ii. PROJECT NARRATIVE
Introduction
Following the guidance within the Fiscal Year 2019 (FY19) HIV Emergency Relief Program
Ryan White HIV/AIDS Program Part A (RWHAP Part A) Notice of Funding Opportunity
(NOFO) date May 30, 2018, Denver Department of Public Health & Environment (DDPHE) and
Denver HIV Resources (DHR), as the Grant Recipient (Recipient) for the Denver Transitional
Grant Area (TGA), submits this application for grant funding. The application describes the
FY19 Plan to promote comprehensive continuum of high-quality care and treatment through the
support of core medical and support services that address gaps in the HIV care continuum for
eligible people living with HIV (PLWH) in the Denver TGA.
The FY19 Plan is responsive to the 2017-2021 Colorado HIV/AIDS Strategy (COHAS)i, a
Statewide Collaborative Plan for HIV Prevention and Care. COHAS is organized around three
(3) of the goals of the National HIV/AIDS Strategy (NHAS)ii: 1) reduce new HIV infections, 2)
increase access to care and improve health outcomes for PLWH, and 3) reduce HIV-related
health disparities and health inequities. With RWHAP Part A funds, the Denver TGA continues
to align its services with the COHAS, and supports a comprehensive continuum of high-quality
care, which includes HIV diagnoses, linkage to care, retention in care and viral suppression.
Sixteen (16) culturally competent service providers, including four (4) major area hospitals and
three (3) community-based clinics, continue to implement services along this continuum.
Specifically, the FY19 award will be used to address unmet needs and service gaps identified
within the TGA by supporting a more integrated approach to Early Identification of Individuals
with HIV/AIDS (EIIHA) across prevention, Part A and B providers, complementary medical
case management (MCM), and psychosocial support to improve retention in care and adherence
to treatment for PLWH. The Denver TGA will use baseline data collected in 2018 to prioritize,
target, adjust plans, and continue to monitor progress on the HIV Care Continuum outcomes.
Through needs assessment and planning processes, a concerted effort is made to maintain or
exceed parity of services for populations most disproportionately impacted by the epidemic,
particularly people of color. The Denver TGA’s service plan is described in this application.
Needs Assessment
A. Demonstrated Need.
1) Epidemiologic Overview.
a) Summary of HIV epidemic in Denver TGA geographic area.
The Denver TGA, which includes the five counties of Adams, Arapahoe, Denver, Douglas and
Jefferson, is home to 2,760,752 peopleiii (49% of Colorado’s entire population of 5,607,154) and
covers 3,723 square miles (only 4% of Colorado’s 103,642 square miles). As of December 31,
2017, 4,515 cases of AIDS and 5,953 cases of HIV were diagnosed and reported in the TGA, for
a total of 10,468 PLWH—73.9% of all PLWH in Colorado reside in the Denver TGA. In 2017,
of the 436 individuals newly diagnosed with HIV in Colorado, 312 (71.6%) were diagnosed in
the TGA, and of those 54 (17.3%) were concurrently diagnosed with AIDS (within 30 days of
their HIV diagnosis). From 2013 (n=247) to 2017 (n=312), there was a 26.3% ([312247]/247*100) increase in HIV diagnoses in the Denver TGA, while there was an 11.9%
([10468-9357]/9357*100) increase in the number of PLWH. These figures demonstrate the
ongoing need for early intervention and care services in the Denver TGA. Table 1 (below)
shows the population, number of individuals diagnosed with HIV, and the number of PLWH by
TGA county in 2017.iv
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Table 1: Denver TGA Population and HIV Diagnoses/Prevalence by Region and County, 2017
City and County of Denver
Denver County
Tri-County
Adams County
Arapahoe County
Douglas County
Jefferson County
Jefferson County
Denver TGA Total

Population
704,621
704,621
1,481,518
503,167
643,052
335,299
574,613
574,613
2,760,752

HIV Diagnoses*
152
152
128
55
62
11
32
32
312

PLWH
6,326
6,326
3,172
1,166
1,746
260
970
970
10,468

Sources: Population estimates: U.S. Census Bureau, American Fact Finder, 2017
HIV Diagnoses and PLWH: Colorado Department of Public Health and Environment eHARS data set as of first
quarter 2018 (data set = All_1q18_082318)
*HIV diagnoses include those who were concurrently diagnosed with HIV and AIDS.

NOTE: Variance in Denver TGA Epidemiologic Data in This Application. With
the release of the Ryan White HIV/AIDS Program Part A HIV Emergency Relief
Grant Program Notice of Funding Opportunity (NOFO) on August 30, 2017, the
Denver TGA was defined in Appendix B of the NOFO as five counties (Adams,
Arapahoe, Denver, Douglas, and Jefferson). This definition excluded Broomfield
County which had historically been included in the six-county definition of the
Denver TGA. The Denver Department of Public Health and Environment began
seeking clarity on this “change” to the TGA definition, and that clarity was not
received until September 14, 2018, a few days prior to the submission of this grant
application. Due to this delayed clarity in the definition of the Denver TGA, some
data in this application represents the previous six-county TGA definition, and
some data represent the “new” five-county TGA definition, which has now been
deemed incorrect. Please see Attachment 12 for the signed letter of clarification
from HRSA.
Based on the 2017 HIV Care Continuum data (see page 13), 70% of PLWH diagnosed for at
least 12 months with laboratory evidence of medical care in the last 10 years had virologic
suppression at their most recent test during 2017.
Geographic Concentrations of PLWH. According to the COHAS, the Denver TGA has the
highest percentage of PLWH who are not in care, out of the entire state of Colorado. In fact, 75%
of PLWH in Colorado who are out of care live in the TGA (1,562 out of Colorado’s total 2,082
PLWH out of care), demonstrating a need for services focused in this area. In 2017, the highest
prevalence of HIV in the TGA was in Denver County—6,326 (60.4% of the TGA’s total
PLWH), followed by Arapahoe County with 1,746 (16.7%) PLWH, Adams County with 1,166
(11.1%) PLWH, Jefferson County with 970 (9.3%) PLWH and Douglas County with 260 (2.5%)
PLWH (see Figure 1).
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Figure 1. PLWH Prevalence Rate per 100,000 Population by County as of 12/31/2017

Table 2 below shows the 10 most highly impacted census tracts in the Denver TGA for HIV and
STIs. The data indicate that Sun Valley has the highest rank and rate of gonorrhea, East North
Capitol Hill has the highest rank and rates of HIV, and Northeast Capitol Hill has the highest rate
of early syphilis. This ranking system shows the five-year HIV rate per 100,000 population is
above 80 for the four highest-ranking HIV census tracts in the Denver TGA (highlighted in blue
in Table 2).
Table 2. HIV and STI for 10 Highly Impacted Census Tracts in the Denver TGAv
Census Tract
Number

Geographic
Description

Census Tracts in the TGA
East North
08031002602
Capitol Hill
Northeast
08031002703
Capitol Hill
08031000800
Sun Valley
Northwest
08031002701
Capitol Hill
South City Park
08031003102
West

Rank of
gonorrhea*
*

5-year
average rate
of gonorrhea
per 100,000
population

5-year
average rate
of early
syphilis***
per 100,000
population

94.1

11

360.6

133.3

3

92.4

6

417.8

172.8

6

83.7

1

823.4

14.0

7

80.1

8

383.5

75.9

11

65.0

5

428.7

39.0

Rank of
New
HIV*

5-year
average
rate of HIV
per 100,000
population

2
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Census Tract
Number

Geographic
Description

Rank of
gonorrhea*
*

5-year
average rate
of gonorrhea
per 100,000
population

5-year
average rate
of early
syphilis***
per 100,000
population

52.5

3

490.2

81.7

24

38.9

4

436.0

62.3

49

30.0

12

344.6

59.9

Rank of
New
HIV*

5-year
average
rate of HIV
per 100,000
population

19

Census Tracts in the TGA
Southern Five
08031002403
Points
Auraria Lincoln
08031001901
Park
North City Park
08031003101
West
Northeast Park
08031004102
Hill
08031003603
Skyland

51

28.6

9

376.8

42.9

198

13.4

10

362.1

40.2

Subtotal

–

60.1

–

423.1

80.5

*Rank is based on the percentage of HIV cases per capita compared with other census tracts in the state of Colorado.
** Rank is based on the percentage of gonorrhea cases per capita compared with other census tracts in Colorado.
*** Early syphilis includes primary, secondary and early latent syphilis.

b) Socio-demographic characteristics
i. Demographic data. Most HIV/AIDS surveillance data for the Epidemiologic Overview
summarizes the HIV-related trends from 2013 through 2017, as reported to CDPHE through
12/31/2017.vi HIV diagnostic, clinical, care and prevention data focus on Coloradans at risk for
HIV acquisition, PLWH and those persons who were newly diagnosed with HIV as of 12/31/2017.
Persons Newly Diagnosed. Of the TGA’s 312 newly diagnosed PLWH in 2017—a 3.0%
increase from 2016—278 were male (89.1%) and 34 female or transgender (10.9%); (see Table 3
below and Attachment 3). Among the new HIV diagnoses, 135 (43.3%) were White; 115
(36.7%) were Hispanic; 44 (14.1%) were Black; 7 (2.2%) were Asian/Pacific Islander; 5 (1.6%)
were American Indian/Alaska Native; and 6 (1.9%) were multiple races/other. There were 258
(82.7%) HIV diagnoses and 54 (17.3%) late stage (concurrent) AIDS diagnoses among the 2017
newly diagnosed. Trends in Table 3 indicate increases in the number of new HIV diagnoses in
2016 (303) and 2017 (312) compared to 2015 (270). The highest numbers of new diagnoses in
2015 through 2017 are consistently found in the following demographic categories: males,
Whites and men who have sex with men (MSM). Additionally, most new diagnoses from 20152017 were found in the 25-44 age group.
Table 3. Demographic Trends for Newly Diagnosed in the Denver TGA 2015–2017 (N)
Year of HIV Diagnosis
Total
Gender
Male
Female
Transgender
Age at Diagnosis
Less than 2
2-12
13-24

2015
270

2016
303

2017
312

Total
885

229
38
3

264
35
4

278
30
4

771
103
11

0
0
54

0
0
67

0
0
56

0
0
177
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25-44
45-64
65 and older
Race
White
Hispanic
Black
Asian/Pacific Islander
American Indian/
Alaskan Native
Multiple Races/Other
Transmission Risk
Category
MSM
MSM & IDU1
IDU
Heterosexual Sex
Pediatric/Perinatal
No Identified Risk

155
58
3

165
67
4

187
64
5

507
189
12

127
79
52
4
1

134
110
47
4
3

135
115
44
7
5

396
304
143
15
9

7

5

6

18

172
33
7
25
0
33

189
33
17
17
1
46

197
30
19
19
0
54

558
96
43
61
1
133

PLWH. The TGA had 10,468 PLWH as of 2017, 88.0% of whom are male (n=9,214). This is
similar to percentages of males from 2016 (88.1%) and 2015 (88.2%). Table 4 (below) shows
data for 2015-2017 on gender of PLWH in the TGA (also see Attachment 3).
Table 4. Gender of PLWH in the Denver TGA (2015–2017)
Year of HIV Diagnosis
Total
Gender
Male
Female
Transgender

2015
9,756

2016
10,206

2017
10,468

8,610
1,100
46

8,993
1,156
57

9,214
1,196
58

The majority of PLWH in the TGA have evidence of care in the past 10 years, indicating they
have had one or more medical care visits in the previous decade 2008-2017. However, about
41% of PLWH (4,274) in the Denver TGA have been out of care in the last year. Table 5 shows
that the demographic information for the majority of people out of care in the past 10 years is
similar to or the same in age, race and transmission risk as that of the majority of people in
care.vii
Table 5. Demographics of PLWH in the Denver TGA, 2017
Total
Age as of 12/31/17
Less than 13
13-24
25-44
45-64
>65
Race

1

Total
10,468
22
214
3,109
5,924
1,199

IDU stands for injection drug use.
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White
Hispanic
Black
Asian/Pacific Islander
American Indian/ Alaskan Native
Multiple Races/Other**
Transmission Risk Category
MSM
MSM & IDU
IDU
Heterosexual Sex
Pediatric/Perinatal
Transfusion/Hemophiliac
No Identified Risk
*Evidence of care indicates the PLWH have had at least one doctor’s visit in 2017
**Includes Unknown/Refused

6,130
2,209
1,790
126
59
154
6,864
1,064
579
989
72
27
873

Persons at Higher Risk. Persons considered to be at higher risk of HIV acquisition include
MSM, people who inject drugs (PWID) and higher risk heterosexuals (HRH). MSM and PWID
in Colorado are highly concentrated in the TGA—home to an estimated 60% of Colorado’s
MSM and 50% of Colorado’s PWID. For MSM, the estimated population size and geographic
distribution uses an epidemiological model published in 2015viii that sets the prevalence of MSM
behavior from 1.1% to 4.4%2 of the overall male population ages 18 to 59, as shown in Table 6.
Table 6. Colorado MSM* Estimate by Geographic Region, 2017
Total
Denver TGA
Remainder of Colorado
Statewide estimate of MSM

24,965
16,388
41,353

HIV
Positive

HIV Negative or
Unaware

6,143
1,973
8,116

18,882
14,415
33,237

*Includes MSM and MSM/IDU transmission categories
Source: State Demography Office 2017 Forecast Population 18-59-year-old males

For PWID, the estimated population size and geographic distribution is based on a prevalence of
0.39% among men (ages 18 to 59) and 0.21% among women (ages 18 to 59),ix as shown in Table
7 below.3
Table 7. Colorado PWID* Estimate by Geographic Region, 2017
Total
Denver TGA
Remainder of Colorado
Statewide estimate of PWID

4,922
4,836
9,758

HIV
HIV Negative or
Positive
Unaware
400
4,522
261
4,575
661
9,097

*Includes only IDU transmission category
Source: State Demography Office 2017 Forecast Population 18-59-year-old individuals

Table 8 below shows the 2017 gender identification of higher risk individuals in the TGA. These
data indicate that more male PWID are at risk, while risk within HRH is more evenly distributed
within gender.x
2

Considers only those men with MSM behavior in the prior 12 months, and the percentage varies by the population
density in the county.
3 Considers only those with injection behavior in the prior 12 months.
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Table 8. 2017 State Demography Office Population Forecast of Gender for Persons at Higher
Risk in the Denver TGA
Male
N

Female

Row %*

Col % **

N

Row %

Total
Col %

N

Col %

MSM
PWID

24,965
3,122

100.0%
63.4%

3.0%
0.4%

-1,800

-36.6%

-0.2%

24,965
4,922

1.5%
0.3%

HRH
All
Others
(18-59
years)
Total

37,134
760,141

50.3%
49.5%

4.5%
92.1%

36,691
776,967

49.7%
50.5%

4.5%
95.3%

73,826
1,536,868

4.5%
93.7%

825,211

50.3%

100%

815,370

49.7%

100%

1,640,581

100%

*Row % represents the percentage of each gender in the risk categories who are male or female (e.g., MSM are
100% male)
** Col % represents the percentage of males or females in the risk category.
Source: State Demography Office 2017 Forecast Population 18-59-year-old individuals

ii. Socioeconomic data. DHR funds direct services to nearly 50% of the total PLWH in the
TGA. Information presented below for the PLWH population, including the newly diagnosed
and HRH living with HIV, is based on CAREWare data and survey responses from this subset of
the TGA, as reported in the Denver HIV Resources Planning Council (DHRPC) 2018 Data
Booklet. Data presented for persons at higher risk is representative of the entire TGA population
based on the CDPHE December 2015 Surveillance Data Reference Guide.
CAREWare client data (Table 9) indicate income in this population is low, with 84% of
clients reporting an annual income below $25,001, and 59% of Part A clients report living at or
below 200% of FPL.
Table 9. FY17 Household Income & FPL for Ryan White Part A Clients
Household Income
< $5,000
$5,001 to $15,000
$15,001 to $25,000
$25,001 to $35,000
$35,001 - $45,000
$45,001 – $55,000
>$55,001
Total

Percent
28%
36%
20%
8%
4%
2%
2%
100%

FPL
< 100%
100%-138%
139%-200%
201%-299%
300%-400%
>400%
Unknown

Percent
41%
7%
7%
4%
2%
2%
32%
100%

CAREWare 2017 client insurance data (Table 10) indicates there is ample opportunity for
improvement of this data element as a whole, with the main challenge deriving from a gap in
data from larger hospitals. This element, along with FPL, are acute targets of the DHR program
for improvement with particular focus placed on RSR reporting from sub-recipients.
Table 10. FY17 Health Insurance Status of Ryan White Part A Clients
Health Insurance
Medicaid
Medicare

Percent
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No Insurance
Other
Other Public
Private
Unknown

6%
0%
1%
13%
49%
100%

Total

2016 Needs Assessment Client survey respondents were asked to describe their highest
educational level completed. Thirty-seven percent completed high school or a General
Equivalency Diploma (GED), more than 17% completed four years of college, and slightly over
14% completed less than high school (see Table 11).
Table 11. 2016 Educational Level of Ryan White Part A Clients
Level of Education
Less than high school
High school
GED
Two-year degree
Technical school degree
Four-year degree
Graduate degree
No education response
Total

Number
98
190
61
80
70
118
50
12
679

Percent
14.4%
28.0%
9.0%
11.8%
10.3%
17.4%
7.4%
1.8%
100%

Client survey respondents were asked to describe their current job status and allowed to respond
in more than one category as appropriate (see Table 12). More than a quarter of respondents
were employed full time, and almost a quarter were not working as a result of disability. A total
of 15% were unemployed.
Table 12. 2016 Employment Status of Ryan White Part A Clients
Employment
Employed full-time
Not working due to disability
Retired
Unemployed (not looking)
Employed part-time
Odd jobs/Work for cash
Temporary, contract or seasonal
Unemployed (looking)
Student
Other
Total

Number
186
171
93
83
70
32
28
26
26
13
728

Percent
25.5%
23.5%
12.8%
11.4%
9.6%
4.4%
3.8%
3.6%
3.6%
1.8%
100%

Persons at higher risk for HIV acquisition are those who practice higher risk sexual behaviors
and live in communities where potential partners are PLWH. For the most highly impacted areas
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for HIV and STI in the five-county TGA, data are available for select population characteristics
by census tracts of the total population, which may align with socio-economic characteristics of
persons at higher risk in the TGA. Table 13 below shows these characteristics for the top 10
census tracts with highest gonorrhea rates,xi as higher rates of gonorrhea are an indicator of
higher HIV acquisition risk and rates. The data show that the Sun Valley area has the lowest
income, the smallest percentage of the population with a high school education, the highest
percentage of foreign-born residents, people below the poverty line and unemployment rate of all
10 census tracts, as well as the highest gonorrhea rates in the TGA. Although these data (see
Table 13) are for the total population in these census tracts, the geographic area, in addition to
the high gonorrhea rates, indicates persons with these socio-economic characteristics may have
higher risk of HIV acquisition.
Table 13. Top 10 Ranking TGA Census Tractsxii by Gonorrhea Rates
Census Tract
Number

08031000800

Geographic
Description

Sun Valley
Southern
08031002403
Five Points
Auraria
08031001901
Lincoln
Park
South City
08031003102
Park West
Northeast
08031002703
Capitol Hill
Northwest
08031002701
Capitol Hill
Northeast
08031004102
Park Hill
08031003603
Skyland
East North
08031002602
Capitol Hill
North City
08031003101
Park West
Subtotal

Rank of
gonorrhea*

% of
% of
Population
%
Individuals
with High Foreign
Below
School
Born
Poverty
Education
Census Tracts in the TGA

Median
Income
(dollars)

Unemployment
Rate, Among
those 16 years
and over

1

43.1%

20.9%

84.3%

$8,689

26.3%

3

90.2%

10.0%

25.9%

$29,483

6.7%

4

64.0%

17.4%

46.2%

$9,937

21.9%

5

88.7%

7.7%

35.5%

$21,446

10.1%

6

91.4%

3.8%

18.1%

$31,100

4.7%

8

94.4%

7.4%

19.0%

$27,692

6.5%

9

80.2%

12.2%

24.4%

$23,114

16.2%

10

91.7%

5.7%

12.0%

$32,314

5.7%

11

98.3%

4.8%

20.4%

$41,898

2.3%

12

96.9%

2.8%

10.0%

$37,618

10.7%

–

86.3%

8.7%

26.2%

–

9.8%

* Rank is based on the percentage of gonorrhea cases per capita compared with other census tracts in the state of
Colorado.

c) Increase in HIV diagnosed cases
Overall, the Denver TGA has seen increases in HIV prevalence and number of new HIV
diagnoses from 2013 to 2017. Table 14 shows the number of new HIV diagnoses and the total
PLWH in the TGA in 2013 and in 2017, as well as the percentage increase from 2013.
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Table 14. Increase in HIV Diagnoses, PLWH, and Total Population in Denver TGA
(2013-2017)
2013
N

2017
N

% increase
from 2013

New Diagnoses
247
312
PLWH
9,357
10,468
Total Population 2,582,018 2,760,752

26.3%
11.9%
6.9%

i. Identification of emerging populations, unique challenges and costs. The TGA’s approach
to services is structured to ensure that the needs of emerging populations are effectively
addressed. Although no new populations of significance have been identified in the past year,
the TGA has seen a recent rise in the foreign-born population of the area. For example, those
who are foreign born constitute 12.4% of the TGA’s population but represent 11.7% of people
living with HIV and 11.2% of new 2017 HIV cases. In addition, DHR is considering the
possible impact of the spike of in-migration to Colorado and the TGA from other states due to
Colorado’s expansion of Medicaid and legalization of recreational marijuana.
The TGA, and therefore the nature of the HIV/AIDS epidemic in the TGA, is in the midst of
multiple significant socioeconomic shifts, the impacts of which are just beginning to emerge.
These shifts would directly and negatively impact PLWH, because the majority of PLWH
engaged in Ryan White Part A services have income less than 100% of the federal poverty rate.
First, the TGA has seen record-breaking population growth. Denver is one of the 15 fastestgrowing cities in the United States, with 13,028 new residents between July 1, 2015 and July 1,
2016 alone.xiii This population boom has been felt by the DHR administration and its providers
as they are fielding more and more requests for services from people who have newly moved to
the TGA. This population boom is likely due to several unique factors, including higher-thannational job growth; Colorado’s expansion of Medicaid and effective rollout of Connect for
Health Colorado—a state-based marketplace with higher-than-national rates of enrollment; and
the recent legalization of recreational marijuana, which has brought about an additional boom in
job and business opportunities.
Consequently, with this large population growth has come rapidly increasing housing costs.
At the start of 2016, rental prices within the TGA were rising at a rate of more than three times
the U.S. annual average, at 10.2%, and the increases in the suburbs of Denver and other areas of
the TGA have risen as much as 15%, giving Denver the second-fastest-growing rental rate in the
country.xiv Areas within the TGA—typically central Denver and Aurora—where housing used to
be affordable are often no longer accessible for many TGA residents. The average rent in Denver
is now $1,420.xv This increase in the basic cost of living has significantly stressed the already
limited funds of PLWH in the TGA, and many are moving to other parts of the TGA to find
affordable housing, particularly Aurora in Arapahoe County, where rent averages $1,223. xvi
The extensive in-migration to the TGA has brought thousands of new residents who may
need services, and Ryan White Part A service providers and the DHR are beginning to collect
anecdotal evidence showing that many people are moving to the TGA specifically for HIV care
and treatment. Because of the user-friendly and effective nature of the RWHAP, Medicaid
expansion and Connect for Health Colorado marketplace insurance, it appears that PLWH may
be leaving their home states because they fear losing medical coverage, where the Affordable
Care Act (ACA) rollout has not been as efficient. As discussed above, there is a burgeoning
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diaspora of low-income PLWH who are moving from the central urban core of the TGA to more
remote and suburban areas.
In summary, current movements of PLWH and challenges associated with current events are
prompting providers to rethink service delivery models, to provide more extensive case
management and transportation support for underserved PLWH in the TGA, which has increased
the overall cost for maintaining quality HIV care services. For example, case management
services funding increased from $1,245,400 in FY13 to $2,018,476 allocated in FY18. Similarly,
transportation support increased from $85,890 in FY13 to $210,965 allocated in FY18.
Disproportionately Impacted Subpopulations. Although no emerging populations have been
identified for the TGA, there are disproportionately impacted populations in new HIV diagnoses
and PLWH. The HIV epidemic has had a disproportionate impact on people of color—
particularly Blacks and Hispanics. In the TGA, Hispanics and Blacks are diagnosed with HIV
and receive a level of service provision that meets or exceeds their proportional representation
within the TGA’s epidemiological profile—Whites are underrepresented in the system of care
(see Table 15). However, the disparity in Whites accessing Part A services is in part due to
Whites’ traditionally higher economic status as compared with people of color. Consequently,
Whites are more likely to have private health insurance as compared with people of color.xvii
Table 15. Services for Underrepresented Populations* 2017xviii
White
% of Denver TGA population
% of PLWH
% of New Diagnoses
% of Part A clients
% of outpatient/ambulatory clients

62.8%
58.6%
43.3%
48.5%
47.9%

Hispanic
25.6%
21.1%
36.7%
25.4%
24.6%

Black
6.0%
17.1%
14.1%
19.5%
20.1%

*Source: State Demography Office 2017 Race Forecast

ii. Increasing need for HIV-related services. Based on increasing prevalence of PLWH from
2015 to 2017, increased HIV diagnoses from 2016 to 2017, and the consistent in-migration to
Colorado, there is an increasing need for HIV-related services in the Denver TGA. In Table 16,
data from 2013-2017 indicate that the increased number of PLWH in the TGA are also
increasing their engagement and retention in care. Therefore, demand for TGA services is not
only increasing by the overall increase in PLWH, but also by the increase in PLWH who are
engaged and retained in care. This suggests an increased need for HIV services in the TGA.
The population of PLWH engaged in care is measured by the unmet need estimates. In order
to estimate the unmet need, DHR takes the number of known PLWH in the TGA (10,468) and
compares it to the number of PLWH who have engaged in care in the last decade (2008-2017)
(7,393), the number of PLWH who have been linked to care (5,907 have at least one care visit in
the past year), the number of PLWH retained in care (5,818 engaged in care or virologically
suppressed in the past year), and the number of PLWH who are virologically suppressed (5,188).
This approach was chosen based on the 2015 HRSA methodology to illuminate the discrepancies
within the HIV continuum of care and identify the unmet need. Estimates from FY17 (noted in
parentheses above) were revised in the COHAS and Colorado Statewide Coordinated Statement
of Need (SCSN) and developed using this same methodology. These estimation methods are
limited in that they do not include or account for individuals who are undiagnosed, that is HIV
positive but have not yet been tested/diagnosed. The population of undiagnosed PLWH is
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important to identify for prevention purposes; however, current data for this population are not
available. Data collection on the HIV Care Continuum used in these estimation methods was
completed through collaboration with CDPHE, Denver Public Health (DPH), Children’s
Hospital Immunodeficiency Program (CHIP), University Hospital, AIDS Education Training
Center and the Part C Early Intervention Services (EIS).
TGA trends indicate an overall decrease in the number of PLWH who were out of care in
2017, gradually improving every year. Unmet need among PLWH for 2017 (21%) decreased
from 2013 (29%) by eight (8) percentage points (see Table 16). The improvement in unmet need
between 2013 and 2017 may, at least in part, be attributed to implementation of the ACA and
expanded Medicaid in Colorado. This expansion contributed to improved access to medical care
as well as reduced costs. The Ryan White Part B partners at CDPHE and the providers in the
TGA have made tremendous efforts to locate PLWH eligible for medical coverage through the
ACA and Medicaid, and have assisted PLWH in applying for and accessing these services.
Another likely source of this improvement lies in the EIS in place in the TGA. All Part Afunded clinics in the TGA have re-engagement and retention-in-care programs funded by other
sources. As these re-engagement and retention programs mature, they clearly have an impact on
the system’s success in helping to ensure that clients receive and maintain consistent care.
Additionally, continued coordination between CDPHE (Part B) and DDPHE (Part A) to improve
linkage-to-care and retention services has also contributed to this decrease in unmet need.
Table 16. Unmet Need Trends from 2013-2017 using New Methodology
Population 2013 2014 2015 2016 2017* 2017**
Known/reported cases of HIV infection regardless
9,721 9,976 9,997 10,287 10,537 10,468
of AIDS status
Denominator: PLWH who have laboratory
evidence of medical care in the most recent fiveyear period
Retained in Care: PLWH who had two or more
documented medical visits, Viral Load or CD4
tests performed at least three months apart in the
calendar year
Numerator: PLWH who were not retained in care

Unmet Need

6,069

6,270

6,992

7,253

7,452

7,393

4,323

4,898

5,714

5,810

5,864

5,818

1,746
29%

1,372
22%

1,562
22%

1,443
20%

1,588
21%

1,575
21%

*Includes Broomfield County
**Excludes Broomfield County; Broomfield County was removed from the Denver TGA as of FY18

Despite Blacks and Hispanics being disproportionately represented in new diagnoses and PLWH
compared with the total TGA population, Blacks and Hispanics have higher rates of PLWH in
care than other racial and ethnic groups. The majority of PLWH in the TGA who have been
considered “out of care” in the last year have the following characteristics: age 25-44, Black and
Asian/Pacific Islander (see Table 17 on page 17). However, when comparing the percentages of
PLWH in care and out of care for individual populations, some populations have high
percentages of PLWH out of care. Forty-four (44) percent of American Indian/Alaskan Native
PLWH are out of care, followed by Whites (43.8%) and multiple races/other/unknown (44.2%).
For PLWH over age 65, 61.7% are out of care, followed by PLWH ages 45-64 (45.4%). Nearly
half of PLWH who inject drugs are out of care (48.9%), followed by PLWH with no identified
risk (46.7%) and MSM/PWID (40.7%). In summary, there is a high need for HIV-related
services, based on relative rates of increase in PLWH, increased care retention for PLWH and
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the opportunity for improvement in care retention for PLWH, particularly the populations with
highest percentages of PLWH out of care.
2) HIV Care Continuum
The HIV Care Continuum for the Denver TGA was created by CDPHE, using a diagnosis-based
HIV care continuum which shows each step as a percentage of the number of people living with
diagnosed HIV. CDPHE follows the National Center for HIV/AIDS, Viral Hepatitis, STD, and
TB Prevention’s Understanding the HIV Care Continuum (June 2018), Continuum of HIV Care:
Guidance for Local Analyses (September 2016) and the National HIV/AIDS Strategy for the
United States: Updated to 2020.
To accurately represent in- and out-migration, the denominator (HIV-diagnosed) represents
people diagnosed and living with HIV/AIDS (PLWH) in the 5-county TGA based on the most
recent address update available. Ever diagnosed (prevalent) cases exclude individuals with no
reported laboratory test results for 10 + years, as well as those with preliminary evidence of outof-state residence or death.
CDPHE uses the CDC's automated SAS program designed to assist HIV surveillance
programs to determine a person's address at any given point in time in the past based on the most
current data in eHARS. The program uses the following document-based SAS data sets that
were most recently updated and exported from eHARS: Address, Calc_observation, Death,
Document, Person and Lab.
The HIV Care Continuum outlines the sequential stages of HIV medical care experienced by
persons living with HIV, from diagnosis to virologic suppression. In Colorado, as in most states,
laboratories report the results of CD4 count and HIV RNA (viral load) tests to the health
department. CDPHE uses this information both to monitor the HIV care continuum and to direct
Data to Care (D2C) interventions. CD4 and viral load data quality and completeness are
evaluated regularly to ensure high quality data within eHARS.
HIV-Diagnosed. The first column in Figure 2 shows the primary population (denominator),
7,393 PLWH, who have lived with diagnosed HIV for at least 12 months in the 5-county TGA
who have laboratory evidence of medical care in the last 10 years (2008-2017).
Linked to Care. Moving from left to right along the care continuum, the second column of the
TGA’s continuum shows that 80% of TGA PLWH (5,907 / 7,393) had one or more reports of
HIV related laboratory tests (CD4 or viral load) in 2017.
Retained in Care. The third column of the TGA continuum shows that 79% (5,818 / 7,393) of
PLWH were retained in care, i.e. had at least two lab results over 90 days apart in the last year or
were virologically suppressed at last lab but had no additional lab results more than 90 days after.
Viral Suppression. The fourth column represents the number of PLWH who had virologic
suppression at their most recent test during 2017. Seventy percent (5,188 / 7,393) of TGA PLWH
had a suppressed (undetectable or below 200 particles per microliter) Viral Load (VL) level at
their last measurement. This indicates their HIV treatment is successfully keeping the virus in
check. The proportion of PLWH who have achieved virologic suppression is a key performance
measure within the HIV care continuum.
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Figure 2. Denver TGA HIV Care Continuum as of 12/31/2017
7,393, 100%

HIV Care Continuum in TGA: 2017

100%
5,907, 80%

5,818, 79%

80%

5,188, 70%

60%
40%
20%
0%
Diagnosed*

At least one care visit past
Engaged in care or
year
virologically suppressed
past year**

Viral suppression***

Stages of Care
*Data source: Enhanced HIV/AIDS Reporting System (eHARS). Defined as the number of persons who have lived
with diagnosed HIV (regardless of stage of disease) for at least 12 months by year-end 2017.
**Data source: CDPHE’s CD4/VL database and eHARS. Calculated as the percentage of persons who had ≥2 CD4
or viral load results over 90 days apart in 2017 or the percentage of persons who were virologically suppressed at the
time of their last lab during 2017 but did not have any additional lab >90 days away from this during 2017.
*** Calculated as number of persons who had suppressed VL (<=200 copies/mL) at most recent measurement
during year-end 2017.

HIV Care Continuum by Race. Figure 3 presents HIV care continuum data among diagnosed
persons with HIV stratified race/ethnicity. Virologic suppression is 64% or greater for all
subgroups defined by race/ethnicity. However, suppression is approximately 8% lower among
Blacks and Other/Unknown/Multiple races than among Whites. These disparities merit concerted
efforts to ensure that all PLWHA receive the medical care they need.
Figure 3. Denver TGA HIV Care Continuum by Race, 2017
HIV Care Continuum by Race in TGA: 2017
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HIV Care Continuum by Age. Most people living with diagnosed HIV for at least 12 months in
the 5-county TGA who have laboratory evidence of medical care in the last 10 years (20082017) are middle-aged. Sixty-one percent (4,480 / 7,393) people living with diagnosed HIV are
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age 45 or older. PLWH age 45 or older experience the highest rates of viral suppression - 73%.
Thirty-nine percent (n=2,891) of people living with diagnosed HIV are ages 13-44. The younger
age group has the lowest proportion achieving viral suppression, 64% among 13-24 year olds,
and 66% viral suppression among 25-44 year olds. Though small in number, the data show that
the 153 youth and young adult PLWH ages 13-24 are nine percentage points less likely to be
virally suppressed than those age 45 or older. Similarly, the 2,738 people living with diagnosed
HIV age 24-44 are seven percentage points less likely to be virally suppressed than the 45 or
older age group. In 2017, there were no HIV cases among infants.
Figure 4. Denver TGA HIV Care Continuum by Age, 2017
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HIV Care Continuum by Gender. The 2017 HIV Care Continuum by gender is similar to the
TGA’s 2016 care continuum. Seventy-one percent of females achieved viral suppression
compared to 70% of males.
Figure 5. Denver TGA HIV Care Continuum by Gender, 2017

Table 17. Demographics and Care Status of PLWH in the Denver TGA, 2017

Total PLWHA
HIV (Not AIDS)
AIDS
Gender
Male
Female
Transgender
Current Age
Less than 13
13-24
25-44
45-64
>65
Race and Ethnicity
White
Hispanic
Black
Asian/Pacific Islander
American Indian/
Alaskan Native
Multiple Races/Other***

N
5,907
2,735
3,172

In-Care 2017*
Row %
Col %
79.9% 100.0%
78.0%
46.3%
81.6%
53.7%

Out-of-Care 2017
N
Row %
Col %
1,486
20.1% 100.0%
772
22.0%
52.0%
714
18.4%
48.0%

Total PLWH**
N
Col %
7,393 100.0%
3,507
47.4%
3,886
52.6%

5,072
785
50

79.6%
81.6%
87.7%

85.9%
13.3%
0.8%

1,302
177
7

20.4%
18.4%
12.3%

87.6%
11.9%
0.5%

6,374
962
57

86.2%
13.0%
0.8%

21
135
2,126
3,171
454

95.5%
88.2%
77.6%
80.8%
81.8%

0.4%
2.3%
36.0%
53.7%
7.7%

1
18
612
754
101

4.5%
11.8%
22.4%
19.2%
18.2%

0.1%
1.2%
41.2%
50.7%
6.8%

22
153
2,738
3,925
555

0.3%
2.1%
37.0%
53.1%
7.5%

3,315
1,350
1,051
83

80.7%
80.7%
77.5%
77.6%

56.1%
22.9%
17.8%
1.4%

795
323
306
24

19.3%
19.3%
22.5%
22.4%

53.5%
21.7%
20.6%
1.6%

4,110
1,673
1,357
107

55.6%
22.6%
18.4%
1.4%

28

70.0%

0.5%

12

30.0%

0.8%

40

0.5%

80

75.5%

1.4%

26

24.5%

1.7%

106

1.4%
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Exposure Category
MSM
3,895
80.2%
65.9%
962
19.8%
MSM & PWID
610
80.7%
10.3%
146
19.3%
PWID
286
79.0%
4.8%
76
21.0%
Heterosexual Contact
633
78.7%
10.7%
171
21.3%
Pediatric
56
83.6%
0.9%
11
16.4%
Transfusion/
12
80.0%
0.2%
3
20.0%
Hemophiliac
No Identified Risk
415
78.0%
7.0%
117
22.0%
Country of Birth
US Born
4,984
80.2%
84.4%
1,230
19.8%
Foreign-born
923
78.3%
15.6%
256
21.7%
*Evidence of care indicates the PLWH have had at least one doctor’s visit in 2017
**Living HIV/AIDS Cases with evidence of care in the last 10 years (2008-2017)
***Includes Unknown/Refused

64.7%
9.8%
5.1%
11.5%
0.7%

4,857
756
362
804
67

65.7%
10.2%
4.9%
10.9%
0.9%

0.2%

15

0.2%

7.9%

532

7.2%

82.8%
17.2%

6,214
1,179

84.1%
15.9%

3) Co-occurring Conditions
The profile of PLWH with conditions co-occurring with HIV in the TGA has been provided in
table format in Attachment 4.
Co-occurring conditions for PLWH also impact access to healthcare, particularly due to high
healthcare costs. The most common co-occurring conditions are described below:
Hepatitis C. The treatment of viral hepatitis C (HCV) has been revolutionized in recent years
with the advent of direct acting antiretroviral (DAA) therapies. Standard interferon-based
treatment achieved limited sustained viral response in PLWH and involved a long and difficult
treatment course that cost $15,000 to $20,000 for 48 weeks of therapy. Second-generation DAAs
have improved sustained viral response to greater than 90% with a shorter treatment course (12
weeks versus 48 weeks) and minimal adverse effects. Unfortunately, the costs of treatment with
the simeprevir and sofosbuvir regimes are $66,000 and $84,000, respectively. The cumulative
number of persons co-infected with HCV and HIV in the TGA is 1,005, as of December 2017.
The number of persons co-infected with HIV and HCV who would need the new treatment
regime is unknown, but the costs would be substantial.
Sexually Transmitted Infections. Other co-occurring conditions add cost as a result of the onetime or continued treatment of the condition or through an abnormal conduction arising from the
interaction of HIV and the co-morbid condition. The natural history of syphilis among PLWH is
an example. Syphilis causes a transient increase in viral load (VL) and a decrease in CD4 cell
counts in PLWH, which impairs the ability of the body to clear syphilis from the central nervous
system. This may result in an increased rate of neurosyphilis among PLWH. The estimated cost
of treating a case of syphilis is $4,443. The long-term costs associated with neurosyphilis are
$56,806. According to the CDPHE STD/HIV Surveillance Program, there were 73 cases of
primary and secondary syphilis among PLWH in the TGA in 2016. These cases represent about
64% of all syphilis cases. The cost of treating these cases is $324,339 ($4,443 x 73).
Pelvic Inflammatory Disease (PID) is an ascending infection of a woman’s reproductive tract
that occurs in 10% to 40% of untreated cervical chlamydia and gonorrhea cases. PID is more
aggressive and common in women living with HIV. The average cost per case of chlamydia (CT)
is $244, and the cost of CT PID is $1,334. In 2016, there were 330 cases of CT among PLWH,
resulting in average treatment costs of $80,520 ($244 x 330). The average treatment cost per case
of gonorrhea is $266, and the cost of PID is the same as CT. In 2016, there were 354 cases of
gonorrhea among PLWH, with associated treatment costs of $94,164 ($266 x 354).
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Mental Illness. Another problem that presents a challenge to the TGA’s service delivery system
is mental illness in PLWH. The HIV Costs and Services Utilization Study (HCSUS) is a
comprehensive U.S. survey of healthcare use among a nationally representative sample of
PLWH who were in care for HIV. It aims to estimate the costs associated with HIV care; to
identify barriers that affect access to HIV treatment, as well as to other healthcare services; and
to assess how HIV-positive status affects quality of life, productivity and family life. The
national data from HCSUS could provide an estimate of HIV costs and service utilization
amount PLWH in the Denver TGA. For example, the 2013 HCSUS found that nearly 50% of
adults being treated for HIV also have symptoms of a psychiatric disorder—prevalence that is
four to eight times higher than in the general population. Those with mental illness had one or
more psychiatric disorders, major depression, dysthymia, generalized anxiety disorder and panic
attacks. Using these figures, it is possible to estimate the number of PLWH in the TGA who have
experienced mental illness as 5,144 (see Attachment 4). According to the Rand Corporation,
participants who screened positive for depression or showed signs of having other mental health
illness at the beginning of the study had significantly higher medical costs in the following 12
months, even after taking into account the severity of their disease. The increased cost was
largely attributable to their greater use of inpatient and emergency services. This finding suggests
that early identification and treatment of mental health illness in PLWH might improve their
functioning, reduce unnecessary utilization of other health services and decrease overall
treatment costs. According to national averages, the service cost for annual mental health
treatment will add over $1,500 per participant served. In addition to treatment costs, mentally ill
participants who do not receive treatment increase costs to the system. Mental illness may
interfere with participants’ abilities to maintain stable living situations, participate in working
relationships with treatment providers and follow regular medication schedules. As a result,
untreated mentally ill participants are more likely to be affected by homelessness and to require
costly emergency care.
Substance Use Disorder. According to HCSUS, as many as 19% of PLWH studied showed signs
of substance use, and 13% had co-occurring mental illness and substance use disorders. Based on
these figures, it is possible to calculate the number of PLWH who use substances in the TGA as
1,955 (see Attachment 4). About 8% of HCSUS participants reported they drank heavily, about
twice the rate in the general population. Alcohol use is a concern because it may exacerbate the
effect of the virus on the brain. The study found that individuals with mental illness, substance
use or addiction, as well as those who contracted HIV through injection drug use, were less
likely to have received ART than other participants.
During the first follow-up survey of the HCSUS, more than half of participants taking ART
were non-adherent. All other factors being equal, the nonadherent were more likely to be more
likely to use alcohol in excess, use drugs, or have a probable psychiatric disorder, such as
depression, generalized anxiety or panic disorder. Nearly half of the participants without a
psychiatric disorder or drug use were adherent. But adherence declined to 36% for those with a
psychiatric disorder, and it dropped lower still for those who used illicit drugs or alcohol.
Adherence declined steadily with increasing alcohol use, including moderate use.
In addition, IV drug use disproportionately affects PLWH to a significant degree and
increases both the cost and complexity of HIV/AIDS service provision in the TGA. There were
an estimated 1,561 PLWH/PWID living in the TGA in 2016, 679 PLWH/PWID accessing Part A
services, and only 66 PLWH/PWID who accessed Part A substance use services in 2016. This
means that only 4% of the PLWH/PWID are accessing Part A substance use services. DHR
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estimates that an additional 613 PLWH are in need of these services. Studies also show that
substance use may lead to inconsistent condom use and selection of high-risk sexual partners,
while the use of party drugs—amyl nitrites, MDMA (Ecstasy) and stimulants such as
methamphetamine—has been strongly associated with unprotected sexual activity, particularly
among young MSM. Studies show that MSM ages 18–29 often do not know their HIV status; in
fact, a study of five U.S. cities showed that 48% of young MSM who were living with HIV were
unaware of their HIV status.xix These populations will require an estimated additional cost of
$1,583 per year per participant for substance use treatment based on national average costs.
Homelessness. Using the Everyone Counts Metro Denver Homeless Initiative’s 2018 Point in
Time survey, there are an estimated 4,720 individuals experiencing homelessness (e.g.
emergency shelters, transitional housing, and unsheltered) in the Denver TGA. The Point in
Time survey is a snapshot of those experiencing homelessness in our community on a single
night, and this data was collected for the night of January 29th, 2018xx. It is estimated that
1.14% of those experiencing homelessness in the Denver TGA are also living with HIV. There is
a correlation between the risk of acquiring or transmitting HIV/AIDS or STIs and homelessness,
and the homeless population has a reported rate of HIV prevalence nearly three times higher than
that of the general population. Homelessness also complicates the delivery of care to PLWH
because without a stable living situation, individuals are less inclined to be proactive about their
health needs with regard to both prevention and treatment. In addition, treatment programs tend
to be very difficult to maintain for homeless populations. Because of their transient living
situations, homeless individuals often access medical services only on an emergency basis rather
than through regular clinic visits. As with other co-occurring conditions, emergency care for
homeless individuals increases the cost and complexity of service delivery and exacerbates
problems with medication adherence.
Formerly Incarcerated. Individuals released from prison with HIV/AIDS present a specific
challenge to the service delivery system because of their high level of support needs, which make
the formerly incarcerated more likely to utilize more Part A system resources per person. In
terms of Ryan White system resources, these participants are likely to require additional services
related to mental health, substance use, emergency financial aid, housing and food banks, which
significantly drives up the annual per person cost of care. Almost 5 percent (4.9%) of client
survey respondents reported being incarcerated in the past 12 months. Based on this figure, it is
possible to estimate the number of PLWH who have been incarcerated in the past 12 months as
504 (see Attachment 4). At a per-participant rate of $23,073 annually for basic medical
treatment, the care costs for these former inmates alone exceeds $11.5 million.
Although all services in the TGA are centrally located and accessible via transportation, the high
costs of rent in the core area of the TGA where services are located has caused a diaspora of
PLWH to the northern, western and eastern suburbs of the Denver TGA.
4) Complexities of Providing Care
a) Funding reduction for FY17
i. Impact. The Denver TGA did not experience a reduction in RWHAP Part A Formula funding
in FY 2016 and, in fact, received increased funding from the previous year.
ii. Response. The Denver TGA did not implement any cost containment measures; however, the
grantee is continuously working on efforts to ensure cost-effectiveness of services to ensure that
it is positioned to respond to changes in funding allocations as they may arise. Specifically, DHR
reviews Medicaid cost basis as a best practice for cost reasonableness.
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b) Estimates on poverty and health care status in Denver TGA
Tables 17 and 18 (below) show current estimates on healthcare coverage status and poverty of
PLWH in the Denver TGAxxi.
Table 18. FY17 PLWH Health Coverage Status in the Denver TGA (ADAP) 4
Medicaid/
Medicaid
Medicare
Other Coverage
Uninsured
Medicare Dual
Eligible
n
%
n
%
n
%
n
%
n
%
1,320
31.1
566
13.3
1,543
36.4
366
8.6
386
9.1
Table 19. FY17 PLWH Income Status in the Denver TGA (Part A)5
≤ 138% FPL
139% - 400%
>400% FPL
RWHAP Part A
FPL
Eligibility FPL
n
%
N
%
n
%
400%
2,712
76.9
721
20.4
92
2.6

c) Factors limiting healthcare access and service gaps
Geographic Variations
Figure 6.

4
5

Includes ADAP clients only (N=4,241; which is 41% of PLWH in Denver TGA)
Includes Part A clients with known income status only (N=3,525)
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Figure 7.

Figure 8.
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Figure 9.

The pink maps show the areas in the Denver TGA were people living with HIV (PLWH)
reside. The darkness of shading illustrates PLWH per 100,000 with lighter shades representing
less PLWH per 100,000 people and darker shades representing more PLWH per 100,000 people.
Notable dark regions of the map are in the Denver Metro Area and to the northeast of Denver.
The green dots represent the locations of Part A outpatient ambulatory care sites (Figure 6) and
Part A case management sites (Figure 7).
The green maps show where new HIV diagnoses occurred from 2013 to 2017 in the
Denver TGA. The darkness of shading illustrates new HIV diagnoses per 100,000 people with
lighter shades representing less newly HIV diagnosed people and darker shades representing
more newly HIV diagnosed people. A notable dark region of the maps is the northeastern region
to the east of C-470 and spanning down to Interstate 70. The pink dots represent the locations of
Part A ambulatory care sites (Figure 8) and Part A case management sites (Figure 9).
Outpatient ambulatory care services are provided within the Denver Metro Area at four
different locations and not in northeast Denver. The most northeastern location is near the
intersection of Interstate 70 and Interstate 225. Case management services are provided at ten
different locations in the Denver Metro Area, with eight being along Colfax Avenue. There are
no case management sites located in the previously noted northeastern region where between 40
to 81 per 100,000 people were newly HIV diagnosed from 2013 to 2017.
Adequacy of Health Insurance Coverage
Though residents of Colorado have benefited greatly from the Affordable Care Act and more
specifically, Medicaid expansion. At this time, health insurance coverage remains a barrier to
care for PLWH in the Denver TGA. In fact, according to data from the ADAP Program, nearly
20% of PLWH in the TGA are uninsured.
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Language Barriers
Providing care and treatment to PLWH continues to be complex. Barriers to healthcare access
noted in the 2015 Denver Needs Assessment include the following issues: 1) extensive
paperwork required to apply for Part A services, 2) confusion about services, 3) coverage, 4)
where or how to apply, and 5) difficulty taking time off from work to get to appointments.
Additionally, Spanish-speaking participants mentioned that services provided in Spanish and
services for undocumented individuals are limited. They highlighted the importance of providing
extensive case management in Spanish, as well as holding client support groups and teaching
PLWH how to disclose their positive HIV status to others, also in Spanish. Stigma surrounding
behavioral health services is also a barrier.
TGA focus group participants noted that active substance use was a definite barrier to care,
as was having a prison history. Finally, analysis of data from the Colorado HIV Prevention
Needs Assessment (CHPNA)6 suggests additional testing should target those at risk within the
TGA, including those who are HIV negative and those unaware of their status. Healthcare
providers who serve as a regular source of healthcare for groups at risk should be encouraged to
offer more frequent HIV testing.
Foreign-born PLWH typically face additional unique barriers to care in Denver, including
language barriers, distrust of service systems, insurance status, and immigration status. First,
they are often monolingual speakers of languages that are not English, so they may find it
difficult to access services, which are often provided only in English. According to the 2015
Denver TGA Needs Assessment respondents, it was commonly noted that information in
languages other than English was either missing, hard to find or insufficient on many websites.
Second, foreign-born PLWH often maintain a strong distrust of the service system on a federal,
state and local level which may make them resistant to seeking out care.
Service Gaps in the TGA. Service gaps in the TGA were identified through the needs assessment
client survey administered by DHRPC in 2015. The client survey asked PLWH about their use of
services in the past 12 months by service category. Response variables included: 1) didn’t know
the service was available, 2) needed, but couldn’t get the service, 3) needed and used the service,
or 4) didn’t need the service. This information was verified in 17 focus groups conducted with 77
participants during the same time period as the surveys. Focus group respondents were asked to
identify needed services and barriers to those services, thus eliciting information on services they
were unable to access. Overall, the vast majority of respondents indicated they either did not
need a specific service or they needed the service and were able to receive it, while a much
smaller proportion of respondents indicated they needed the service and were not able to get it.
These figures explain the decline in unmet need from 56% in 2001 to 22% in 2016. The top three
service gaps (including tied categories) for core and support services are described below.
Core Services. This analysis looks at client survey responses across all core service categories by
each of the response variables. A proportion of survey respondents did not know what services
were available. This is consistent with the findings from the focus groups. Focus group attendees
were given a list of Part A-funded service categories; many were unaware of various services
available to them. The top three core services that survey respondents “didn’t know were
6

CHPNA brought together multiple data sets to assess statewide HIV prevention needs. Specifically, CHPNA
incorporated data from the Denver area National HIV Behavioral Surveillance System (NHBS) survey cycles from
2011 to 2015, identical questions utilized by CDPHE to survey non-Denver residents in 2016, CDPHE prevention
monitoring and evaluation data from 2013 to 2015, a 2016 CDPHE electronic survey conducted with PWID, and
data from the Colorado Health Institute on drug use in Colorado counties.
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available” are: 1) home and community-based health services (23%), 2) oral health services
(17%), and 3) medical case management (MCM) (13%) and health insurance assistance (13%).
The top three core services client survey respondents “needed but couldn’t get” were: 1) oral
health care (12%), 2) health insurance assistance (7%), and 3) mental health services (5%) and
home and community-based health services (5%).
Support Services. When compared with core services, a larger proportion of survey respondents
were not aware of support services and could not get them. The highest-ranking support services
that respondents “didn’t know were available” were: 1) emergency financial assistance (21%), 2)
housing (18%) and home-delivered meals (18%), and 3) medical transportation (17%). The
highest-ranking support services that client survey respondents “needed but couldn’t get” were:
1) food bank (9%) and emergency financial assistance (9%), 2) housing (7%), and 3) case
management (5%), medical transportation (5%) and psychosocial support (5%).
Need for Additional Services. Client survey respondents were asked about other services they
may need to remain in medical care. The response variables were Ryan White services not
funded by Part A or B, and they were described in lay terms. Please note, Part B services were
included in the question because of the Part A and B collaboration on the needs assessment.
Results indicated 45% would like to receive food vouchers and 19% would like help with legal
services. Legal services were defined as help with discrimination, breach of confidentiality or
end-of-life decisions. Food vouchers were described in focus groups as a need for people who
are homeless, unstably housed or those with transportation challenges.
Major service gaps noted by the Denver Health HIV Primary Care Clinic include access to
affordable housing in the Denver metro area, access to timely and multidisciplinary outpatient
psychiatric and psychological care and access to inpatient substance dependence treatment
facilities. Specifically, more resources for the treatment of methamphetamine use/abuse would
be welcome by both the clinic and clients, as would long-term inpatient treatment facilities that
can manage dual-diagnosis patients.
Addressing Service Gaps with FY19 RWHAP Funding. Service gaps are not the sole factor
determining prioritization. For example, funding of the service category by another entity, such
as Part B’s funding of ADAP, the health insurance assistance program, and housing services
influences prioritization. The combined top core and support services service gaps and their
change in prioritization from FY18 to FY19 are:
●
●
●
●
●
●
●
●
●
●
●
●
●
●
●

Outpatient Ambulatory Health Services: Ranking (1) remained unchanged from FY18 to FY19.
AIDS Drug Assistance Program: Ranking (2) remained unchanged from FY18 to FY19.
Medical Case Management: Ranking (5) remained unchanged from FY18 to FY19.
Oral Health Care: Ranking (4) remained unchanged from FY18 to FY19.
Health Insurance Premium & Cost Sharing: Ranking (5) remained unchanged from FY18 to FY19.
Emergency Financial Assistance: Ranking rose from 9 in FY18 to 6 in FY19.
Mental Health Services: Ranking fell from 6 in FY18 to 7 in FY19.
Early Intervention Services: Ranking fell from 7 in FY18 to 8 in FY19.
Housing Services: Ranking rose from 10 in FY18 to 11 in FY19.
Substance use Services (Outpatient): Ranking fell from 8 in FY18 to 10 in FY19.
Medical Transportation Services: Ranking rose from 12 in FY18 to 11 in FY19.
Food Bank/Home-Delivered Meals: Ranking rose from 13 in FY18 to 12 in FY19.
Psychosocial Support Services: Ranking fell from 11 in FY18 to 12 in FY19.
Home/Community-Based Health Services: Ranking (14) remained unchanged from FY18 to
FY19.
Other Professional Services (Legal Services): Service category was added in FY19 and was
ranked 15.
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●

Linguistic Services: Service category was added in FY19 and was ranked 16.

Overall, the ranking of Part A service categories with demonstrated service gaps improved,
with a few exceptions. The health insurance assistance program and housing services will be
fully funded by Part B in FY19, so Part A prioritization does not influence their availability. The
home and community-based health services ranking remained unchanged primarily as a result of
the small number of people served by this category (26 in FY18) and its coverage by Medicaid.
DHRPC support for psychosocial support services has increased, as evidenced by its higher rank
due to PLWH advocating for the service and demonstrating its need; nevertheless, some service
providers question its utility. The Minority AIDS Initiative (MAI) service categories rankings
were unchanged from FY18 to FY19.
The TGA will address service gaps with FY19 Part A funding by: 1) expanding MCM
capacity through soliciting additional MCM providers and increasing available funding for
current providers; 2) expanding oral health care capacity through soliciting additional oral health
care providers and increasing available funding for current providers; 3) collaborating with Part
B to increase the available funds for housing services and emergency financial assistance; 4) and
5) continuing to increase the number of Spanish-speaking service providers.
B. Early Identification of Individuals with HIV/AIDS (EIIHA)
In September 2016, DHR and CDPHE released the COHAS to update the prevention and care
strategies specific to Colorado and the TGA. Previously, the 2012 Colorado Comprehensive HIV
Testing Plan (CCHTP) was guiding activities; however, the CCHTP is now integrated into the
COHAS, which covers calendar years 2017–2021. The COHAS uses a model for classifying HIV
interventions across the HIV care continuum that is based on a model developed by the U.S.
Institutes of Medicine, which emphasizes that prevention should be seamlessly linked to
treatment and maintenance interventions. HIV prevention and treatment planning bodies are
using this evolving document as a road map to guide HIV prevention and care planning in
Colorado throughout the five-year period. Colorado-specific updates to the COHAS will be
developed as needed to reflect local needs and changes in the healthcare delivery system among
all geographic areas identified in the COHAS. Geographies defined in the COHAS include the
TGA, the other urban counties and the rest of Colorado counties as related to the RWHAP Parts
A, B, C, D and F jurisdictional needs, implementation guidance and revised strategies based on
evaluation of outcome indicators.
The CCHTP and COHAS are the foundational plans used to design the FY19 EIIHA Plan and
activities with the intention of aligning Part A strategies in the TGA with these critical statewide
initiatives. Additionally, the key leaders from CDPHE, DPH and various Ryan White parts
continue to collaborate in strategically identifying gaps in care and to plan how to more
effectively provide EIIHA-specific services in Colorado. The decisions made by this
collaborative team may effect change in how EIIHA services are provided moving forward.
1) Planned EMA/TGA EIIHA activities for FY19
a) Primary activities
DHR, DHRPC and their respective partners are committed to ensuring that individuals who are
unaware of their HIV status in the TGA are identified, informed of their status, referred to
supportive services and linked to medical care if HIV positive. To achieve this, DHR, DHRPC
and their partners, as well as the recipients of other Ryan White funding (i.e., parts B, C, D and
F), have expanded and enhanced their plans for providing EIIHA services for FY19. Most
notably, these providers and partners will work together to better understand how each can most
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effectively provide the following services: HIV testing and targeted counseling, referral services,
linkage to care, and health education and literacy training that enable clients to understand their
HIV diagnosis and to navigate the HIV system of care. By determining the best partners for each
aspect of the critical EIIHA services, the TGA as a whole is now better equipped to most
effectively execute the EIIHA plan to increase the number of individuals who are aware of their
HIV status, increase the number of PLWH who seek medical care, and increase the number of
HIV-negative individuals referred to services that contribute to keeping them HIV negative.
In 2015, the City and County of Denver signed on to a global effort to end the HIV epidemic
called the Fast Track Cities Initiativexxii. By 2020, the goal is for 90% of people living with HIV
to be diagnosed and know their status, 90% of those who are diagnosed to be engaged in care,
and 90% of those in care to have suppressed viral loadsxxiii. By 2030, we aim to increase those
percentages to 95%, which would mean that overall 86% of people living with HIV have
suppressed viral loads, new transmissions are rare, and people living with HIV very rarely, if
ever, develop AIDS. Finally, the initiative calls for an end to HIV-related stigma, a critical
element that must be addressed if any of the above goals are to be achieved and maintained. The
initiative is lead by the Denver Department of Public Health and Environment (DDPHE) and
Denver Public Health (DPH).
Through the Fast Track Cities Initiative, several agencies have aligned to address EIIHA in
Colorado. These include the CDPHE STI/HIV Section’s Prevention, Surveillance and Care
(Ryan White Part B) programs; DPH; and Ryan White parts C, D and F. All of these partners
contribute to EIIHA services in the TGA and collaborate with Part A to address EIIHA. Ryan
White Part A funds are primarily used to enhance linkage to care and support PLWH who need
additional assistance to access and stay in care, through the EIS service category. The EIIHA
plan presented in the COHAS includes specific agencies and collaborative partnerships
responsible for each of the targeted goals, including linking people to prevention and care.
The expectation for FY19 is that the TGA will fund EIIHA strategies through the EIS service
category. In 2019, 3.82% of the overall Ryan White Part A award will be allocated to the EIS
service category through service provider contracts. In addition, 20% of the MAI funds will be
allocated to EIS through service provider contracts. The Part A Standards of Care for EIS were
updated and implemented in FY18. Currently, primary activities within Part A EIS are linkage
to care for newly diagnosed HIV-positive persons and for those entering the Part A system
through an HIV testing provider. Current Part A EIS Standards of Care require subrecipients to
either 1) conduct HIV testing onsite, or 2) have a current MOU with an HIV testing provider.
Primary EIIHA activities for all FY19 partners will focus on HIV testing and linkage to care.
These activities are outlined in the COHAS, which is distributed to all partners to ensure services
are provided seamlessly throughout the continuum of care stages and not duplicated. Objectives
for these activities are as follows, to be completed by 12/31/2021 unless otherwise noted.
HIV Testing. DDPHE is proactively reaching out to potential partners who work with at-risk
populations to identify PLWH who may not yet know their status. HIV testing will be a gateway
to evidence-based prevention for people testing HIV negative, which aims to reduce Colorado’s
new HIV diagnoses by 20% by 12/31/2021. Another aim is to reduce overall late HIV/AIDS
diagnoses by 10% by 12/31/2018 and by 15% by 12/31/2021. HIV testing efforts will be targeted
toward persons at higher risk of HIV acquisition.
Prior to the Fast Track Cities Initiative, community partners and contracted agencies have
come together to create a coalition of testing providers. Their focus is to align and support each
other in work that is currently being done, identify gaps in current prevention efforts, and create
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innovative approaches to reaching communities and individuals who have not historically been
reached with testing efforts. These efforts, now aligned with the Fast Track Cities Initiative,
have great potential to increase effective testing efforts.
Linkage to Care. When individuals are identified with HIV, DDPHE works to link them to care
within at least three months of their diagnoses. For all PLWH, DDPHE’s goal is for at least 90%
of PLWH who know that they are living with HIV to show evidence of HIV care in the 12month reporting period. The benefits of HIV care will be made available to all PLWH, regardless
of risk group, gender, gender identity, age, race or ethnicity.
Rapid ART Initiation. DDPHE’s partner, Denver Public Health (DPH), is currently developing a
protocol to rapidly initiate antiretroviral therapy (ART) with individuals newly diagnosed with
HIV. ART will be offered on the same day a confirmatory HIV test is available. Once protocol
has been developed and approved, implementation of a pilot program will begin in January 2019.
Retention in Care. DDPHE supports retention in care for PLWH through outpatient ambulatory
medical care and MCM. The retention in care goal is for at least 81% of all people diagnosed
with HIV or AIDS to benefit from continuous, high quality HIV care and treatment, resulting in
an overall viral suppression rate of 73% at last measurement date. The benefits of continuous
utilization of HIV care will be communicated and made available to all PLWH, regardless of risk
group, gender, gender identity, age, race, ethnicity, drug use, disabling mental health condition,
housing status or being a survivor of violence or trauma.
b) Major collaborations
The TGA will continue working closely with state partners to align EIIHA strategies. Partnering
organizations CDPHE and DPH currently collect surveillance data and engage in HIV prevention
and testing, and they will continue those activities through the FY19 plan. CDPHE is one of Part
A’s major HIV collaborators, and Part A provides complementary services for many of the
following CDPHE programs: Client-Based Prevention Program (linkage to care specialists),
Care and Treatment Program (healthcare access specialists) and Client-Based Prevention
Program (disease intervention specialists). DPH is the contracted provider that is funded through
CDPHE to provide many of these services within the City and County of Denver; the majority of
the clients within the TGA are tested through this partner.
The HIV/STI/Viral Hepatitis Branch within CDPHE provides partner notification services to
PLWH diagnosed by providers in the entire state of Colorado, including the Denver TGA. This
program is integral to the FY19 EIIHA plan as it addresses two (2) of the three (3) EIIHA
objectives: HIV Testing and Linkage to Care. The Disease Intervention Specialists (DIS) elicit
the names of potentially HIV-exposed partners, confidentially notify these partners of their
possible HIV exposure, and offer HIV testing to these partners and linkage to care for persons
who test positive. In 2017, CDPHE offered partner services to all newly diagnosed persons
within the Denver TGA. CDPHE interviewed 79% (251/317) of those newly diagnosed in the
Denver TGA and elicited 613 HIV-exposed partners. Eighty-one percent (496/613) of partners
with negative or unknown HIV status were notified, and 74% (367/496) of those notified were
brought to examination, of whom 12.5% (46/367) were newly diagnosed with HIV. If those
newly diagnosed do not return to receive their test results, CDPHE can assist testing providers in
locating patients, notifying them of their results, and offering partner services.
To prevent transmission during the high-viral load stage of acute HIV infection, persons who
are diagnosed with acute HIV infections receive enhanced linkage to care services and enhanced
partner services from CDPHE and are offered (iART). In 2017, five (5) acute HIV infection
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cases were diagnosed in the Denver TGA via pNAAT. Of those individuals, 100% were linked
to HIV primary care within 30 days.
In recent years, CDPHE has expanded beyond partner services. For PLWH engaged through
CDPHE and their partners, CDPHE assists in linking them to medical care and social service
agencies. CDPHE also assists with re-engaging PLWH, using HIV surveillance data, for persons
who have been out-of-care for at least nine months or were never in care for at least six months
from the date of HIV diagnosis.
Ryan White Part B is also a major EIIHA collaborator, administered through CDPHE
STI/HIV Section. Part B includes ADAP, The Health Insurance Assistance Program and HIV
Care and Case Management services. In addition, Colorado as a whole receives funding for
Ryan White Parts: C (EIS); Part D (Women, Infants, Children and Youth), Part F (Oral Health
Programs), AIDS Education and Training Centers (AETCs), Special Projects of National
Significance (SPNS) and MAI–which includes a specific MAI-EIS category. In order to identify
EIIHA individuals, Part B provides testing services and DDPHE works in partnership with
Denver Public Health and Part A outpatient ambulatory service providers to link clients to care
through the EIS program. All of these parts contribute to the 2017-2021 COHAS and collaborate
on TGA-wide and statewide EIIHA strategies.
c) Anticipated outcomes of the RWHAP’s overall EIIHA strategy
As indicated above, the TGA plans to work closely with state partners to maintain aligned EIIHA
strategies. Specifically, these strategies seek to achieve the following outcomes, as outlined by
the National HIV/AIDS Strategy (NHAS):
● Reduce new HIV infections (consistent with NHAS)
● Increase access to care and improve health outcomes for PLWH (consistent with NHAS)
● Reduce HIV-related disparities and health inequities (consistent with NHAS)
2) Planned Efforts to Remove Legal Barriers
Colorado’s laws regarding testing make testing highly accessible, and there are no legal barriers
to routine HIV testing; therefore, there are not any legal barriers that need to be addressed in
FY19. In fact, the legal barriers around HIV testing are being reduced. In 2016, Senate Bill 146
repealed two HIV criminalization statutes, reformed a statute and standardized and modernized
statutory language addressing STIs, including HIV. This Senate bill addressed barriers
surrounding HIV testing by decriminalizing transmission of HIV in certain contexts, encouraging
HIV testing and medical care.
3) Three (3) Distinct Target Populations for the FY19 EIIHA Plan
a) Reason for choosing target populations and supporting data
The process for identification of the three high-risk target populations on which to focus efforts
for the 2019 EIIHA Plan was threefold: First, the NHAS target populations were considered;
second, the state health department’s target populations for high-impact prevention were
considered; and third, populations that have been identified as having a late diagnosis and those
who have fallen out of care within the TGA were considered. Based on this analysis, three
target populations were identified for the FY19 EIIHA plan: MSM, PWID and HRH. These
populations are consistent with the 2017-2021 COHAS and Denver’s 2019 EIIHA Plan. COHAS
brought together multiple data sets to assess statewide HIV prevention needs. Specifically,
COHAS incorporated data from the Denver area National HIV Behavioral Surveillance System
survey cycles from 2011 to 2015; identical questions used by CDPHE to survey non-Denver
residents in 2016; CDPHE prevention monitoring and evaluation data from 2013 to 2015; a 2016
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CDPHE electronic survey conducted with PWID; and data from the Colorado Health Institute on
drug use in Colorado counties.
Similarly, the indicators of risk for HIV in the TGA were determined using the CHPNA.
CHPNA relied on four data sets: 1) National HIV Behavioral Surveillance System data from
2013-2015 for the MSM, high-risk heterosexuals and PWID cycles that involved residents of the
TGA; 2) CDPHE prevention monitoring and evaluation data from 2014 to 2016; 3) an electronic
PWID survey; and 4) data from the Colorado Health Institute on drug use in Colorado counties.
Among the respondent data included in the CHPNA, 63% of MSM and 74% of MSMPWID report receiving HIV prevention services, including interventions, counseling and free
condoms. Among respondents to the prevention needs assessment, 82% of MSM and 100% of
MSM-PWID report receiving prevention services. Sexual risk behaviors and drug use behaviors
continue to contribute to the spread of HIV within the TGA.
Table 19 (below) shows CHPNA response data from all TGA counties. These data were
instrumental in DDPHE’s decision to focus on MSM and PWID for EIIHA activities. These data
show MSM-PWID have the highest percentages in all risk behavior categories, except sex
without a condom (heterosexual males), and sex without a condom with a person whose HIV
status was unknown (heterosexual females).
Table 20. FY 2016 CHPNA Response Data from Adams, Arapahoe, Denver, Douglas and
Jefferson County Residents Regarding Risk Behaviors
MSM
Activity

MSMPWID7

Heterosexual

313 (60%)

Male
N (%)
247 (75%)

Female
N (%)
84 (70%)

Male
N (%)
266 (96%)

Female
N (%)
282 (94%)

37 (86%)

266 (44%)

67 (20%)

24 (20%)

75 (27%)

39 (13%)

31 (54%)

36 (7%)

104 (32%)

31 (26%)

89 (32%)

98 (33%)

10 (23%)

6 (1%)

5 (2%)

3 (2%)

0

2 (<1%)

2 (5%)

192 (37%)

215 (65%)

62 (52%)

139 (50%)

94 (31%)

39 (91%)

13 (3%)

30 (9%)

21 (18%)

29 (10%)

21 (7%)

16 (37%)

15 (3%)

46 (14%)

3 (3%)

26 (10%)

5 (2%)

16 (37%)

N (%)
Sex without a condom
Sex with 4 or more people
in the past 12 months
Sex without a condom with
a person whose HIV status
was unknown
Sex without a condom with
a person who was HIV
positive
Sex while under the
influence of drugs
Received drugs, money or
something of value in
exchange for sex
Gave drugs, money or
something of value in
exchange for sex

PWID

N (%)

Sexual Risk Behaviors. Among respondent data included in the CHPNA, 60% of MSM and 86%
of MSM-PWID report having sex without a condom in the 12 months prior to responding to the
survey (see Table 19). Self-efficacy and condom use are also impacted by drug and alcohol use
before sex. According to respondents of the CHPNA, 37% of MSM and 91% of MSM-PWID
report using drugs and alcohol prior to sex.
7

MSM-PWID data from the National HIV Behavioral Surveillance data set were analyzed from the PWID cycle
because National HIV Behavioral Surveillance does not conduct a separate MSM–PWID cycle.
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Drug Use Behaviors. In CHPNA data involving respondents who report injection drug use, 81%
of PWID and 13% of MSM-PWID reported receiving free and sterile needles. Of those, 98% of
PWID and 96% of MSM-PWID reported using the free needles. Unfortunately, sharing of
needles continues to occur. Among CHPNA respondents, nearly 63% of PWID and 90% of
MSM-PWID reported sharing a needle at least once to inject or divide drugs in the past 12
months. Additional interventions may be necessary to address continued needle sharing.
Across all risk groups, nonprescription drug use is high. According to CHPNA data on MSM
in the TGA, 68% of respondents reported using nonprescription drugs in the past 12 months. Of
those, 86% report using marijuana, 42% report using alkyl nitrites and 35% report using cocaine.
Among heterosexuals, 55% reported nonprescription drug use. Of those, 87% report using
marijuana, 33% report using cocaine and 29% report using crack.
This risk behavior data and the following data on each population supported DDPHE’s
decision to select these populations for targeted EIIHA services.
MSM. MSM were identified as one of the target populations for high-impact prevention by
CDPHE. From 2008 to 2012, 32% of all MSM living with HIV in Colorado were identified as
having late diagnosis, i.e., an AIDS diagnosis concurrent with an HIV diagnosis. MSM were also
shown to have high rates of late diagnosis within the TGA. MSM are a minority of the TGA
population (1.5%), but TGA data show they represent 65.6% of the cumulative HIV cases and
57.3% of those in Part A services. MSM accounted for 61.5% of the newly diagnosed HIV/AIDS
cases in 2016 and constitute 20.1% of the new, late diagnoses. The median CD4 count at
diagnosis for this group was 404. Additionally, of PLWH who are out of care, 68% are MSM.
The MSM population estimate uses a 2015 epidemiological model that sets the prevalence of
MSM behavior from 1.1% to 4.4% of the overall male population ages 18 to 59 (see Table 6 on
page 6). These data suggest the highest population of MSM at risk of HIV live in the TGA.
PWID. For PWID, the estimate is based on a prevalence of 0.39% among men (ages 18 to 59)
and 0.21% among women (ages 18 to 59).8 Because this population, and particularly MSMPWID, has the highest percentage of individuals who engage in high risk behaviors, it is an
important population to target for interventions.
HRH. Not all populations of heterosexuals are at equal risk of acquiring HIV in Colorado,
indicating there are not equal levels of urgency for HIV testing. Heterosexual risk is higher than
average whenever the following factors are higher than average: 1) practicing unsafe sexual
behaviors, and 2) residing in a community where there are potential partners living with HIV,
especially those who are not virally suppressed or who are unaware of their HIV diagnosis. As a
marker for the extent of unsafe sexual behaviors in a community, COHAS utilized
gonorrhea/chlamydia (GC) rates. The CDPHE Surveillance Program ranked all Colorado census
tracts by five-year rates of HIV and then by five-year rates of GC; the results of these analyses
are presented in the Colorado SCSN and were described earlier in this proposal. These data
demonstrate that for the heterosexual population ages 18 to 59 years within the 10 census tracts
with the highest HIV and GC rates in the five-county TGA,9 there are 22,922 HRH, more than
half of the 44,264 HRH ages 18 to 59 estimated for Colorado as a whole.
b) Specific challenges or opportunities for working with the target population
Challenges. Although MSM are a minority of the general population, they are the majority of
PLWH. Several strategies have been geared toward creating awareness within this population
8
9

Considers only those with injection behavior in the prior 12 months.
Five-county TGA is defined as Adams, Arapahoe, Denver, Douglas and Jefferson counties.
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over the years; however, substance use, mental health issues, HIV stigma, and homelessness still
have an impact on many individuals’ ability to be tested and engaged in medical care.
According to the PWID survey within CHPNA, there is strong need for a more
comprehensive approach to PWID health, including services to manage or reduce drug use,
medication-assisted treatment, mental health counseling, help with obtaining health coverage,
and support services, particularly housing, food, transportation and employment assistance.
In terms of health outcomes for the targeted populations (i.e., MSM, PWID and HRH),
substance use treatment in PLWH is associated with improved ART adherence, decreased
emergency department visits and hospitalizations, and increased receipt of primary care;
however, substance use treatment is often underutilized.xxiv Individuals with alcohol and other
substance use disorders are at increased risk for poor retention in care, poor adherence and
virologic failure. Mental health issues have also been associated with poor outcomes in the target
populations, and research indicates that there is a significant relationship between depression and
ART nonadherence consistent across patients in resource-rich and resource-limited settings,xxv
and depressive symptoms are linked to poor HIV care engagement and health outcomes,
including impaired immunologic response and mortality. Randomized, controlled trials (RCTs)
indicate that cognitive behavioral therapy for depression and psychosocial stress improves ART
adherence when conducted in tandem with ART adherence counseling,xxvi and results in
significant reductions in depressive symptoms, improved ART adherence and improved
treatment outcomes in random control trials. In contrast, an RCT of a stress management
intervention with no ART adherence counseling reduced psychological distress but did not
improve ART adherence or treatment outcomes.
A further challenge for linkage to care exists for PLWH who use recreational drugs and face
complex interactions with their prescribed HIV medications. For example, Norvir may increase
the concentration of Ecstasy in the bloodstream to dangerous, even fatal, levels. GHB negatively
interacts with protease inhibitors. Ketamine has been associated with liver inflammation when
combined with antiretrovirals. Barbiturates can lower the levels of protease inhibitors or nonnucleosides. The sedatives Halcion and Versed could be raised to very dangerous levels when
combined with protease inhibitors or non-nucleosides. A wide variety of medications commonly
taken by PLWH can raise the potency of methadone.xxvii Not all healthcare providers screen
systematically for these types of issues or have prompt, frank harm-reduction-oriented
conversations with their PLWH patients, which may well result in failures to link to care, lapses
in care and poor treatment outcomes.
Opportunities. With the implementation of the ACA and the Colorado Medicaid expansion in
2014, an unprecedented opportunity—to maximize the impact of opt-out HIV screening for
everyone ages 13 to 64 in healthcare settings—became reality. However, implementation
strategies to increase testing among priority populations in healthcare settings need further
development. In addition, TGA efforts around improving data-sharing capabilities among and
between CDPHE, local county health departments and HIV testing providers will improve
efforts to assess HIV screening in the target populations. DHR and CDPHE have begun the
process of developing an integrated client-level data system for Ryan White in Colorado. The
project is currently in design phase. The expansion of RWHAP Part A providers’ MCM service
category provides an opportunity to address medical care needs of target populations. Another
opportunity is the collaborative effort being led by the City and County of Denver to coordinate
behavioral health services, with activities aimed at addressing the opioid epidemic. Currently, the
City and County of Denver is developing strategic partnerships between behavioral health
Ryan White Part A FY19 Grant Application
Denver TGA H89HA00027

Page 31 of 54

providers, substance use providers, needle exchanges, law enforcement, etc. This collaboration
involves the DDPHE Part A program as a leader in developing pragmatic solutions for PLWH.
The initial phase of the coordination project consists of a needs assessment, launched in FY17,
examining current activities and capacity, and identifying gaps and opportunities.
c) The specific strategies that will be utilized with the target populations
DDPHE and partners will provide services and engage in activities targeting MSM, PWID and
HRH and will complete objectives outlined in the FY19 EIIHA plan. The following activities
will be completed within the system of care that is in place through DDPHE and its partners to
target MSM, PWID and HRH:
● Provide at least 38,968 HIV tests per year in venues that are accessible and acceptable to
people at moderate to high risk of HIV acquisition—prioritizing people who are unlikely to
seek HIV testing through the general healthcare system.
● Maintain disease intervention specialist TGA-wide voluntary HIV testing of high-risk
partners and others engaged in high-risk behavior as part of CDPHE Partner Services work.
● Ensure that targeted HIV testing includes screening and active referral for evidence-based
prevention for people with non-reactive HIV test results, emphasizing pre-exposure
prophylaxis (PrEP), non-occupational post-exposure prophylaxis (nPEP), mental health
counseling, substance use services and critical events assistance.
● Promote HIV testing as part of routine medical care, as advised by the U.S. Preventive
Services Task Force.
● Refer to public health reports on HIV and STIs to identify medical practices where the rate of
late HIV/AIDS diagnoses exceeds the statewide average of 32%. Incentivize these “priority
medical practices” to make HIV testing more of a routine part of medical care.
● In geographic areas of the TGA where late HIV/AIDS diagnosis exceeds the TGA-wide
average, expand targeted HIV testing in nonclinical settings by at least 10%.
● Ensure that all testing providers either directly provide linkage to care services or actively
refer newly diagnosed clients to linkage services, resulting in a linkage success rate of at least
95% within 90 days of initial diagnosis.
● Promote access to HIV testing, care, and treatment services through non-traditional methods
such as drop-in appointments, expanded non-traditional hours of service, additional nontraditional days of service, etc.
The following objectives have been identified for each component of EIIHA, based on objectives
from the COHAS. All objectives are meant to focus on the Part A 2019 EIIHA Target
Populations: MSM, PWID and HRH. The following are the key objectives for the FY18 EIIHA
plan, which are anticipated to be achieved by 2021 (unless otherwise noted):
ID and Inform/Testing:10
● Expand targeted HIV testing for higher-risk populations. Goals for number of annual HIV
tests: MSM: 27,696; PWID: 5,572; heterosexuals: 5,700.
● Reduce late HIV/AIDS diagnoses. Baseline: 28%, Dec 2018 target: 26%, Dec 2021: 25%.
Referral and Linkage to Care:
● Link target populations to care within 90 days of initial diagnosis. Baseline: 86%, target: 95%.
● Increase percentage of target population clients showing evidence of HIV care within 90
days of diagnosis. Baseline: 86%, target: 95%.

10

These will only be reported through CDPHE.
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● Increase percentage of clients showing evidence of HIV care in the previous 12 months.
MSM baseline: 78%, target: 90%; PWID baseline: 74%, target: 90%; Male HRH baseline:
75%, target: 90%; Female HRH baseline: 79%, target: 90%
Retention in Care/Viral Suppression:
● Increase percentage of previously diagnosed target population clients showing evidence of
continuous HIV care in the 12-month measurement period. Baseline: 72%, target: 81%.
● Increase percentage of target population clients having a suppressed VL at last measurement
date. Baseline: 67%, target: 73%.
C. AIDS Pharmaceutical Assistance (i.e., Local Pharmaceutical Assistance Program): N/A
METHODOLOGY
A. Impact of the Changing Health Care Landscape
1) Health Care Coverage Options Available to PLWH in Denver TGA
a) Impact of coverage options on access to health care services and health outcomes
The impact of the ACA is especially important for the working poor, who do not have employerprovided health insurance but whose incomes are 139% to 400% of the federal poverty level
(FPL). For some people in this and other income brackets, out-of-pocket co-pays represent a
challenge for accessing healthcare, and these costs have proven prohibitive for some PLWH. To
address this issue, the Part B program is paying the co-pays of all eligible PLWH between 139%
and 500% of the FPL in the TGA. Additionally, in an effort to simplify the eligibility process for
Ryan White Services in the TGA, DHR is proposing revisions to the eligibility Standards of Care
to more closely align with those of the Part B Program including: raising the FPL to 500%
(subject to change based on the Part B program), allowing the ADAP card to serve as proof
documentation for residence if/when it clearly indicates that the client lives in the TGA and
allowing for remote self-attestation over the phone, email or other reasonable method f no change
at the 6 month eligibility check.
A description of all healthcare coverage options available in the TGA follows:
Medicaid Expansion. With the implementation of ACA, Colorado successfully expanded its
Medicaid program and created an effective insurance exchange, Connect for Health Colorado.
This has impacted Denver’s Part A program by increasing clients’ access to and enrollment in
Medicaid or an insurance plan. Currently, 81% of PLWH in the Denver TGA have medical
coverage as follows: 1) enrolled in Medicaid (31% ), 2) Medicare (13%), 3) Other coverage
including accessing insurance through and employer, marketplace plan or other mechanism
(36.4%). By enrolling the majority of Part A eligible clients into Medicaid, employer-based
insurance plans and insurance plans purchased through the exchange, Ryan White Part A and B
funds are able to provide more supportive services, e.g., housing assistance, emergency financial
assistance, etc., and expanded HIV-specialty medical care.
Colorado Senate Bill 13-242, which expanded Medicaid in 2014, created a limited oral health
benefit for adults in the Medicaid program. The dollar amount of the individual benefit is $1,000
per patient. This benefit helps bridge the current gap in oral health services available in the TGA,
because there is currently a capacity issue for Part A-funded oral health care providers. With this
limited health benefit in place, DHRPC and DDPHE have focused on developing a wraparound
program that will help ease provider capacity and cover dental procedures not otherwise covered
by Medicaid that are medically indicated.
Marketplace Options. June 1, 2018, marked the seventh anniversary of Connect for Health
Colorado. It was on this date in 2011 that Governor Hickenlooper signed SB 11-200, the law
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creating a health insurance marketplace to fit the unique needs of Colorado. Seven years later,
Connect for Health Colorado has established itself as the go-to resource for individuals, families
and small employers across Colorado to purchase health insurance and get financial assistance to
reduce costs. Connect for Health Colorado partners with nine health and dental insurance
companies across the state to provide comprehensive coverage to Coloradans through 131
individual health plans. Open enrollment for 2019 begins November 1, 2018. However,
Coloradans can buy health insurance as a new customer at any time if they have a special
circumstance, known as a qualifying life event, which includes:
● Marriage, birth, adoption and placement for foster care
● Loss of minimum essential coverage
● Loss of employer-provided coverage
● Becoming a resident of Colorado
● Application for coverage and financial assistance before April and a Medicaid denial
There are five levels of coverage that the marketplace plans provide: catastrophic, bronze,
silver, gold and platinum. The carriers that provide these plans for HIV-positive clients include
Kaiser Permanente, Blue Cross & Blue Shield, Cigna, Colorado HealthOP, Humana, Access
Health Colorado and Rocky Mountain Health Plans. Provider accessibility is very good;
however, the out-of-pocket expenses for medications are prohibitive for some PLWH without the
ADAP subsidy.
This increased access and additional services reduced unmet need in the TGA (see Table 16
on page 13), improving health outcomes seen through retention in care and viral suppression.
Retention in care and viral suppression rates measured through the HIV continuum of care (see
page 14 for definitions), have increased from 2015 to 2017 (see Table 21).
Table 21. Viral Suppression Rates in TGA 2015-2017
2017*
2015
2016
n
%
n
%
n
%
Total Diagnosed
6,917
100.0
7,253
100.0
7,452
100.0
Retained in Care
5,008
72.4
5,352
73.8
5,864
79%
Virally Suppressed 4,642
67.1
5,025
69.3
5,232
70%

2017**
n
%
7,393
100.0
5,818
78.7
5,188
70.2

*Includes Broomfield County
**Excludes Broomfield County; Broomfield County was removed from the Denver TGA as of FY18

2) Describe How Changes in the Health Care Landscape Affect the Following:
a) Service provision and the complexity of providing care to PLWH in Denver TGA
Medicaid provides case management under the Medicaid expansion, but the degree to which
Medicaid-sponsored case management is culturally responsive to PLWH and aligns with MCM
funded through the Part A program remains unclear. The coordination between Medicaid-funded
case management and Part A-funded case management needs to be closely examined in the
coming year to ensure that effective services are being provided, efforts are not being duplicated,
and that there are not gaps in care for PLWH.
According to the Colorado Department of Health Care Policy and Financexxviii, members of
Colorado’s Medicaid Program have access to comprehensive mental health and substance use
disorder services. Medicaid-funded mental health and substance use disorder services are
provided through behavioral health organizations (BHO). Eligibility is based on a list of covered
diagnoses. Thus, if a client has one or more of the covered diagnoses, they have access to
medically necessary behavioral health services.
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Benefits and services available for members of Colorado’s Medicaid Program include but are
not limited to: assertive community treatment, drug screening and monitoring, individual and
group therapy, medication management, outpatient psychiatric services, recovery services,
residential mental health services, respite services. Though mental health services and substance
use disorder treatment are coordinated and available through Medicaid, stigma, cultural factors
and reluctance to engage in treatment remain barriers.
b) Changes in RWHAP Part A allocations, including activities related to health insurance
premium and cost sharing assistance
For its FY19 priorities setting and resource allocations process, DHRPC seriously considered all
additional benefits provided by the expanded Colorado Medicaid program. As a result, the
DHRPC decreased allocation to outpatient/ambulatory medical services, and. increased MCM
funding to ensure coordination with outpatient medical services. RWHAP Part B covers costs
related to health insurance premium and cost sharing assistance in the TGA.
B. Planning Responsibilities
1) Planning and Resource Allocation
The City and County of Denver has a functioning planning process consistent with HRSA
HIV/AIDS Bureau (HAB) program requirements. The Denver HIV Resources Planning Council
(DHRPC) is a mayoral appointed board that fulfills the federal requirements and conducts the
community input and planning process. Both DHRPC and DHR reside in the Community and
Behavioral Health Division, of the Department of Public Health & Environment, in the City and
County of Denver. A memorandum of understanding between DHRPC and DHR describes the
organizational structure and mutual relationships between DHR and DHRPC.
DHRPC meets monthly and has five committees (Evaluation and Assessment, Leadership,
Membership Development, Metro Denver HIV Service Coalition, and Priorities) that carry out
essential planning functions. The Priorities Committee was put on hold in 2018 due to staffing
changes and the tasks were assumed by the Leadership Committee. A contingency workgroup
was added in 2017 to monitor national or state legislation and regulations that could negatively
impact the ACA and Medicaid expansion. The workgroup meets on an as needed basis pending
adverse local, state, or national changes.
a) Description of the community input process
The priority setting and resource allocation process for FY19 was multistep and began with
the annual retreat on February 22, 2018. It concluded with the priority setting and resource
allocation meetings on August 9 and 16, 2018.
Annual Trainings. Member training includes one-on-one onboarding and mentoring of new
members (January and February 2018); a full-day annual retreat; training segments in monthly
DHRPC meetings on service categories (April-June 2018); two data trainings; and a two-hour
evening meeting to process data and get answers to questions.
The annual retreat was held on February 22, 2018, and the content included an overview of
the DHRPC mission, vision, and values; grantee and Planning Council roles and responsibilities;
responsibilities of mayoral appointees; ethical considerations of the role; the grievance
procedure; and bylaws. DHRPC worked on community agreements or mutual agreements on
how to work together as a group. The afternoon session focused on facilitation techniques and
group process. Members used these skills in a mock meeting discussing various relevant issues.
The retreat was well attended and viewed as successful by members.
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DHRPC members developed a training series on service categories that was presented by
members at the monthly April-June DHRPC meetings. The 14 service category summaries each
included: HRSA definition of the service category, a simple definition, service utilization data,
allocation history, impact on care continuum, and people living with HIV’s need for service.
Data trainings are held prior to the priority setting and resource allocations meetings to
prepare members to make informed decisions. The data trainings were two hours long and held
during the day (July 24, 2018) and in the evening (July 30, 2018) to accommodate DHRPC
members’ work schedules. The Data Booklet and PowerPoint presentations were given to all
DHRPC members either in paper form or electronically. DHRPC added a session on August 2nd
to answer lingering questions and provide data to questions identified in the Data Trainings. The
meeting included a panel of people living with HIV to share their perspective on important
services needed to maintain their health. The mock Q-sort, typically conducted in May or June
of each year, was moved to August 2 so the Data training information could inform the mock Qsort. Mock Q-sort results were then used as a discussion point during the priority setting meeting.
Data Booklet. The Evaluation and Assessment Committee reviews existing data sets and
develops an outline for the Data Booklet. The Data Booklet content is updated each year to
provide information on standard data elements required by HRSA (epidemiology, care
continuum, unmet need and service gaps, service utilization and cost data) and to fulfill DHRPC
member data needs. New analyses can be added, and less useful sections can be removed based
on the Planning Council’s data needs and current interests. Various analysis contained in the data
book change from year to year based on the data as well as planning council needs and
interests. Some figures don’t change much from year to year so there is no need to include them
in the document each year. For those, we include the analysis every couple of years.
Listening Sessions. Community listening sessions reach out to PLWH at convenient
locations, times and events. This involves DHRPC members and staff attending community
advisory boards, support groups or other gatherings of PLWH. These sessions were organized
like focus groups, with the primary intent to collect information on what services people need,
identify barriers to services and allow attendees to describe how to improve services. Relevant
information is included in the Data Booklet and shared with DHR. DHR can then address
programmatic issues and, if applicable, modify service delivery. Sessions help to recruit new
DHRPC members, help to publicize DHRPC monthly meetings and its open comment period,
and recruit community members to speak at the priority setting meeting. One listening session
was conducted in Spanish on June 2018 at Clinica Tepeyac, an agency that provides services for
people who primarily speak Spanish, and another was held June 24, 2018, at It Takes a Village
(ITAV), an agency in Aurora, Colorado that primarily serves the African American community.
An attendee at ITAV listening session agreed to speak at the priority setting meeting.
Priority Setting. The priority setting meeting was held August 9, 2018, with a quorum of
DHRPC members. Both the priority setting and resource allocation meetings were facilitated by
a professional facilitator with over nine years of experience working with the DHRPC. The
content of the priority setting meeting was designed to set the stage for sound decision-making
and prioritization. Discussion included: an overview of the priority setting process; a review of
the Council’s mission, vision, and values, as well as a discussion of the Denver Principles; a
review of conflict of interest and ground rules; a presentation by a community member living
with HIV on their experience with services in the TGA; a discussion of service categories and
specific information on two proposed services categories for FY19 (other professional services
and linguistic services); a discussion of whether to add, maintain or delete service categories to
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Part A and MAI; a discussion of directives and an update on active directives; and a discussion
of the mock Q-sort results and whether the results accurately depicted member’s sentiments.
DHRPC uses an Internet-based Q-sort process to determine the ranking of service
categories. This allows members to prioritize service categories over the weekend when rested
and not at the end of a long meeting. The FY19 service categories selected for prioritization
included FY18 service categories plus the two proposed service categories. No new directives
were added for FY19.
Resource Allocation. The resource allocation meeting was held August 16, 2018, with a
quorum of DHRPC members in attendance. Members disclosed potential conflicts of interest,
and ground rules were revised to set the tone of the meeting. DHRPC members reviewed and
discussed the Q-sort priority ranking of service categories for Part A and MAI. Members voted
to accept the ranking developed via the Q-sort. The group reviewed the process for discussion
and voting, as well as Planning Council members’ responsibilities in allocating resources.
Discussion also included the core medical services waiver and its implications, the need to
allocate funds by percentage rather than dollar amount, and cost data and reallocation history
from the Data Booklet. DHRPC members reviewed private, state or federal funding that could
be used to support the prioritized service categories so that Ryan White funds could be used as
the payer of last resort. This document is a subset of the larger resource inventory submitted with
the Colorado HIV/AIDS Strategy and the Statewide Coordinated Statement of Need.
MAI funds were allocated by the whole DHRPC rather than breakout groups used for Part A
funding. Members spoke of the needs witnessed in their communities that supported funding of
various service categories. Specific recommendations for funding levels were made and
discussed, with a vote on consensus figures.
The allocation process for Part A funds was slightly different from that of MAI, with
members organized into three relatively equal-in-size groups based on gender, race/ethnicity,
community member/provider or PLWH. Within the groups, members made funding level
recommendations and discussed their reasoning. The groups reconvened and presented their
recommendations to the whole DHRPC. Through discussion, agreed-upon funding levels were
identified and approved through a voice vote. In addition, the group allocated resources based
on a three to ten percent funding reduction scenario. Funding reductions beyond 10 percent
would require reconvening DHRPC to reallocate funds.
As part of the priority setting and resource allocation process, DHRPC evaluates the process
to assess members’ satisfaction with data and presentations used in decision-making, the meeting
process and facilitation, and aspects of decision-making required by HRSA. The results of the
formal evaluation inform the sections below.
i. Involvement of PLWH and their priorities in the planning and allocation processes.
Involvement of PLWH and their priorities in the FY19 planning and allocation processes is
evidenced by DHRPC composition and an emphasis on the needs of people living with HIV.
DHRPC members were asked to rate their agreement (5 indicating “strongly agree”) with the
statement, “PLWH were involved in the priority setting and resource allocation process.”
Members rated this statement 4.9 on a five-point Likert scale. DHRPC members were asked to
rate their agreement with the statement “the priorities of PLWH were discussed in the priority
setting and resource allocation process.” Members rated this statement 4.8 on a five-point scale.
DHRPC members are asked what information they used to make priority-setting decisions. In
this survey, 95.7 percent of DHRPC members reported they used “the opinions, perspectives and
priorities of community members and PLWH” when considering priorities.
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In FY18, the DHRPC has 30 members: 29 voting members and one nonvoting member (Part
A Program Manager). Of the 29 voting members, 13 (44.8%) are unaligned PLWH. Four
additional people living with HIV are planning council members but work for Part A funded
organizations. DHRPC has two community co-chairs, and one community vice-chair; at least
one of these must be a PLWH. Currently, one of three leadership positions are held by PLWH.
Membership and its reflection of the HIV epidemic in the TGA is reviewed annually, typically in
July. The identified representation gaps inform recruitment for the subsequent planning year,
which is conducted in September and October. With people living with HIV representing almost
half of DHRPC membership, the group can engage in robust conversations about the service
delivery system and how well the needs of PLWH are being met. For example, some PLWH
voiced greater support for medical care than emergency financial assistance and housing, while
others urged a higher priority for support services to sustain those with fewer financial resources.
These insights were critical in the planning and allocation processes for FY19.
ii. Community input and funding changes. DHRPC members were asked to rate their
agreement (5 indicating “strongly agree”) with the statement, “Community input was discussed
in the priority setting and resource allocation process.” Members rated this statement 4.4 on a
five-point Likert scale. Community input is brought to the table via needs assessments, listening
sessions, open comment time at the monthly DHRPC meetings and committee meetings and
most importantly by people living with HIV who are decision makers on the planning council.
DHRPC members were asked to rate their agreement with the statement “Potential increases
or decreases in the Ryan White Part A award were discussed in the priority setting and resource
allocation process.” Members rated this statement 4.6 on a five-point Likert scale. As
previously described, the planning council developed two resource allocation scenarios: flat
funding and reduced funding. While the reduced funding scenario was difficult it resulted in
meaningful conversation about the service delivery system.
iii. MAI funding consideration during the planning process. DHRPC members were asked to
rate agreement with the statement “The needs of historically underserved populations were
considered when setting priorities and allocating resources.” Members rated this statement 4.5
on a five-point scale. DHRPC members were asked to rate agreement with the statement “MAI
funds were discussed during the priority setting and resource allocation process to enhance
services to minority populations.” Members rated this statement 4.7 on a five-point scale.
As previously described, MAI resource allocation uses a slightly different process than Part
A so the specific needs of communities of color can be taken into consideration by the full
Planning Council. The disproportionate impact of HIV on the African American and Latino
communities is described in the Data Booklet. A review of in-care/out-of-care data and the HIV
care continuum data provides insight into differential health access and outcomes for PLWH
who are African American, Latino, Hispanic, American Indian or Asian/Pacific Islander. This
information is provided to DHRPC members in the Data Booklet and in the data trainings.
iv. Use of data in priority setting and allocation processes to increase access, ensure access
for WICY, and reduce disparities in access. DHRPC members were asked to rate their
agreement with the statement “Data were used in the priority setting and resource allocation
process to optimize access to core medical services.” Members rated this statement 4.8 on a fivepoint Likert scale. DHRPC members were asked to rate their agreement with the statement
“Data were used in the priority setting and resources allocation process to reduce disparities in
access to HIV care in the TGA.” Members rated this statement 4.6 on a five-point Likert scale.
One-hundred percent of DHRPC members report using “the Data Booklet and data provided to
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me” when setting priorities. DHRPC members are asked which data they used to prioritize
service categories. The top three data sources used during priority setting are: “needs assessment
and discussion of unmet needs and service gaps” (95.7%), “data booklet and data provided to
me for this process” (95.7%), and “opinions, perspectives and priorities of community members
and people living with HIV” (95.7%). Data Booklet analysis such as the care continuum, unmet
need (in-care/out-of-care), and epidemiology with disproportionate impact and emerging trends
breakout the data by gender and age groups denoting infants, children, and youth.
v. Significant changes in the prioritization and allocation process from FY18 to FY19. The
most significant process change from FY18 to 2019 was the addition of a meeting on August 2nd
to ensure members had an opportunity to fully process the various data, get answers to lingering
questions and to hear from a panel of people living with HIV who are planning council members.
In previous years, the mock Q-sort was used to help members become familiar with the Internetbased technology. This year, the timing of the mock Q-sort was changed to ensure members
finished the various data trainings before they completed the mock Q-sort.
2) Administrative Assessment
a) Assessment of grant recipient activities to ensure timely allocation/contracting of funds and
payments to contractors
The assessment of administrative mechanism (AAM) procedure examines:
1) percentage of service dollars obligated within 120 days of receipt of the first notice of
grant award by the grantee;
2) percentage of contract reimbursement invoices paid within 30 days of their receipt by
DHR contract administration staff;
3) whether the percentage of service dollars allocated by service category was at least equal
to, or greater than, those contained in the annual priorities and allocations certification;
4) the extent to which the applicable directives were implemented.
DHRPC staff completed the AAM in September 2018. The total number of service awards in
FY17 was 63, with 17 providers. All contracts were reviewed for obligation of funds within 120
days and for speed of contract invoice reimbursement. The findings were:
1) Of the 63 awards reviewed, 39 (61.9%) had service dollars obligated within 120 days. On
average, it took 165 days for the service dollars to be obligated, with a range of 86-352 days.
2) The total number of awards reviewed to assess invoice processing was 53. These
contractors submitted 362 invoices and 272 (75.1%) were paid within 30 days. On
average, invoices were paid within 41 days, with a range of 0-198 days. DHR allowed
service providers to generate invoices prior to the execution of the NGA, which may
explain the delay in payment from contracts at the beginning of the fiscal year.
3) Of the 12 funded Part A service categories with allocated funds, the percentage of service
dollars expended were less than those initially allocated in 4 service categories (early
intervention services, mental health services, outpatient substance use services, and
psychosocial services). The difference was due service utilization being lower than
expected and the use of other sources of funding. Of the five funded MAI service
categories, 3 service categories (medical case management, early intervention services,
and outpatient substance use services) expended less than initially allocated due to
service utilization being lower than expected and the use of other sources of funding.
4) The directives that were implemented in FY17 are the Oral Health Fund directive and the
EFA and housing services directive. Oral Health Care was listed as the top unmet need in
multiple successive needs assessments. Out-of-pocket costs were described as a major
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barrier to service for clients. To address this need, an Oral Health Fund was established in
FY17 via directive. This directive establishes a fund to pay for dental services and client
cost sharing. At Resource Allocations, the DHRPC votes on the percentage of Oral
Health Care funding that will go into the Oral Health Fund. DHR sets limits per
individual through the standards of care process. In FY17, $59,333 was allocated to the
Oral Health fund and all funds were expended. Eighty-five clients used the fund with an
average cost of $698. Additionally, Denver HIV Resources implemented the EFA and
HSG directive from the Planning Council in FY2017 by providing a quarterly report to
the Leadership Committee and then to the Planning Council. DHR requested a report
quarterly from the Single Payer Administrator for the Denver TGA and compiled the data
into aggregate categories on which was reported. The Planning Council was made aware
of the full expenditure of funds and the collaboration with the Colorado Department of
Public Health & Environment (CDPHE) who contributed additional funds to provide
EFA and HSG services within the TGA for the remainder of FY2017. In FY2018, the
Part A program did not fund EFA nor HSG, therefore the directive was not implemented
in FY2018.
For FY17, contracts were processed with the City and County internally for the first time, rather
than hiring an external contractor. Therefore, the process was not as streamline as it has been in
previous years. The AAM findings will be presented to the Leadership Committee of the
DHRPC on September 28, 2018.
3) Letter of Assurance from Planning Council Chair(s) or Letter of Concurrence from
Planning Bodies- See Attachment 6
4) Resource Inventory
a) Coordination of services and funding streams
i. Jurisdictional HIV resources inventory table. See Attachment 5
ii. Narrative description identifying needed resources and/or services. DHRPC updates a
resource inventory annually for use in the resource allocation process to ensure Part A funds are
used as the payer of last resort. DHRPC and DHR are committed to expanding the availability of
services, reducing duplication and bringing newly diagnosed PLWH into care. Last year,
DHRPC and CDPHE collaborated on an extensive prevention and care resource inventory to
inform the COHAS. The smaller annual resource inventory done by DHRPC was used as a basis
to inform the more extensive resource inventory, which is included as Attachment 5.
During resource allocation, DHRPC members completed an exercise to identify private, state
or federal dollars that could be used to support the prioritized service categories so that Ryan
White funds could be used as the payer of last resort. This document is a subset of the larger
resource inventory submitted with the SCSN.
The review of the resource inventory and the needs of PLWH from needs assessments and
community listening sessions identified the need for expanded and more robust psychosocial
support services, housing and emergency financial assistance, especially more long-term
assistance to help them address basic subsistence needs. In addition, the MCM system is
experiencing significant stress as the result of an expanding population in the TGA. The number
of new clients increased from 720 in 2015 to 1,208 in 2016 (a 67.8% increase), and MCM
agencies report high caseloads and wait lists. This is corroborated by focus group respondents
who describe case managers as overwhelmed and say delays in receiving services are common.
Ryan White Part A FY19 Grant Application
Denver TGA H89HA00027

Page 40 of 54

DHR and CDPHE collaborated to address this need. CDPHE will fund housing services and
emergency financial assistance throughout the state, including the TGA. This frees up Part A
funding to expand MCM and psychosocial support services. The proportion of Part A funding
allocated to MCM increased from 24.06% in FY17 to 30.33% in FY18. Funding for
psychosocial support services increased from 3.69% in FY17 to 4.41% in FY18.
WORK PLAN
The RWHAP Part A HIV Care Continuum and funding for core and support services are aligned
with HRSA’s goals of increasing access to services and decreasing HIV health disparities among
affected subpopulations and historically underserved communities, including through MAI
funding. Through tracking the PLWH that are diagnosed, linked to care, retained in care and/or
virally suppressed, the TGA is able to identify and target subpopulations to reduce HIV health
disparities. Coordinating with significant partners throughout the TGA increases access to care,
which is measured through the HIV Care Continuum.
A. HIV Care Continuum Table and Narrative
1) HIV Care Continuum Table: See Attachment 7
2) HIV Care Continuum Narrative
a) Use of HIV Care Continuum in planning, prioritizing, targeting and monitoring resources
By examining the proportion of PLWH engaged in each stage of the HIV Care Continuum, the
DHRPC can pinpoint where gaps exist in connecting PLWH to sustained, quality care and can
provide direction to DHR on system improvements and service enhancements to better support
individuals as they move from one stage in the continuum to the next.
Figure 10. HIV Care Continuum 2015 – 2017 in Denver TGA

In keeping with NHAS, CDPHE and DHR are dedicated to ensuring all PLWH are
diagnosed; linked to consistent, optimal HIV medical care; and receive the full benefits of
antiretroviral treatment, including viral suppression. To this end, all HIV-positive individuals are
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considered the top priority from both an HIV prevention and care perspective. To monitor
progress and ensure these goals are met, CDPHE and DHR developed a statewide HIV Care
Continuum (disseminated as the Surveillance Data Reference Guide). This “dashboard” model is
used to show both the number and proportion of PLWH who are engaged at each stage of HIV
care. The engagement in the continuum of care for all PLWH in the TGA, as well as engagement
data among key populations, is used in planning, prioritizing, targeting and monitoring available
resources in response to needs. DHR examines dataxxix showing linkage to care and retention in
care to determine funding for outpatient/ambulatory services for RWHAP Part A. Additionally,
the state uses these data to determine ADAP funding, and RWHAP Part B utilizes these data to
determine funding allocation. The HIV Care Continuum is used to set goals, measure progress
and identify areas for improvement for HIV services in the state and TGA.
1. How DHR uses the HIV Care Continuum in Planning. DHR recognizes that the HIV Care
Continuum is central to evaluating the health outcomes of Part A services on TGA clients
and provides essential information on how to improve service delivery by highlighting those
areas where improvement has slowed. Therefore, the TGA uses this information to set
priorities for service categories and, in alignment with local needs, designs services to
strategically target specific subpopulations (e.g., PWID, MSM) of PLWH with appropriate
services, resources and providers along the continuum. It also continuously uses this tool to
monitor and address areas in need of improvement. The TGA has established baselines and
set goals for linkage to care, retention and engagement in care and viral suppression using the
Health and Human Services Common Core Indicators and the HIV Care Continuum.
2. How DHR uses the HIV Care Continuum to Prioritize and Target Key Populations. The
TGA’s analysis of health disparities focused on community viral suppression, because this is
the ultimate measure of successful care and treatment according to NHAS. According to
CDPHE, in 2017, there were 5,722 PLWH with a VL result; this represents 55% of the total
number of PLWH in the TGA (10,468). Of these, 5,188 (90.7%) had a suppressed VL; 444
(7.8%) had a VL from 201 to 99,999 copies; and 90 (1.6%) had a VL greater than or equal to
100,000. The following is a discussion of community viral suppression by standard
demographic categories, including race/ethnicity, age, gender, males by exposure category
and females by exposure category.
3. How DHR uses the HIV Care Continuum to Monitor Available Resources in Response to
Needs. The HIV Care Continuum is central to evaluating the health outcomes of Part A
services of TGA clients and provides essential information on how to improve service
delivery by highlighting those areas where improvement has slowed. Therefore, the TGA
uses this information to set priorities for service categories and, in alignment with local
needs, designs services to strategically target specific subpopulations, e.g., PWID, MSM, of
PLWH with appropriate services, resources and providers along the continuum, continuously
using this tool to also monitor and address areas in need of improvement. In addition, the
TGA has established baselines and set goals for linkage to care, retention and engagement in
care and viral suppression using the Health and Human Services Common Core Indicators
and the HIV Care Continuum (see Attachment 7). Current gaps include a 20% gap between
those diagnosed and those who have had at least one care visit in the past year; a 21% gap
between those diagnosed and those engaged in care in the past year; and a 30% gap between
those diagnosed/engaged in care in 2017 and those who are virologically suppressed. The
FY19 award will be used to address these gaps by supporting a more integrated approach to
EIIHA across prevention; Part A and Part B providers; complementary MCM and case
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management services and psychosocial support to improve retention in care and adherence to
prescribed treatment regimes. DHR is collecting baseline data in 2018 and uses those data to
set priorities and targets, adjust plans and monitor progress on the HIV Care Continuum.
Several partners work to improve engagement and outcomes through utilization of the
continuum of care, including the Denver Health HIV Primary Care Clinic, Colorado AETC,
CHIP and DHR. Attachment 5 shows services provided by each partner.
b) Evaluation of efforts to impact the HIV Care Continuum in Denver TGA
As a result of the COHAS, HIV Care Continuum data is monitored every six months beginning
in 2017 (rather than annually). In previous years, DHR has incorporated an overview of the
holistic HIV Care Continuum into evaluation efforts. In 2019, DHR will continue site visits with
providers directly engaged in the continuum of care to provide information on the client-provider
interaction that will support DHR in incorporating evaluation of the HIV Care Continuum into
planning efforts. In addition to the ongoing site visits, DHR will assess provider capacity to
evaluate the new metrics for the EIIHA plan. This includes assessing provider-level HIV
continuum of care and health outcomes among clients. The HIV continuum of care is the
foundational perspective in which clinical quality management (CQM) is developed and
implemented. For more information, see CQM section starting on page 49.
B. Funding for Core and Support Services
1) Service Category Plan
a) Service category plan table
The service category plan table is submitted as Attachment 8. No core medical services waiver
was submitted prior to the submission of this application.
b) Service category plan narrative
After thoroughly examining the epidemiological information gathered for the FY19 priorities
setting and resources allocation process, DHRPC chose to focus MAI funding on services
specific to the most impacted minority populations in the TGA. For populations experiencing
health inequities, MAI funding will be utilized in FY19 to address these disparities and impact
health outcomes along the HIV Care Continuum. The most impacted minority populations in the
TGA are Hispanics and Blacks.
Hispanics. Hispanics accounted for 22.3%xxx (615,947) of the Denver TGA’s total population,
yet accounted for 36.7% (111) of the 312 new HIV diagnoses in the TGA for 2017. Among the
TGA’s 10,468 PLWH in 2017, Hispanics accounted for 21.1% (2,209) of all PLWH.
Blacks. In 2017, Blacks accounted for 5.3%xxxi (147,626) of the Denver TGA’s total population,
yet accounted for 14.1% (44) of the 312 new HIV diagnoses in the TGA for 2017. Among the
TGA’s 10,468 PLWH in 2017, Blacks accounted for 17.1% (1,790) of all PLWH.
The FY19 MAI-funded service categories—early intervention services (EIS), medical case
management (MCM), mental health services, psychosocial support services and substance use
services—are designed to be delivered as a package, i.e., MAI Coordinated Care. The funded
FY19 MAI providers will work in tandem to coordinate a smooth and easy transition to the full
array of Part A services. EIS will identify the targeted populations mentioned above who need to
be linked to care. Once identified, EIS will hand clients off to a medical case manager at It
Takes A Village (a predominantly Black-staffed human service provider serving Black clients)
or Servicios de La Raza (a Hispanic-staffed human service provider serving Hispanic clients)
who will evaluate the client using the TGA’s Acuity Tool to determine whether the client needs
mental health services provided by It Takes A Village, La Clínica Tepeyac or Metro Community
Ryan White Part A FY19 Grant Application
Denver TGA H89HA00027

Page 43 of 54

Provider Network; substance use services provided by It Takes A Village; and/or psychosocial
support services provided by It Takes A Village or Servicios de La Raza to help facilitate their
entry into HIV care and treatment. The medical case manager will follow the client through the
process while coordinating all activity among the client’s healthcare provider, other MAI
providers and RWHAP Part A providers. Although MAI services do not differ from RWHAP
Part A services, they are provided by a Black-staffed human service provider in the Black
community, It Takes A Village, as well as Metro Community Provider Network, and Hispanic
human service providers in the Hispanic community, La Clínica Tepeyac and Servicios de La
Raza (which has a particular focus on monolingual Spanish speakers). All four MAI human
service providers also provide RWHAP Part A services, but the MAI services focus specifically
on Black and Hispanic PLWH.
By supporting the Part A service goals of the FY19 plan, MAI activities will help improve
client-level outcomes for the targeted minority PLWH populations by assisting individuals to
engage in and remain in primary care. Ongoing efforts to reduce disparities in HIV diagnosis
rates will be broadened through the use of MAI funds to link people of color into care at greater
rates, including individuals who are living with HIV but are unaware of their HIV status. DHR
aims to ensure that MAI services are provided through culturally competent providers with deep
roots in the communities they serve. For example, MAI funds are provided to La Clínica
Tepeyac—a clinic that has assisted underserved members of the Hispanic population, including
the indigent, undocumented and monolingual, for over 20 years. The MAI services will be
evaluated through the TGA’s quality management program and annual site visits to the MAI
providers. The results of the evaluation of services will be reported to the TGA’s Quality
Committee as soon as they are available. The DHRPC will receive evaluation results through
one of the quarterly quality management reports submitted to DHRPC.
c) Core Medical Services Waiver: Not Applicable
RESOLUTION OF CHALLENGES
The Denver TGA continues to strive to deliver the best possible services aimed at increasing the health of
PLWH while adhering to the RWHAP legislation and accompanying policies. In FY18, the Recipient has
worked to resolve a number of challenges through collaboration with the PC, consumers, funded
providers, CDPHE colleagues, and DPH colleagues.

Table 22. Resolution of Challenges for RWHAP Part A in Denver TGA
Challenges/Barriers

Proposed Resolutions

Intended Outcomes

Colorado HIV/AIDS
Strategy (COHAS): A
Statewide Collaborative
Plan for HIV Prevention
and Care
Implementation of the
COHAS.

CDPHE plans to work
with all Planning bodies
in the jurisdiction to
update them on COHAS
goal progress so that the
Denver TGA can
continue to improve the
service system to address
gaps in the care
continuum.

Use of a single, aligned
Integrated HIV
Prevention and Care
Plan with common
indicators for
Prevention and Care
services in all funded
jurisdictions with
standardized reporting
for all contributing
jurisdictions in order to
improve care and
prevention outcomes
across Colorado.
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Challenges/Barriers

Proposed Resolutions

Intended Outcomes

Mortality
Recent surveillance
analyses of mortality have
highlighted the need to
work across the system to
address this issue.

In 2016, the state of
Colorado had 116 deaths
among PLWH. Among
these, 34.5% had an HIV
associated cause of death
listed on the death
certificate. This is a
reduction from 2015. In
2015, out of 150 deaths
among PLWHs, 46.7%
of deaths had an HIV
associated cause of death
(Source: 2016 Colorado
Epi Profile)
The Part A grantee will
work with providers to
implement the CLAS
Standards to address the
needs of a diverse client
population across the
RWHAP Part A-funded
services.

Reduce preventable
mortality through a
concerted effort across
the RWHAP Part A
portfolio to address the
needs of those at risk of
preventable mortality.

Culturally Competent
Care
Increase provision of
culturally responsive care
to effectively meet the
needs of a diverse
population of clients in
RWHAP Part A services.
HIV and Aging
As more of the Denver
TGA’s PLWH benefit
from the improved health
outcomes and longevity
associated with SVL,
additional comorbidities
associated with HIV and
aging must be incorporated
in the system of care. As of
December 31, 2017, 54%
of PLWH in Colorado are
over 50. Among RWHAP
Part A clients active in
FY18, 34% were over 50.
Youth and Young Adults
Between Jan 1 and Dec 31,
2017, 41% of new
diagnoses were in persons
13-29 years of age. Given
that young people are less
likely to be linked in a
timely way to HIV care
and less likely to be virally
suppressed than older
PLWH, addressing the
needs of youth is essential
to reducing disparities in
HIV outcomes in the TGA.

The Recipient will
convene providers across
the Denver TGA to share
research, assess service
resources for PLWH
over 50, and develop
initial recommendations
to improve care for this
population.

In FY17, persons under
29 represented 15% of
all active clients living
with HIV in the Denver
TGA; a greater
proportion were served
in MCM, OAM, EIS.
However, gaps in care
continue to persist.

Current Status for RWHAP
Part A Program/Care
Continuum
Continue to work to increase
engagement in care, increase viral
suppression, and increase cure
rate for those infected with HCV.

Increase the provision
of culturally competent
care to meet the needs
of a diverse population
so that all persons
served with RWHAP
Part A funds can have
access to quality care
and services.
Reduce the effect of
comorbidities on
PLWH over 50 in order
to improve health
outcomes and reduce
preventable mortality.

Work to better meet the needs of a
diverse client population so that
all have the tools to become
virally suppressed.

Increase understanding
of the care patterns and
needs of youth with
HIV, in collaboration
with the PC. The
Recipient will work
with providers to
engage youth in
services and adequately
meet their needs.

The Denver TGA will continue to
work to increase youth
engagement in care, increase
support for adherence and support
services, and increase viral
suppression for PLWH aged 1329.

Ryan White Part A FY19 Grant Application
Denver TGA H89HA00027

Work to improve the quality of
care and reduce preventable
mortality for PLWH over 50.

Page 45 of 54

Challenges/Barriers

Proposed Resolutions

Intended Outcomes

Denver TGA Funding
Need to increase Denver
TGA program efficiency in
light of continued formula
funding reductions,
resulting from increased
HIV prevalence in the
South and Midwest.

The PC, supported by
the Recipient, will
continue to review all
service categories to
determine how to
continue to address the
needs of PLWH in the
Denver TGA with
reduced resources.
The PC added this
service category during
the Priority Setting and
Resource Allocation
process for FY19;
however, it is not funded
in FY19 to allow time to
develop service
standards.
The PC added this
service category during
the Priority Setting and
Resource Allocation
process for FY19;
however, it is not funded
in FY19 to allow time to
develop service
standards.
The Part A grantee will
work with the City
Attorney and City
Controller to determine
more expeditious
methods of contract
execution. The grantee
will also develop new
budget and invoicing
forms along with new
internal tracking
systems.
Part A and Part B will
collaborate and work
together to develop on
reporting system to
replace the use of
CAREWare (Part A) as
well as ARIES and
REDCap (Part B).

Determine the most
valuable RWHAP Part
A models of service by
continuing to review all
payers of services,
monitor contracts for
POLR, and review
impact of services.

Linguistic Services
The PC determined that the
lack of provision of
linguistically-appropriate
services were a barrier to
Part A clients in the
Denver TGA.

Legal Services
The PC determined that
Legal Services were an
unmet need for Part A
clients in the Denver TGA
facing new SSDI
evaluations procedures.

Subrecipient Contracting
In FY17, DDPHE brought
all subrecipient contracting
in-house using City and
County systems. This
change, and the required
learning curve for all
involved, has caused
contracting and payment
delays for subrecipients.

Data Reporting System
Currently, the Ryan White
Part A grantee uses
CAREWare for data
reporting and the Ryan
White Part B grantee uses
ARIES and REDCap.
Different reporting systems
is challenging for providers
as well as coordination at
the grantee level.

Current Status for RWHAP
Part A Program/Care
Continuum
The Recipient will review and
plan for reductions in the
administrative costs of the
program, reviewing all consultant
contracts closely and planning to
bring many grant administrative
functions in-house.

To increase
linguisticallyappropriate services to
Part A clients whose
primary language is not
English.

In FY19, the grantee will work
with the PC to develop the service
standards for this service
category.

To provide Legal
Services to Part A
clients.

In FY19, the grantee will work
with the Planning Council to
develop the service standards for
this service category.

To decrease the amount
of time between
contract selection/
award of subrecipients
and contract execution.
Also, to improve the
amount of time between
invoice submission by
subrecipients and
invoice payment.

The grantee has begun initial
discussions with the City Attorney
and the City Controller regarding
potential changes to the
contracting process for FY19.

To ease the reporting
burden of all HIVfunded providers in the
State of Colorado,
including those in the
Denver TGA and to
improve data
integration and data to
care activities.

Representatives from the Part A
and Part B grantees met in July
2012 to begin data system
discussions, which are ongoing.
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EVALUATION AND TECHNICAL SUPPORT CAPACITY
A. Clinical Quality Management (CQM)
The goal of the DHR Quality Management Program is to improve the health and quality of life
for PLWH who reside in the Denver Transitional Grant Area (TGA). Specifically, the DHR
Quality Management Program shall develop, assess, measure, monitor and execute process
improvements to optimize core medical and support services for PLWH within the TGA.
1) Analysis of Performance Measure Data to Evaluate Disparities in Care and Actions Taken to
Eliminate Disparities
Data collected routinely from the Ryan White Part A providers include client level demographic
data, health outcomes data as well as service utilization data. The DHR Quality Management
Plan includes the HIV Core Measures established by the HIV/AIDS Bureau as well as
performance measures that have been identified as priorities locally. Data analysis starts with
basic validation of the data to ensure any underlying problems with data collection are noted and
addressed. Sociodemographic data including race/ethnicity, gender, age and others are reviewed
and compared to the overall population to evaluate disparities in care experienced by special
populations. Additionally, the Disparities Calculator provided by the Center for Quality
Improvement and Innovation is utilized to systematically compare disparities experienced by
target populations including Transgender people, MSM of Color, African American and Latina
Women and Youth ages 13-24. Performance measure data are organized into run charts and
presented to the DHR Quality Team and Quality Committee for review at a minimum of
quarterly. Significant variances in data trends are discussed and Quality Improvement projects to
address the disparities are launched when appropriate. Additionally, sub-recipients that have
robust internal data systems regularly collect analyze and review HAB performance measure
data to evaluate disparities in care at the agency level and identify QI projects accordingly.
Smaller agencies have expressed barriers to collecting and analyzing HAB performance
measures and this year the DHR QM Program is launching a project to provide this information
to sub-recipients at a minimum of quarterly.
Below are activities completed in FY18 or currently underway that are aimed at building
capacity to better understand and/or optimize service delivery across the Denver TGA to
eliminate disparities in care:
● Working with service providers to improve data collection, quality and submission for
people who identify as Transgender
● Providing quality improvement focused technical assistance for Part A and MAI funded
service providers
● Analyzing data from MCM Client Experience Survey and identifying improvement areas
● Hosting QI trainings for sub-recipients, Quality Committee Members and DHRPC
members to build capacity for QI within the Part A system
● Updated the EIS standards of care to better guide service provisioning and target services
toward people who are newly identified as living with HIV
● Working with all service providers on subrecipient-specific quality improvement
projects, including close monitoring of performance measures, and other related data
● Maintaining a Quality Committee that reviews data processes and system performance
measure including disparities in care
2) Use of CQM Data to Improve Patient Care, Health Outcomes, or Patient Satisfaction and/or
Change Service Delivery in the Jurisdiction
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The Denver TGA is in the process of revising the continuum of services with several long-term
projects developed and implemented in the last few years. All projects are data driven and were
developed with the goals of improving patient care/healthcare outcomes, patient experience,
resource utilization and provider experience. The Quality Management Program regularly
evaluates the progress and impact of these projects to ensure that they are on track to meet
defined goals. Projects include:
1. Medical Case Management Initiative: A 5-year quality improvement project designed to
help transition the case management efforts in the TGA to a more coordinated model of
care. The project is aimed at optimizing Medical Case Management in the TGA and is
specifically focused on the four pillars of the quadruple aim: healthcare outcomes, client
experience, resource utilization and provider experience. This project utilizes various data
sources to identify areas for improvement including: HAB performance measures, results
from the client experience survey and results from the provider experience survey.
Additionally, during FY18, this project is focused on better understanding resources
utilization including the cost of medical case management services as well as gaps and
overlaps in the service. Once this is better understood, quality projects will be designed to
address inefficiencies Specific CQM data driven activities for the MCM Initiative during
FY18 include:
a. Expanding client access to Emergency Financial Assistances and Housing Services.
b. Streamlining referral process between community-based organizations and clinics.
2. Data Program Improvements: In recent years, DHR has identified opportunities for
improvement within the Data Program. FY18 will focus on better understanding data
quality issues, identifying potential solutions and developing a plan to improve data
collection and analysis. The completion of this project will improve DHR’s ability to
identify data driven quality projects. Specifically, this project will:
a. Continue to leverage the partnership with the CDPHE to improve data quality and
provider experience.
b. Work with providers to ensure that sound quality assurance practices are in place.
c. Update CAREWare to better track service delivery.
d. Offer regular trainings to providers on CAREWare utilization to improve the
provider experience and enable them to closely monitor performance measures.
ORGANIZATIONAL INFORMATION
A. Grant Administration
1) Program Organization
With over 20 years of experience as a RWHAP Part A Recipient, the Denver TGA is committed
to efficient program administration, aiming to maximize the effectiveness of HIV services. In
FY17, the Denver TGA spent more than 96.8% of its RWHAP Part A formula award and 97.5%
of its MAI award.
The Denver Department of Public Health and Environment (DDPHE) has recently undergone
several impactful organizational changes, including becoming accredited as a Local Public
Health Agency (LPHA) by the Public Health Accreditation Board (PHAB) for five (5) years on
March 14, 2017. DDPHE was originally established as the Department of Environmental Health
(DEH) on January 1, 1996 via an amendment to the City and County of Denver Charter.
Simultaneously, the creation of the Denver Health and Hospital Authority (DHHA) – former
Denver General Hospital – and DEH replaced the former City and County of Denver
Department of Health & Hospitals. Historically, DEH and DHHA split public health duties,
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DEH maintaining regulatory control such as food safety, animal safety, and medical examiner
with DHHA maintaining direct client services such as indigent medical care, disease
investigations, HIV/STI/Immunization/Travel clinics, and vital records.
DEH is designated as the official public health agency for the City and County of Denver
with a Board of Health set in the Charter to make rules and regulations. On Election Day,
November 7, 2017, voters of the City and County of Denver approved the following two changes
to DEH: 1) change name of the department to Department of Public Health and Environment
(DDPHE) to better align with other public health agencies and to better reflect all duties of the
department, and 2) to increase the size of the Board of Health from five (5) members to nine (9)
members to align with peer communities of similar size and to allow for more diversity and a
broader base of expertise and experience to address the broader range of issues the department
now manages(e.g. marijuana, food producing animals, energy efficiency). In 2018, the Office of
Behavioral Health Strategies was integrated into DDPHE from the Department of Human
Services to align mental and behavioral health services across the City and County of Denver.
a) Description of RWHAP Part A funds administration in Denver TGA
The Mayor of the City and County of Denver is the CEO of the Denver TGA. The Mayor
has designated DDPHE as the administrative and fiscal agent for RWHAP Part A. The Denver
TGA’s RWHAP Part A program is administered by DHR in DDPHE Division of Community
and Behavioral Health. The Division is headed by a Director, who oversees 42 total staff in four
(4) programs, which includes 9.10 full-time equivalents (FTE) under the RWHAP Part A grant.
DHR is managed by a Public Health Program Manager (1.0 FTE). The Program Manager
provides overall management of the Part A grant and is responsible for the day-to-day operations
of DHR and its staff. The Grant Administrator (0.9 FTE) is responsible for grant administration,
execution of subrecipient contracts, invoice analysis and payment tracking information, as well
as providing fiscal technical assistance to subrecipients. The Grant Administrator will supervise
a new position, a Contract Administrator to oversee all day-to-day operations related to
subrecipient contracts including invoice processing. Quality Administrator (1.0 FTE) oversees
the CQM program, including the quality plan, quality activities, quality projects, the Quality
Team and Committee and CQM contractors and supervises a Quality Management Specialist
(1.0 FTE) that supports CQM activities. The Data Administrator (1.0 FTE) oversees CAREWare
data collection and reporting and data evaluation and analysis, provides data to help inform
programmatic and fiscal decisions, and will supervise a new position, a data analyst (1.0 FTE)
that supports all health informatics and data analysis.
DHR receives payroll and accounting support services from the City and County of Denver’s
Controller’s Office and Technology Services (TS), the information technology (IT) support
services from the DDPHE, which are provided via an indirect rate paid to DDPHE each year. In
FY19, per DDPHE policy, DHR will use a de minimus indirect rate equal to 10% of our
modified total direct costs (MTDC). In addition to covering accounting and IT support services,
the fee also includes office overhead expenses (e.g., utilities, rent, etc.). A senior financial
management analyst, senior accountant, and the accounting tech from the City and County of
Denver’s Controller’s Office are assigned to DDPHE to provide support for fiscal and
programming coordination, submit Federal Financial Report Cash Transaction Reports, and
request payment based on quarterly DHR expenditures. The City Attorney’s Office also provides
support for contractual activities. DHRPC activities are managed by a Program Administrator
(1.0 FTE), and overseen by the Division Director (0.20 FTE). An Administrative Support
Assistant III (1.0 FTE) provide administrative support to both the DHRPC and DHR.
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All grant administration activities are organized to provide transparent, proactive planning to
meet ongoing client needs and to ensure consistency across all funded programs. The
organizational chart can be found in Attachment 10. The only vacant staff position essential for
delivery, oversight or monitoring of the RWHAP Part A and MAI services/activities is the
Program Administrator for the DHRPC, which is currently being recruited with an expected start
date in October 2018.
b) If you administer the RWHAP Part A funds by a contractor or fiscal agent, describe the
staffing, fiscal agent scope of work or services to be provided, and how you will evaluate the
performance of the scope of work or services being provided.
DHR no longer contracts with a fiscal agent for RWHAP Part A funds.
2) Grant Recipient Accountability
DHR has copies of each subrecipient’s contracts and fiscal, program and site visit reports.
a) Monitoring
i. Three most common subrecipients’ monitoring findings and process and timeline for
corrective actions. The DHR staff and consultants have completed the annual site visits for
FY18. The FY18 site visits, both programmatic and fiscal, were conducted in August 2018. The
individual agency final reports and the aggregate summary report are pending. Any findings
from the FY18 site visits, therefore, cannot yet be reported. However, DHR typically reports site
visit findings from the most recent fiscal year’s site visit, or in this case, FY17. There were no
corrective action plans issued as a result of the FY17 site visits; however, three subrecipients
were required to submit detailed improvement plans on a monthly basis. These agencies were
also required to have technical assistance visits from DHR, all of which were completed in the
first quarter of FY17. The two corrective action plans issued as a result of FY 2013 site visits
have been addressed and conditions corrected appropriately. No corrective action plans have
been issued since FY 2013.
However, subrecipients do face common difficulties in program, administrative and fiscal
areas. For programming, some subrecipients have had difficulties collecting eligibility
determination documentation within psychosocial groups, because they allow for “drop-ins” and
cannot refuse to provide services on the basis of eligibility or related documentation. DHR staff
and consultants continue to provide technical assistance to agencies affected by this challenge.
DHR is taking this into consideration as a centralized eligibility system is weighed as a viable
option for the TGA.
Administratively, some organizations find challenges in complying with the Community
Advisory Board requirements because they work with populations unable or unlikely to serve on
those boards (e.g., undocumented immigrants, PLWH with co-occurring conditions). DHR is
working with agencies to develop alternative methods for soliciting client input, including a
review of the TGA’s standards of care requirement. Although this is a challenge for many
agencies, some that serve special populations are particularly challenged by this requirement.
A common fiscal challenge found among subrecipients is the lack of written fiscal policies
and procedures, despite compliance with those policies and procedures. DHR staff and
consultants are providing technical assistance, including templates and reviews, to those agencies
that require additional support and documentation in this area. This continues to be an area in
which subrecipients show marked improvement year after year. The subrecipients within the
Denver TGA are committed to compliance with federal regulations and best practices.
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The process and timeline for corrective actions is that if a subrecipient has significant fiscal
or programmatic deficiencies which are identified during a site visit, an improvement plan or a
corrective action plan is issued based upon the severity of the deficiency. An improvement plan
consists of specific standards that a subrecipient needs to improve before the next site visit in
order to further come into alignment with the TGA standards of care and to further improve its
score. Subrecipients required to complete an improvement plan by DHR are offered technical
assistance to make the recommended improvements; depending on the need, a mini site visit may
be scheduled within the first quarter of the subsequent fiscal year to monitor the progress of the
improvements, and the recommended improvements will be thoroughly reviewed at the annual
site visit. If, however, the subrecipient has not implemented the recommended improvements
after three consecutive site visits, including the mini site visits, a corrective action plan will be
issued. A corrective action plan consists of DHR conducting an investigation to determine the
root cause of the deficiency—whether, for example, it arises from a procedural or structural
problem within the subrecipient or perhaps is the result of a change in policy that the
subrecipient has not fully implemented. After DHR’s investigation, the subrecipient and DHR
will devise a plan to correct the finding and develop a timeline, not to exceed 90 days, for
implementation of the plan. DHR will then complete a corrective action report, outlining the
deficiencies found, the proposed corrective action, and the timeline for follow-through.
The corrective action report is provided to the subrecipient, who must submit documentation
to show when and how the agreed-upon corrective action was completed. The documentation
assists DHR in the final step of the corrective action process: following up to ensure that the
subrecipient has complied with all of the components of the plan. After the documentation is
received by DHR, a follow-up site visit will be scheduled within two weeks of DHR receiving
the documentation to verify that the deficiencies have been corrected. If the subrecipient has not
complied with the terms of its corrective action plan by the date indicated, DHR may provide the
organization with more time, withhold invoice reimbursement or terminate the organization’s
contract. DHR’s response depends on the circumstances that have perpetuated the
noncompliance. If a subrecipient is experiencing structural or financial challenges that are
impeding compliance and the management team appears to have made a legitimate effort to
address the deficiencies without success, DHR may decide to extend the timeline for compliance
with the corrective action and conduct a second follow-up review. If, on the other hand, the
organization seems unable to comply with the standards for improvement without mitigating
circumstances, DHR will withhold invoice reimbursement until the corrective action is
implemented or terminate the organization’s contract for noncompliance.
ii. Process for ensuring subrecipient compliance with single audit requirement. DHR
annually requests a copy of the most recent single audit report, typically during site visits, many
of whom were in process and would forward the audit report upon completion. In addition, if a
single audit is required, the subrecipients are required to upload to the clearinghouse. If any
subrecipients were out of compliance with this requirement, DHR would withhold payment of
funds until subrecipients were in compliance. In the TGA, there are currently five subrecipients
that meet the OMB single audit requirement for entities receiving over $750,000 in combined
federal funding. All five subrecipients (100%) have submitted their most recent single audit
findings to DHR and are compliant with the audit requirement.
iii. Findings in subrecipient reports and corrective actions. There were no findings from
subrecipient OMB single audit reports or program-specific reports completed in FY17 and
submitted to DHR as part of their fiscal site visit that required corrective action.
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b) Third-party reimbursement
i. Process to ensure subrecipients pursue third-party reimbursement. DHR staff and
consultants provide training and technical assistance on the National Monitoring Standards, and
the Payer of Last Resort and Medicaid Certification requirements specifically to new and
existing contractors. The Ryan White Part A Standards of Care are an attachment to every
contract and include the fiscal and administrative standards. The fiscal and administrative
standards are reviewed annually and include the requirements for Payer of Last Resort training
for staff, Payer of Last Resort fiscal policies and procedures, and agency certification to bill
Medicaid for Medicaid-eligible services. DHR verifies that all subrecipients providing Medicaideligible services are Medicaid certified or are in process of gaining Medicaid certification. DHR
reviews the agency policies and procedures to ensure that there are scheduled reviews for each
agency’s policies and procedures. DHR recommends that policies and procedures are reviewed
at least every three years.
The DHR fiscal agent reviews and approves monthly invoices (reimbursement requests
and supporting documentation) to ensure that agencies are pursuing third-party
reimbursements prior to requesting reimbursement from DHR. Eligibility is certified every
12 months and recertified at least every six months.
ii. Process to conduct screening and eligibility ensuring RWHAP is payer of last resort. The
DHR staff and consultants review client files annually at site visit monitoring to ensure that
agencies are screening clients for eligibility for Ryan White Part A as well as for other thirdparty resources (including Medicaid, Medicare, other insurance plans and foundations). DHR
staff reviews the policies and procedures for eligibility and client files to ensure that agency staff
members are implementing processes to meet the Payer of Last Resort requirement.
iii. Monitoring and tracking source and use of recipient and subrecipient program income.
The DHR fiscal agent and project director review the budgets for the Ryan White Part A funded
agencies to ensure compliance with the requirements for tracking of any program income. At this
time, the Denver TGA and its subrecipients are not collecting any program income.
c) Fiscal oversight
i. Process to coordinate fiscal and program activities. The program expenditure process
involves five staff members: the DHR fiscal agent, responsible for DHR fiscal activities; the
quality administrator for DHR, responsible for clinical quality management; the project director
for DHR, responsible for day-to-day operations; a senior financial management analyst from the
City and County of Denver’s Controller’s Office assigned to DDPHE; and a senior accountant
from the Controller’s Office assigned to DDPHE. These five staff members meet monthly to
ensure fiscal and program activities are coordinated, and they meet at least quarterly to share
information regarding subrecipient expenditures. The fiscal agent tracks subrecipient monthly
expenditures by approved budget line items through Excel spreadsheets.
On a quarterly basis, the senior accountant and the senior financial management analyst
submit the Federal Financial Report Cash Transaction Report and request payment based on the
quarterly expenditures of DHR via the federal Payment Management System (PMS). Grant
expenditures are captured and tracked within an assigned grant fund, and quarterly PMS
drawdowns are used to reimburse the City and County of Denver for expenditures that have
been supported by the City’s case reserves during the previous quarter. DHR is reviewing the
policies and procedures to ensure that all areas of the grant regarding UOB are in full
compliance, as there were significant changes implemented in FY17 and FY18. Should UOB
arise within a fiscal year, DHR is prepared to accurately report this to HRSA.
Ryan White Part A FY19 Grant Application
Denver TGA H89HA00027

Page 52 of 54

ii. Process to separately track formula, supplemental, MAI and carryover funds. The
Controller’s Office tracks all Ryan White Part A funds in a separate, assigned grant fund to
ensure that the City does not comingle funds. Formula, supplemental and MAI funds are
separately tracked by DHR staff through two Excel spreadsheets. One spreadsheet tracks
formula, supplemental and MAI awards by service category based on the percentages established
by DHRPC—the spreadsheet shows the dollar amounts allocated to each service category. The
spreadsheet contains a column for formula funds, a column for supplemental funds and a column
for MAI funds to show how each of the amounts is allocated. Another spreadsheet tracks
individual subrecipient allocations and expenditures through approved budget line items. As with
the previous spreadsheet, subrecipient allocations and expenditures are separated into a formula
column, a supplemental column and, if applicable, an MAI column—the amounts in the
respective columns reflect the subrecipient’s total allocation, expenditures and balance
remaining. DHR first utilizes formula and MAI funds and then supplemental funds for
subrecipient reimbursement. DHR has not historically had any carryover funds. DHR is
reviewing the policies and procedures to ensure that all areas of the grant regarding carryover
funds are in full compliance, as there were significant changes implemented in FY2017 and
FY2018. Should the need for carryover funds arise within a fiscal year, DHR is prepared to
accurately report this to HRSA.
Additionally, DHR staff and staff from the Controller’s Office meet regularly to ensure that
all program expenditures are tracked correctly. DHR staff and the Controller’s Office continue
to review internal processes to ensure accuracy in monitoring the account expenditures.
iii. Process for reimbursing subrecipients. The fiscal agent receives the monthly invoices with
supporting documentation from the subrecipients, reviews the expenses against the current
approved budget, approves the invoice and submits to the Controller’s Office accounts payable
unit for payment. Upon receipt, the Controller’s Office “budget checks” the invoice before the
invoice can be paid. After authorization from the fiscal agent, the Controller’s Office issues
subrecipient reimbursement. The City offers both electronic funds transfer (EFT) and physical
check options for receiving reimbursement. The City operates on a Net-30 process for payments,
with an average turnaround time of 15 days.
B. Maintenance of Effort (MOE) - See Attachment 11.
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