2031, reduce the number of new HIV diagnoses in California by at least 50 percent, to 
fewer than 2,500 per year. 
 
Objective 3.2. By December 31, 2031, increase the number of Californians at high risk for HIV infection who are on PrEP 
to 120,000 from a baseline of 79,648 (2024).   
 
Objective 3.3. By December, 2031, maintain a condom distribution program, distributing at least 5 million condoms to 
priority populations in California.  
 
Pillar 4 Activities: Respond 
Goal 4: Respond quickly to potential HIV outbreaks to get vital prevention and treatment services to people 
who need them. 
 
Objective 4.1. By December 31, 2031, all identified HIV clusters will be actively managed with a response plan 
implemented. 
 
Objective 4.2. By December 31, 2031 assist with 100% of all requests for assistance from local health departments to 
help manage clusters and outbreaks of HIV. 
 
Objective 4.3.  By December 31, 2031, maintain a state-wide Cluster Detection Response Community Advisory Board  
with recruited members comprised of people living with HIV and with lived experience and other subject matter experts 
from all regions of California in collaboration with San Francisco and Los Angeles, holding at least 4 quarterly meetings 
per year to help advise and improve the efficacy of California’s response to HIV clusters. 
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3. Description Social Drivers of Health Impact Areas and Strategies 
The Integrated Plan expands and enhances existing HIV, HCV, and STI programming to address the comprehensive and 
complex needs of all communities. Each coauthor local health jurisdiction’s baseline, core objectives will be informed and 
address their work through the following impact areas and strategies.  
 
Our California-specific goals include 6 key impact areas and 30 associated strategies, as follows: 
 
Impact Area 1. Priority Population Focus: Improve health outcomes for all Californians, especially highly impacted 
communities.  

─ Strategy 1a. Leadership and Workforce Development: Expand pathways and workforce development 
initiatives to increase the proportion of priority population public health staff, leadership, and administrators, 
including at CDPH. 

─ Strategy 1b. Data Collection and Stratification: Identify, collect, analyze, and publicly share data that reflect 
the specific trends, needs, and outcomes of HIV, HCV, and STIs for all communities, to inform resource 
allocation and identify community-based strategies and solutions. 

─ Strategy 1c. Distribution of Funding and Resources: Review all CDPH OA and STD Control Branch contracts, 
budgets, guiding service formulas, policies, and program decisions to advance delivery of resources and 
opportunities to highly impacted communities. 

─ Strategy 1d. Community Engagement: Forge strategic partnerships to ensure more priority population 
outreach, involvement, and engagement processes to reframe the structure, funding, and policies of HIV, HCV, 
and/or STI services and messaging to all Californians. 

─ Strategy 1e. Training: Implement capacity building and training opportunities and requirements for all CDPH-
funded HIV, HCV, and STI service providers, to strengthen our movement towards achieving greater 
effectiveness in our prevention, testing, treatment, and care services. 

  
Impact Area 2. Housing: Create systems that promote stable housing access with minimal-to-no barriers using evidence-
based models for all.  

─ Strategy 2a. Data Collection and Use: Improve the ability of state data systems to collect information on 
housing status so that we can better monitor differences in HIV, HCV, and STI rates and health outcomes by 
housing status and use this information to inform public health action.  

─ Strategy 2b. Infrastructure Changes: Ensure multi-disciplinary teams address HIV/STI/HCV screening and 
treatment programs statewide, including housing, substance use, mental health, and medical care providers. 

─ Strategy 2c. New Models of Housing Access: Collaborate with the Department of Housing and Community 
Development to explore development of a permanent housing model based on Project Homekey, for people 
living with HIV and pregnant people who are unhoused and/or living with HCV or syphilis. 

─ Strategy 2d. Street Medicine Strategies: Provide basic medical care and other supportive services to people 
who remain unhoused (including those who choose to remain unhoused) through walking teams, medical 
vans, outdoor clinics, and other similar services. 

─ Strategy 2e. Low-barrier Housing Options: Collaborate with housing partners to expand low barrier housing 
options available in both urban and rural areas, including those that offer comprehensive and low barrier 
approaches to substance use, are available to families and couples, and/or allow people to bring their pets.  

 
Impact Area 3. Health Access for All: Increase access to comprehensive, high-quality health care services for all.  

─ Strategy 3a. Redesigned Care Delivery: Work with health care providers, local health departments, public and 
private insurers, and private industry to increase access to care statewide through telemedicine, mobile 
healthcare, and at-home testing programs.  

─ Strategy 3b. Comprehensive and Responsive Services: Train medical and public health service providers in 
trauma-informed approaches to create trauma responsive care to minimize re-traumatization of patients, 
clients, and providers. 
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─ Strategy 3c. Fewer Hurdles to Healthcare Coverage: Train more community-based organizations to support 
benefits enrollment in communities with high numbers of uninsured people; change policies so that all 
Californians can access Medi-Cal when in need, regardless of special circumstances or housing status.  

─ Strategy 3d. Effective and Relevant Services: Improve capacity of public health and health care providers to 
offer HIV, HCV, and STI services that are responsive to all Californians regardless of factors like health literacy, 
and other communication needs. 

─ Strategy 3e. Collaboration and Streamlining: Develop secure ways for clinical providers, local health 
jurisdictions, homeless services programs, and other community-based organizations to share information 
and resources to coordinate people’s care while protecting their right to privacy. 

 
Impact Area 4. Mental Health and Substance Use Prevention: Increase the proportion of people with a mental health or 
substance use disorder who receive adequate and appropriate treatment; reduce unmet need.  

─ Strategy 4a. Life-saving strategies in Correctional Settings: Promote medication for opioid use disorder during 
incarceration in prison and jails and naloxone distribution and continuity of substance use disorder and 
medical care upon release. 

─ Strategy 4b. Mental Health and Substance Use Disorder Treatment Access through Telehealth:  Leverage 
telehealth to increase access to mental health and SUD services, especially for people newly linked to stable 
housing. 

─ Strategy 4c. Build Comprehensive and Low Barrier Prevention Infrastructure: Expand comprehensive 
prevention services in federally qualified health centers, hospitals, and SUD treatment facilities; build up 
staffing, brick and mortar locations, and other vital (health, legal, housing, benefits, employment) support 
services in existing prevention programs. 

─ Strategy 4d. Expand Low-Threshold SUD Treatment Options: Expand options for low barrier comprehensive 
prevention-based treatment, and easier access to buprenorphine and methadone, including in street 
medicine programs. 

─ Strategy 4e. Cross-Sector Collaboration: Encourage collaboration between local and statewide mental health 
programs, substance use programs, comprehensive low barrier prevention and HIV/HCV/STI programs. 

 
Impact Area 5. Economic Barriers: Increase the proportion of programs and opportunities that promote jobs, equitable 
income, sustainability, and growth for all. 

─ Strategy 5a. Workforce Development: Create pathways to employment in public health for people from 
communities most affected by HIV, HCV, and STIs, including but not limited to offering paid internships and 
entry level positions with clear opportunities for professional advancement. 

─ Strategy 5b. Employment for People with Lived Experience: Give extra points when scoring grant applications 
to programs that employ people with lived experience in the communities the program serves, programs that 
can demonstrate frontline staff are paid a living wage, and/or programs that have people reflective of those 
most impacted by HIV, HCV and STIs serving in meaningful leadership positions.  

─ Strategy 5c. Hiring Practices and Fair Pay: Examine state and local health jurisdiction hiring practices to 
promote hiring those most impacted by HIV, HCV and STIs; look to remove barriers such as college and 
advanced degree requirements; offer extra pay to people who have lived experience with HIV, HCV, STDs, 
substance use, mental health challenges, or homelessness.  

─ Strategy 5d. Leadership Development: Fund and support pilot training programs for development of 
leadership and management skills among frontline and mid-level workers in HIV, HCV, and STI programs. 

─ Strategy 5e. Universal Hiring and Housing Policies:  Work with community partners and other State agencies 
to move toward universal “ban the box” hiring and housing policies in California, which remove questions 
about criminal history from the job application process until after a candidate has been given a chance to 
show whether they qualify for the position. 
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Impact Area 6. Stigma Free: Increase the proportion of people who seek treatment for HIV, HCV, and STIs without fear of 
stigma.  

─ Strategy 6a. Nothing About Us Without Us: Meaningfully and consistently involve people living with HIV, HCV, 
and STIs in state and local planning, decision-making, and service delivery. 

─ Strategy 6b. Reframe Policies and Messaging: Work with communities to reframe the structure and policies 
of HIV, HCV, and STI services and associated messaging, so they do not stigmatize people or behaviors. 

─ Strategy 6c. Positive, Accurate Information: Ensure images and language used in communications show 
accurate and diverse depictions of communities 

─ Strategy 6d. Acknowledge Medical Mistrust: Recognize medical mistrust; work to build trust and correct 
misperceptions by example. 

─ Strategy 6e. Ongoing Partnerships: Use of paid peer engagement by people from the communities being 
served to educate, support, advocate, and link to care people who have not been as well-served by public 
health services and the health care system. 

 
These 30 strategies were developed as part of our statewide integrated strategic planning process to address eliminating 
HIV, HCV, and STIs using a cross-cutting and innovative framework.   This plan was released first in January 2022 and 
updated for this 2027-2031 planning cycle and will continue to guide California's work for the next five years.  All co-author 
Part A Planning Councils and the CPG concurred with this plan (Appendix B). An Implementation Blueprint for these 
strategies will be updated, using feedback gathered in community engagement activities across all co-author counties.  It 
will be available statewide by December 31, 2027. The blueprint will outline updated strategic activities for implementing 
these strategies, along with recommendations, action steps, potential partners, and updated evaluation measures for 
achieving the goals of this plan. Each local health jurisdiction will adapt or update a local version of this Implementation 
Blueprint.  
 
The table on the following page demonstrates the way that these 30 strategies align closely with the 4 pillars of the Ending 
the HIV Epidemic (Diagnose, Treat, Prevent, and Respond). The activities are the best recommendations suggested by 
community and subject matter experts about how to more effectively address the syndemic. They are note mandated 
activities and they may be applied in each jurisdiction differently. They are meant to accelerate the core work described 
above on page 69.  
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Table 10. Prioritized Impact Areas and Associated Strategies Organized by the Pillars of the Ending the HIV Epidemic Initiative 
 

Impact Area Strategy 
Diagnose 

  
Treat 

  
Prevent 

  
Respond 

  

1. Priority 
Population Focus 

1a. Leadership and Workforce Development: Expand pathways and workforce 
development initiatives to increase the proportion of priority population public 
health staff, leadership, and administrators, including at CDPH. 

 x x x 

 

1b. Data Collection and Stratification: Expand pathways and workforce 
development initiatives to increase the proportion of priority population public 
health staff, leadership, and administrators, including at CDPH. 

x x x x 

 

1c. Distribution of Funding and Resources: Review all CDPH OA and OSH 
contracts, budgets, guiding service formulas, policies, and program decisions to 
advance delivery of resources and opportunities to the most highly impacted 
communities. 

x x x x 

 

1d. Community Engagement: Forge strategic partnerships to ensure priority 
population outreach, involvement, and engagement processes to reframe the 
structure, funding, and policies of HIV, HCV, and/or STI services and messaging to 
all Californians. 

x x x x 

 

1e. Training: Implement capacity building and training opportunities and 
requirements for all CDPH-funded HIV, HCV, and STI service providers, to 
strengthen our movement towards achieving greater effectiveness in our 
prevention, testing, treatment, and care services. 

x x x x 

2. Housing  

2a. Data Collection and Stratification: Improve the ability of state data systems to 
collect information on housing status so that we can better monitor differences in 
HIV, HCV, and STI rates and health outcomes by housing status and use this 
information to inform public health action.  

x  x x 

 

2b. Infrastructure Changes: Improve the ability of state data systems to collect 
information on housing status so that we can better monitor differences in HIV, 
HCV, and STI rates and health outcomes by housing status and use this 
information to inform public health action.  

 x x x 

 

2c. New Models of Housing Access: Collaborate with the Department of Housing 
and Community Development to explore development of a permanent housing 
model based on Project Homekey, for people living with HIV and pregnant people 
who are unhoused and/or living with HCV or syphilis. 

 x  x 

 

2d. Street Medicine Strategies: Provide basic medical care and other supportive 
services to people who remain unhoused (including those who choose to remain 
unhoused) through walking teams, medical vans, outdoor clinics, and other similar 
services.  

x x x  

 
2e. Low-barrier Housing Options: Collaborate with housing partners to expand 
low barrier housing options available in both urban and rural areas, including 

x x x  
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Impact Area Strategy 
Diagnose 

  
Treat 

  
Prevent 

  
Respond 

  

those that offer comprehensive and low barrier approaches to substance use, are 
available to families and couples, and/or allow people to bring their pets. 

3. Health Access 
for All 

3a. Redesigned Care Delivery: Work with health care providers, local health 
departments, public and private insurers, and private industry to increase access 
to care statewide through telemedicine, mobile healthcare, and at-home testing 
programs.  

x x x x 

 

3b. Comprehensive and Responsive Services: Train medical and public health 
service providers in comprehensive approaches to create responsive care to 
better serve patients, clients, and providers. 

x x x x 

 

3c. Fewer Hurdles to Healthcare Coverage: Train more community-based 
organizations to support benefits enrollment in communities with high numbers 
of uninsured people; change policies so that all Californians can access  
Medi-Cal when in need, regardless of special circumstances or housing status.  

x x x  

 

3d. Effective Relevant Services: Improve capacity of public health and health care 
providers to offer HIV, HCV, and STI services that are responsive to health literacy, 
and other communication needs. 

x x x  

 

3e. Collaboration and Streamlining: Develop secure ways for clinical providers, 
local health jurisdictions, homeless services programs, and other community-
based organizations to share information and resources to coordinate people’s 
care while protecting their right to privacy.  

x x x  

4. Mental Health 
and Substance 

Use 

4a. Life-Saving Strategies in Correctional Settings: Promote medication for opioid 
use disorder during incarceration in prison and jails and naloxone distribution and 
continuity of substance use disorder (SUD) and medical care upon release. 

x x x  

 

4b. Mental Health and Substance Use Disorder Treatment Access through 
Telehealth: Leverage telehealth to increase access to mental health and SUD 
services, especially for people newly linked to stable housing.  

x x x  

 

4c. Build Comprehensive and Low Barrier Prevention Infrastructure: Expand 
prevention in federally qualified health centers, hospitals, and SUD treatment 
facilities; build up staffing, brick and mortar locations, and comprehensive (health, 
legal, housing benefits, employment) support services in existing low barrier 
prevention programs. 

x x x  

 

4d. Expand Low-Threshold SUD Treatment Options: Expand options for low 
barrier treatment, including easier access to buprenorphine and methadone, 
including in street medicine programs. 

x x x  

 

4e. Cross-Sector Collaboration: Encourage collaboration between local and 
statewide mental health programs, substance use programs, comprehensive and 
low barrier prevention programs and HIV/HCV/STI programs. 

x x x x 
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Impact Area Strategy 
Diagnose 

  
Treat 

  
Prevent 

  
Respond 

  

5. Economic 
Barriers 

5a. Workforce Development: Create pathways to employment in public health for 
people from communities most affected by HIV, HCV, and STIs, including but not 
limited to offering paid internships and entry level positions with clear 
opportunities for professional advancement. 

x x x  

 

5b. Employment for People with Lived Experience:  Give extra points when 
scoring grant applications to programs that employ people with lived experience 
in the communities the program serves, programs that can demonstrate frontline 
staff are paid a living wage, and/or programs that have people reflective of those 
most impacted by HIV, HCV and STIs serving in meaningful leadership positions.  

x x x  

 

5c. Hiring Practices and Pay: Examine state and local health jurisdiction hiring 
practices to promote hiring those most impacted by HIV, HCV and STIs; remove 
barriers such as college and advanced degree requirements; offer extra pay to 
people who have lived experience with HIV, HCV, STDs, substance use, mental 
health challenges, or homelessness.  

x x x  

 

5d. Leadership Development: Fund and support pilot training programs for 
development of leadership and management skills among frontline and mid-level 
workers in HIV, HCV, and STI programs. 

x x x  

 

5e. Universal Hiring and Housing Policies:  Work with community partners and 
other State agencies to move toward universal “ban the box” hiring and housing 
policies in California, which remove questions about criminal history from the job 
application process until after a candidate has been given a chance to show 
whether they qualify for the position.  

x x x  

6. Stigma 

6a. Nothing About Us Without Us: Meaningfully and consistently involve people 
living with HIV, HCV, and STIs in state and local planning, decision-making, and 
service delivery. 

x x x x 

 

6b. Reframe Policies and Messaging: Work with communities to reframe the 
structure and policies of HIV, HCV, and STI services and associated messaging, so 
they do not stigmatize people or behaviors. 

x x x x 

 
6c. Positive, Accurate Information:  Ensure images and language used in 
communications show accurate depictions of communities. 

x x x x 

 
6d. Acknowledge Medical Mistrust: Recognize medical mistrust; work to build 
trust and correct misperceptions by example. 

x x   

 

6e. Ongoing Partnerships: Use of paid peer engagement by people from the 
communities being served to educate, support, advocate, and link to care people 
who have historically been mistreated by public health services and the health 
care system.  

x x x x 
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SECTION VI: 2027-2031 Integrated Planning Implementation, Monitoring and 
Jurisdictional Follow Up   
 

1. 2027-2031 Integrated Planning Implementation Approach  
  
Implementation and Monitoring  

  
This section describes the general implementation plan and key personnel and structures that will be responsible for 
implementing the plan. The California HIV Planning Group, and the Part A Planning Councils from Alameda, Los 
Angeles, Santa Clara, Sacramento San Franciso, and San Bernardino/Riverside with the support of OA will be responsible 
for monitoring the implementation of this plan in their respective health jurisdictions.   
  
In addition, the Office of AIDS will use its organizational senior leadership group to focus on the implementation of the 
Integrated Plan: Office of AIDS Steering Committee (OASC). This group is headed by Dr. Marisa Ramos and 
is responsible for strategic decision-making, communications, and resource development related to the Strategic Plan 
and all CDPH-OA organizational-wide activities. This group meets monthly and the Integrated Plan is a standing agenda 
item.   
  
Further, California has hired an Integrated Plan Implementation Program Manager, who will oversee development of a 
monitoring and implementation plan for the Integrated Plan, which include developing an internal tracking system for 
monitoring progress made on Integrated Plan metrics. This tracking system will be updated at least every 12 months and 
summary data will be shared with OA, Part A grantee leadership, HRSA and CDC, and stakeholders. California will also 
integrate relevant Integrated Plan objectives and metrics into contracts with local health jurisdictions and other entities, 
and will require annual reports from contractors on progress made in meeting these objectives.  In the spirit of 
Continuous Quality Improvement, California will make available resources to assist any co-author jurisdictions who are 
not meeting objectives outlined in this plan.    
  
Section III of this plan details the various data sources CDPH-OA uses as part of its monitoring activities. California will 
continue to review 5-year trends for infection rates which are updated annually, stratified by age, race/ethnicity, sex and 
other key factors across the continuum of care for each local health jurisdiction.   
  
One of the overall goals of this plan is to decrease disproportionate impacts on any one particular group by addressing 
more directly the social drivers of health.  California’s community engagement activities have suggested 30 strategies 
organized across six social determinants of health recommendations for this work. These are not mandates, as the 
resources and context to address social drivers of health will vary from community to community. Each jurisdiction will 
be offered resources to conduct an optional next step to this plan: developing a local implementation blueprint with the 
help of the consulting group, Facente Consulting, to better link social drivers of health strategies with their core 
work. Additional local metrics and objectives will likely be developed in this step. They will be included in the 
overall evaluation and monitoring plan.   
  
There are 12 indicators that will be used to monitor progress. These indicators were used in the last plan. These 
indicators were chosen in part because of the ready sources of data available to use for evaluation 
purposes. These indicators are noted below.  

1. Increase the estimated percentage of Californians living with HIV who know their serostatus to 95%. 
2. Reduce the number of new HIV diagnoses in California by at least 50%, to fewer than 2,500/year.  
3. Increase the number of Californians at high risk for HIV infection who are on PrEP to 120,000.  
4. Decrease the percentage of persons with new HIV diagnoses in California that are diagnosed with Stage 3 (AIDS) 

within twelve months of diagnosis (i.e., late diagnosis) to less than 20%. 
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5. Increase the percentage of sexually active PLWH in care who are tested at least once in a year for gonorrhea, 
syphilis, and chlamydia to at least 75%. 

6. Increase the percentage of newly diagnosed persons in California linked to HIV medical care within 1 month of 
their HIV diagnosis to at least 85%.  

7. Increase the percentage of Californians newly diagnosed with HIV who are virally suppressed within six months 
of diagnosis to at least 75%.  

8. Increase the percentage of Californians with diagnosed HIV infection who are virally suppressed to at least 85%.  
9. Increase the percentage of Californians with diagnosed HIV infection who are in HIV medical care (at least 1 visit 

per year) to at least 85%.  
10. Increase the percentage of California AIDS Drug Assistance Program clients with public or private health 

insurance to at least 71%.  
11. Reduce the percentage of Californians with newly diagnosed HIV infection who are experiencing homelessness 

to less than 5%.  
12. Reduce the age-adjusted death rate among Californians with diagnosed HIV infection to less than 650 per 

100,000 per year.  

Some of these indicators were developed into objectives in our workplan. In addition, the AHEAD Dashboard will be 
used to monitor progress on the EHE initiative and includes some data sources that overlap with our social drivers 
of health outcomes measures. Finally, California expects that it will be necessary to develop new indicators and new 
data sources that might be more attuned to the social drivers of health strategies optionally adopted by each 
jurisdiction. Refining and finalizing our monitoring and evaluation plan will happen in Year One. A combined workplan 
and monitoring table are included as Appendix G.   
 
Evaluation and Improvement  
  
California will use HIV surveillance data to develop annual reports on the HIV care continuum for the entire state, for 
each LHJ, and for the Ryan White Part A grant recipients. Evaluation summaries will be created annually. California will 
work with LHJs to review data and determine areas that need improvement, as well as strategies to improve metrics not 
meeting the goals.    
  
This plan will require a year for further refinement of the monitoring plan. This will include leveraging existing relationships 
and activities already aligned with the plan to determine the feasibility of expanding collaboration in strategic ways. In 
Year One, each local health jurisdiction will create an expanded custom plan and implementation blueprint based on this 
Integrated Plan. California will make available planning resources to help further customize these local plans.   
  
Reporting and Dissemination   
  
OA will release data annually summarizing statewide and local health jurisdiction progress on each objective and sub-
objective in the Integrated Plan. These reports will provide demographic and service summaries of persons accessing the 
programs and will report on relevant Integrated Plan metrics and objectives. OA is developing a Continuum of HIV Care 
report in HCC, the data system used by Ryan White providers, so that continuums can be run on demand and used to 
guide local program planning as needed.  
  
These data will be released publicly and posted on OA’s website. Data tables on the HIV care continuum will also be 
posted on the California Health and Human Services Open Data Portal (https://chhs.data. ca.gov/) These data will be 
shared with CPG and with all local HIV planning councils during regularly scheduled meetings. At these meetings, OA and 
Part A grantee representatives will present and discuss the findings and solicit feedback to identify ways the Integrated 
Plan efforts should be modified or improved. This data will also be shared with other stakeholder groups, and feedback 
received will be reviewed and discussed with statewide and local planning councils for consideration.  
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Updates to Other Strategic Plans Used to Meet Requirements  
  
This Integrated plan is being submitted to HRSA and CDC as the fulfillment of our requirement as a Ryan White and CDC 
prevention funds recipient to have an integrated plan. California and its co-author jurisdictions to this report ensured 
the plan is in harmony with the other state and local HIV Surveillance, Prevention and Care Integrated Plans, Getting to 
Zero and Ending the HIV Epidemic plans and other California and county documents that guide the delivery of HIV 
prevention and care services. Great care was also used to ensure the suggested goals and objectives of this plan were 
also responsive to all existing federal orders and guidelines at the time of the drafting of this plan.   
  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 



 
California Integrated HIV Prevention and Care Plan, CY 2027- 2031 Page 83 of 123 
California Department of Public Health, Office of AIDS 
 

APPENDICES  

  
  
  
  
  
  
  
  
  
  
 
 
 
 
 
 



 
California Integrated HIV Prevention and Care Plan, CY 2027- 2031 Page 84 of 123 
California Department of Public Health, Office of AIDS 
 

 

A. CY 2027 – 2031 CDC DHP and HRSA HAB Integrated Prevention and Care Plan 
Guidance Checklist 

 
Requirement New Material 

and/or Existing 
Material 

Title/File Name of 
Materials 

Page(s) for this Section 

Section I: Introduction of Integrated Plan and SCSN 
1. Introduction New and 

Existing Material  
California Integrated 
HIV Prevention and 
Care Plan  

Pages 7-8 

a. Approach New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 7-8 

b. Documents submitted to meet 
requirements 

New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 9-11 

Section II: Community Engagement and Planning Process 
1. Jurisdiction Planning Process New and 

Existing Material 
California Integrated 
HIV Prevention and 
Care Plan 

Pages 12-14 

a. Entities involved in the process New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 14-24 

b. Role of the RWHAP Part A Planning 
Council/Planning Body (not required for 
state only plans) 

New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 24 

c. Role of Planning Bodies and other 
entities 

New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 24-26 

d. Collaboration with RWHAP Parts – SCSN 
requirement 

New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Page 26 

e. Engagement of People with HIV – SCSN 
requirement 

New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 26-27 

f. Priorities New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Page 27 

g. Updates to other strategic plans used to 
meet requirements 

New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Page 27 

Section III: Contributing Data Sets and Assessments 
1. Data Sharing and Use New and 

Existing Material 
California Integrated 
HIV Prevention and 
Care Plan 

Pages 28-30 

2. Epidemiologic Snapshot New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 31-46 
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3. HIV Prevention Care and Treatment 
Resource Inventory 

New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 47, 60-65, 98-116 

a. Strengths and gaps New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 47, 60-65, 98-116 

b. Approaches and partnerships New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 47, 98-116 

4. Needs Assessment New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 47-57 

a. Priorities  New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Page 54 

b. Actions taken  New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 55 

c. Approach  New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 55-57 

Section IV: Situational Analysis 
1. Situational Analysis New and 

Existing Material 
California Integrated 
HIV Prevention and 
Care Plan 

Pages 58-70 

a. People and communities 
disproportionately impacted by HIV 

New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 33-42, 66-69 

Section V: 2027-2031 Goals and Objectives 
1. Goals and Objectives Description New and 

Existing Material 
California Integrated 
HIV Prevention and 
Care Plan 

Pages 71-79, 117-123 

a. Updates to other strategic plans 
used to meet requirements 

New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Page 82 

Section VI: 2027-2031 Integrated Planning Implementation, Monitoring, and Jurisdictional Follow-Up 
1. 2027-2031 Integrated Planning 
Implementation Approach 

New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 80-82, 117-122 

a. Implementation New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 80-82, 117-122 

b. Monitoring New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 80-82, 117-122 

c. Evaluation New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 80-82, 117-122 
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d. Improvement New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 80-82, 117-122 

e. Reporting and dissemination New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Pages 80-82, 117-122 

f. Updates to other strategic plans 
used to meet requirements 

New and 
Existing Material 

California Integrated 
HIV Prevention and 
Care Plan 

Page 82 

Section VII: Letters of Concurrence 
1. CDC Prevention Program Planning Body 
Chair(s) or Representative(s) 

New Material Letter of Concurrence 
CPG 

Pages 87-97 

2. RWHAP Part A Planning Council/Planning 
Body(s) Chair(s) or Representative(s) 

New Material Letters of 
Concurrence Part A 
Planning Councils of 
Co-Author 
Jurisdictions 

Pages 87-97 

3. RWHAP Part B Planning Body Chair or 
Representative 

New Material Letter of Concurrence 
CPG 

Pages 87-97 

4. Integrated Planning Body New Material Letter of Concurrence 
CPG 

Pages 87-97 

5. EHE Planning Body New Material Letters of 
Concurrence, Part A 
Planning Councils and 
CPG 

Pages 87-97 
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B. Communities, Partners and Letters of Concurrence 
 
Communities and Stakeholders Outline 
   
1. RWHAP Part B Planning Council/Planning Body and CDC Prevention Program Planning Body Chair(s) or 
Representative(s)   
   

California Planning Group   
• Vivian Gallardo, Community Co-Chair   
• John Paul Soto, Community Co-Chair   
• Tiffany Woods, State Co-Chair    
• Matthew Willis, State Co-Chair  

   
2. RWHAP Part A Planning Council/Planning Body(s) Chair(s) or Representative(s)   
   

Inland Empire HIV Planning Council    
• Fred Maypark, Community Co-Chair    
• Dr. Sharon Wang, San Bernardino County Public Health Officer, Co-Chair   

   
Oakland/Alameda Transitional Grant Area Community Collaborative Planning Council    

• Shelley Stinson, Co-Chair   
• Damon Powell, Co-Chair   

   
Sacramento Transitional Grant Area HIV Health Services Planning Council    

• Richard Benavidez, Council Chair   
• Stephan Thomas, Council Vice-Chair   

  
San Francisco EMA HIV Community Planning Council   

• Irma Parada, Co-Chair   
• Thomas Knoble, Co-Chair  

   
Santa Clara HIV Commission   

• Mannye Mensima Clerk, Chair   
• Gordon Bowman, Vice Chair   

  
 Los Angeles County Commission on HIV   

• Alvaro Ballesteros, Co-Chair  
• Katja Nelson, Co-Chair  

  
3. California HIV, HCV, and STI Strategic Plan Workgroup   
   

California Department of Public Health   
• Alessandra Ross – Office of AIDS (OA)   
• Artnecia Ramirez – OA   
• Ashley Dockter – Congenital Syphilis Program Coordinator, Program Development Section, Office of 

STIs and HCV (OSH)   
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• Edwin Lopez – Chief, Disease Intervention Section, OSH   
• Eric Tang, MD – Chief, Medical and Scientific Affairs Section, OSH   
• Jessica Frasure – Chief, Program Development Section, OSH   
• Kathleen Jacobson, MD – Chief, OSH   
• Marisa Ramos – Chief, OA   
• Melissa Marston – Branch Chief Executive Assistant, OSH    
• Phil Peters, MD – Medical Officer, OA   
• Rachel McLean – Chief, Policy and Viral Hepatitis Prevention Section, OSH   
• Tiffany Woods –Sexual Health and Community Engagement Specialist, Capacity Building and 

Program Development, OA   
   
Community Stakeholders   

• Anne Donnelly – San Francisco AIDS Foundation (SFAF)   
• Craig Pulsipher – Ending the Epidemics consortium    
• Demisha Burns – Ending the Epidemics consortium    
• Kim Hernandez – CA Communicable Disease Controllers Association   
• Laura Guzman – National Harm Reduction Coalition   
• Natalie Sanchez – CA HIV Community Planning Group   
• Robyn Learned – CA HIV Community Planning Group   
• Sergio Morales – Essential Access Health    
• Sonali Kulkarni – California STD/HIV Controllers Association   
• Virginia Hedrick – Consortium for Urban Indian Health   

   
4. Ongoing Ending the HIV Epidemic California Consortium Membership    

 
• CDPH-OA (Coordinating)    
• Alameda   
• Orange County   
• Riverside County   
• Sacramento County    
• San Bernardino County    
• Los Angeles (Ad Hoc Member)   
• San Francisco (Ad Hoc Member)   

   
5. Letters of Concurrence    

• California Planning Group (Page 89), Oakland/Alameda TGA Planning Council (Pages 90-
91), Inland Empire HIV Planning Council (To be submitted separately), Sacramento HIV Health 
Services Planning Council (Page 94), San Francisco HIV Community Planning Council (Pages 96-
97), Santa Clara HIV Commission (Page 95), Los Angeles County Commission on HIV (Pages 92-93)  
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C. California Statewide HIV Prevention Care and Treatment Resource Inventory by Continuum of Care   
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D. California Statewide HIV Prevention Care and Treatment Resource Inventory by EHE Pillar 
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E.  Resources in the County of San Francisco 
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F.   Resources in the County of Los Angeles 
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G. California Integrated HIV and Prevention Care Plan Work Plan and Monitoring Table, 2027-2031 
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HIV/AIDS Program Homepage (ca.gov) 
     

https://www.cdph.ca.gov/Programs/CID/DOA/Pages/OAmain.aspx
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