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BIG IDEAS
ENDING THE HIV EPIDEMIC —
SUPPORTING ALL PEOPLE LIVING WITH HIV AND REDUCING NEW TRANSMISSIONS

CONCERTED EFFORTS ARE NEEDED TO
GET BACK ON TRACK TOWARD ENDING
HIV FOLLOWING COVID-19
WHILE COVID-19 IMPACTED VIRTUALLY EVERYONE,
in some ways, the disruptions caused by the
pandemic have been even greater for the HIV
community than others. People living with HIV and
persons in need of HIV prevention services rely
extensively on functioning health systems and a
range of social services, including housing and food
and nutrition assistance. The pandemic caused many
clinics and community-based organizations (CBOs) to
close, HIV community health workers were deployed
to assist with the emerging crisis, and countless
resources were allocated to mount an emergency
response. While the impact of the pandemic on
people living with and at risk for HIV is not fully
understood, we know that services were interrupted,
resulting in fewer HIV tests being administered and
reduced access to pre-exposure prophylaxis (PrEP),
syringe services programs (SSPs), and other HIV
prevention and harm reduction services. Gaps and
challenges also were experienced by some persons
who receive HIV treatment services, raising concerns
that people will fall out of HIV care.
We know that the impacts of the pandemic were not
equally shared, with marginalized populations facing
even poorer health outcomes than others. While
many HIV providers and infectious disease experts
were trained and able to help lead the COVID-19
response, this impacted the HIV response. In addition
to HIV services disruptions, critical HIV research was
delayed or stopped, and now significant parts of
the HIV workforce remain deployed to the COVID-19
response. These challenges have resulted in immense
burnout of the HIV workforce. As we move into
a future with growing rates of vaccine protection
and improvements in COVID-19 treatments, but still
lingering concerns related to future COVID-19 variants,
a critical question we must ask is, “How do we make
up for lost ground and get back on track toward
ending the HIV epidemic in the U.S.?”

COVID-19 HIGHLIGHTS
THE NEED FOR INCREASED
HIV FUNDING AND A GREATER
FOCUS ON OVERCOMING
BARRIERS TO SERVICES
To make up for lost ground in the HIV response,
urgent action is needed to:
Analyze and publish data on HIV
transmissions, clinical outcomes, and other
key metrics to allow for timely policy
responses at the jurisdictional level
Increase federal discretionary HIV funding
to support the successful implementation
of the Ending the HIV Epidemic Initiative (EHE)
and the National HIV/AIDS Strategy
Bolster support for the Minority AIDS Initiative
(MAI), and re-invest in community-based
organization (CBO) capacity building
Embrace the disruptive innovation brought about
by COVID-19 to improve HIV services delivery

Four years ago, the last Administration launched the
Ending the HIV Epidemic Initiative (EHE), and the
nation set a goal of ending the HIV epidemic in the
United States by 2030. This effort had an initial focus
on 48 of the more than 3,000 US counties responsible
for half of all HIV transmissions, along with seven
rural states, the District of Columbia, and San Juan,
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Puerto Rico. Achieving the EHE’s goals by 2030
was always ambitious. HIV is heavily concentrated
among historically underserved, marginalized, and
disadvantaged communities: racial, ethnic, and sexual
and gender minorities continue to make up most new
HIV infections. Research demonstrates that weakened
health systems and reduced access to safe and
affordable housing are magnified among communities
disproportionately impacted by the syndemics of HIV,
sexually transmitted infections (STIs), viral hepatitis,
and substance use and mental health disorders.
The COVID-19 pandemic has likely amplified these
syndemic effects and further challenged efforts to
meet the 2030 goals.
By applying lessons from COVID-19 to the HIV
response, we can take action to have the biggest
impact on communities with the greatest needs.
Focused action in three key areas can move us
forward:

1. FROM OBSERVATION TO
ANALYSIS: THE IMPACT OF
COVID-19 ON HIV
To combat longstanding inequities, more timely data
are needed to respond to and allocate resources
toward the demographic and geographic groups most
vulnerable to COVID-19 and HIV. Early observations
and analyses are beginning to demonstrate how
COVID-19 has impacted people living with HIV and
HIV services delivery, but they do not provide a
complete picture. We have incomplete data regarding
the breadth of impact from COVID-19. For example,
HIV testing declined, yet we do not know whether
HIV transmissions rose or fell. The pandemic caused
many jurisdictions to scale back or pause essential HIV
activities, and HIV services providers reduced their
office hours and suffered from decreased provider
and staff availability.1 While many providers were able
to maintain core services (e.g., prescription refilling,
diagnostics, and in-person appointments for urgent
medical care), others halted walk-in services, in-person
counseling, social support groups, and at-home visits.2
Furthermore, many subpopulations heavily impacted
by HIV lost income and employment, resulting in
increased financial distress while simultaneously
needing to navigate complicated and overwhelmed
unemployment insurance systems; many individuals
also lost or were forced to switch insurance coverage.3
Disruptions in HIV prevention and treatment services
were represented in national data, with temporary but
significant declines in HIV/STI testing, PrEP initiation,
and hepatitis C treatment starts, with some still falling
short of pre-pandemic levels.4 COVID-19’s impact on
transmission of these infectious diseases, however, is
less clear. While the Ryan White HIV/AIDS Program
reported increases in viral suppression during the
COVID-19 pandemic,5 these data may obscure large
variations from place to place and across populations.

POLICY ACTION: Analyze and publish data
on HIV transmission, clinical outcomes, and
other key metrics to allow for timely policy
responses at the jurisdictional level.
Using public health data to inform policy is often
challenged in two competing ways: 1) key data are
either unavailable or incomplete, or 2) so much data
are collected that they become difficult to analyze
and use in a meaningful way, especially when there
is a lack of professionals with the appropriate
expertise to analyze the data. An added challenge
related to COVID-19 is that as more data about the
early experience in the pandemic are becoming
available, the experience in 2020 seems increasingly
less relevant to 2022. Further, while national data
are critically important and can identify trends and
patterns that may not be observed from looking at
localized data sets, national data alone are insufficient
to guide jurisdictional (i.e., local, state, and tribal)
resource allocation and policy setting.
Efforts to standardize and improve HIV data collection
and reporting have progressed immensely over the
past decade through actions such as successive
iterations of the National HIV/AIDS Strategy and
the launch of the EHE, both of which identified and
standardized key metrics; the development of the
annual Ryan White HIV/AIDS Program Client-Level
Data Report by the Health Resources and Services
Administration HIV/AIDS Bureau (HRSA/HAB); the
issuance of more timely HIV surveillance data and
supplemental HIV surveillance reports with indicators
by the Centers for Disease Control and Prevention
(CDC), including through NCHHSTP Atlas Plus; and
non-governmental efforts, such as AIDSVu. The
multi-year investment in the CDC Data Modernization
Initiative is also an important effort to re-invest in
public health and use technological advances to
provide timely and actionable data in many areas.6 Still,
most data are collected annually and often released
months or years after internal review and updating,
and national data are not sufficiently granular
for identifying inequities, allocating resources, or
comparing performance across jurisdictions.
To accelerate efforts to end the HIV epidemic,
jurisdictions need to make planning decisions using
the best data available. The impact of COVID-19,
however, presents new challenges causing CDC to
delay the release of surveillance tables for 2020 and
they are not calculating incidence and prevalence
estimates for 2020 because they do not believe that
these data will produce reliable estimates. CDC will
not calculate these estimates until data anomalies are
rectified. Data for 2021 also are not yet available; thus,
to assist jurisdictions in making the most informed
priority setting and resource allocation decisions in
the near term, new strategies are needed. Where
feasible, provisional federal and state data should
be released; and local and state health departments
should be encouraged to use their own data when
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LIMITED DATA ON THE IMPACT OF COVID-19 ON HIV HINDERS
EFFECTIVE JURISDICTIONAL PLANNING
There is a critical need to use data to understand the impact of COVID-19
on HIV services and outcomes, but data gaps often make it difficult to make
informed resource allocation decisions. This is some of what we know:
Dual Burden of HIV and COVID-19 Exists: Counties hit hardest early in the
pandemic also have high HIV incidence/prevalence.[1] In NYC, fewer people
with HIV were fully vaccinated compared to the general population.[2]
In 2020, 50% of jurisdictions reported to CDC that they had scaled
back or paused essential HIV services.[3] CBOs and other public health
organizations reported COVID-19 limiting their operations.[4] This may have
had a disparate impact on jurisdictions and communities.[5]
45% fewer CDC-funded HIV tests were performed in 2020 compared
to 2019. HIV testing remained reduced 11-54% after states moved out of
initial pandemic shutdowns.[6]
After COVID-19 stay-at-home orders, weekly STI cases dropped. At the end
of 2020, STI cases surged.[7]
There was a 22% decrease in the total number of PrEP prescriptions and
a 25% decrease in the total number of new PrEP users between March
2020 and March 2021. Declines in PrEP prescriptions were associated with
having commercial insurance and younger age; distribution of vaccines was
associated with rebounds in PrEP prescriptions.[8]
Viral suppression among people with HIV receiving outpatient ambulatory
care services through the Ryan White HIV/AIDS Program (RWHAP)
increased by 1.3% from 2019 to 2020, however, various municipalities/
jurisdictions reported declines.[9] In San Francisco, the odds of viral nonsuppression are now 31% higher than before the pandemic. Black individuals
had persistent, unchanged disparities in viral suppression compared with
white individuals.[10]
CDC data show a 31% increase in drug overdose deaths from 2019 to
2020. The rise in overdoses demonstrates that conditions contributing to
the syndemics of substance use disorder, mental health, and HIV may have
worsened during the pandemic.[11]

GAPS IN
TIMELY DATA
CALL FOR
URGENT
SOLUTIONS
Surveillance data and
other core datasets do
not provide information
that is sufficiently timely
to guide policy
More work is needed to
help translate data for
use by policymakers
and the public to
shape federal and
jurisdictional policy
Evidence suggests that
there may be large
variations in the impact
of COVID-19 on HIV
services and outcomes
by population and
geographic area, but we
lack a systemic analysis

Emergency rooms reported increases in the number of people with acute
HIV who came to ERs believing that they were symptomatic for COVID-19.
Emergency rooms are a site where we often miss the opportunity to
diagnose HIV early. The pandemic may have facilitated earlier diagnoses and
engagement in care for some populations.[12]
Sources: [1] Gregorio A. Millett, New pathogen, same disparities: why COVID-19 and HIV remain prevalent in US communities of colour and
implications for ending the HIV epidemic, 23 Journal oF tHe int’l aids soCiety (Nov. 2020). [2] James M. Tesoriero et al., Notes from the Field:
COVID-19 Vaccination Among Persons Living with Diagnosed HIV Infection — New York, 71 Ctrs. For disease Control and prevention morbidity and
mortality weeKly report, 182-84 (Feb. 4, 2022). [3] Jonathan Mermin, Centers for Disease Control and Prevention, presentation From tHe o’neill
institute’s “GettinG baCK on traCK toward endinG tHe Hiv epidemiC” ConveninG 1, 2 (Dec. 7, 2021). [4] Susan S. Reif et al., The Effects of the COVID-19
Pandemic on Organizations Providing Services for People Living with HIV and Gender and Sexual Minorities in the Deep South, Ctr. For HealtH poliCy
and inequalities researCH at duKe university and soutHern aids Coalition (Jan. 2022). [5] Shan Qiao et al., Disparity in HIV service interruption in the
outbreak of COVID-19 in South Carolina, 25 aids beHavior 49-57 (Aug. 27, 2020). [6] Ethan Moitra et al., Impact of the COVID-19 pandemic on HIV
testing rates across four geographically diverse urban centres in the United States: An observational study, 7 tHe lanCet reG’l HealtH — ams. (2022).
[7] Melissa Pagaoa et al., Trends in Nationally Notifiable Sexually Transmitted Disease Case Reports During the US COVID-19 Pandemic, January to
December 2020, 48 sexually transmitted diseases (Oct. 2021). [8] Ya-Lin A. Huang et al., Impact of COVID-19 on HIV PrEP Prescriptions in the United
States–A Time Series Analysis, CliniCal inFeCtious diseases (Jan. 18, 2022). [9] Laura Cheever, HRSA’s Ryan White HIV/AIDS Program: Data During 2020,
the Beginning of the COVID Pandemic, presentation From tHe o’neill institute’s “GettinG baCK on traCK toward endinG tHe Hiv epidemiC” ConveninG 1, 5
(Dec. 7, 2021). [10] Loss of viral suppression by 31% in SF is deleterious to the individual and hinders treatment-as-prevention: the COVID-19 pandemic
is threatening the goals of the US EHE initiative, nat’l aids treatment advoCaCy proJeCt (2020). [11] Drug Overdose Deaths in the United States, 19992020, Ctr. For disease Control and prevention — nat’l Ctr. For HealtH statistiCs (Dec. 2021). [12] Greg Laub, Acute HIV Cases Have Doubled During
COVID-19, medpaGe today (Nov. 12, 2020).
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adjusted national data are not available, although
caution is warranted in shifting resources based on
data from 2020 and 2021 where cascading effects
due to the lockdown and COVID-19 waves likely make
these data unreliable. Concurrently, the White House
Office of National AIDS Policy (ONAP), the HHS Office
of Infectious Disease and HIV/AIDS Policy (OIDP),
or CDC and HRSA should convene a diverse group
of experts from within and outside government to
develop a short-term action plan for jurisdictional
planning, including consideration of the use of
supplementary data sources such as CDC’s social
vulnerability index data.7

2. ADEQUATELY FUNDING
AND SUPPORTING THE HIV
RESPONSE
A critical challenge to ending HIV is ensuring
sustained and adequate funding. Funds provided for
the domestic HIV response now exceed $28 billion
per year,8 an amount that exemplifies the country’s
commitment to responding aggressively to HIV. At
the same time, this funding has never been sufficient
to meet the level of need. There are concerns that as
policymakers respond to COVID-19 and other pressing
national challenges, the bipartisan commitment to
supporting the HIV response could be diminished.9
Most HIV funding is provided through mandatory
programs, such as Medicaid, Medicare, and the Social
Security programs. Policy action is needed in these
programs to protect health coverage for persons who
received Medicaid during COVID-19 and are at risk of
losing eligibility, as well as extending health coverage
for low-income uninsured people in Medicaid nonexpansion states. As we have previously discussed in
a recently released brief on improving the quality of
life of people living with HIV,10 there also is a pressing
need to bolster the level of income support provided
to people with disabilities receiving Social Security
Disability Insurance (SSDI) and Supplemental Security
Income (SSI). The federal discretionary budget,
however, may have the biggest impact on tailoring
programs to meet the needs of specific communities
heavily impacted by HIV, related syndemic conditions,
and COVID-19.

POLICY ACTION: Increase federal
discretionary HIV funding to support the
successful implementation of the Ending
the HIV Epidemic Initiative (EHE) and the
National HIV/AIDS Strategy.
One of the biggest challenges facing the HIV response
is inadequate and unstable funding at all levels of
government. As the federal government has assumed
a greater role in financing public health, however,

WEAK FEDERAL
FUNDING COMMITMENT
CAUSES CONCERN
The EHE set a goal in 2019 of reducing annual
HIV transmissions by 90% by 2030. Even if this
goal is no longer possible, the EHE has mobilized
action and has led to bipartisan support for new
discretionary HIV funding.
Overall HIV discretionary funding has been flat or
has grown very slowly over the last two decades,
and EHE increases have never kept pace with
projected need or successive Administration
requests. Congress’ failure to adequately fund HIV
programs results in more transmissions and worse
outcomes, driving up public and individual costs.

FALLING FURTHER BEHIND
ENDING THE HIV EPIDEMIC INITIATIVE FUNDING:
REQUESTED VERSUS APPROPRIATED
(US$ MILLIONS)

850

nn PRESIDENT’S BUDGET
REQUEST

725
670

nn APPROPRIATED

473.25
404.75
291

267

34.68
N/A
2019

N/A
2020

2021

2022

2023

F U NDI NG Y E AR
2022
SOURCE: Ending the HIV Epidemic (EHE) Funding Tracker, Kaiser
Family Found. tbl. 1 (Nov. 12, 2021); Domestic HIV Funding in the White
House FY 2023 Budget Request, Kaiser Family Found. tbl.2 (Mar. 30,
2022). Note: FY 2019 funding was re-allocated funds to launch the
Initiative, but not appropriated for this purpose. Congress has not yet
appropriated funding for FY 2023.

the focus on federal funding has become the critical
determinant of whether it will be possible to reach
our HIV prevention and care goals. Since COVID-19
has demonstrably harmed efforts to end the HIV
epidemic, new federal funding commitments are
needed to ameliorate this impact.
The enactment of the Affordable Care Act (ACA) and
its accompanying Medicaid expansion has resulted
in substantial gains in insurance coverage for people
living with HIV.11 At the same time, the Ryan White HIV/
AIDS Program is often the glue that holds together
the HIV health system by providing cost-sharing
assistance or supplemental services to insured people
with HIV, as well as providing primary health care to
uninsured people with HIV. Even with recent funding
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CBOs REMAIN THE BACKBONE
OF THE HIV RESPONSE
Part of the legacy of the early HIV response is
that people in communities all across America
stepped forward to provide critical services and
advocacy often in the face of government inaction
and failures. Many people with no prior experience
filled needs in their communities and formed new
organizations, sometimes out of their own homes
or their houses of worship.
Over time, we have allowed our network of
CBOs to weaken. Ending HIV requires a new
commitment to bolstering communities’ responses
to HIV and related syndemic conditions.
As efforts have been made to support
sustainability, many leading CBOs have become
health centers. This is a positive development,
but a consequence often has been a weakening
of their community roots or a singular focus
on addressing HIV prevention and care. More
disturbingly, many small Black or racial and
ethnic minority-led CBOs, often serving
communities that were historically the most
marginalized, have closed, leaving critical
gaps. For example, more than half of all HIV
transmissions occur among Black and Latinx gay
and bisexual men, yet very few organizations
rooted in these communities still exist
throughout the country. Further, many of the
communities most impacted by substance use
disorders and rising overdose deaths lack easily
accessible, trusted CBOs to provide services.
Congress has a critical role to play in re-investing
in the HIV CBO infrastructure. Congress and the
Administration must consider:
• Are the CBOs adequately supported to be
financially viable and effective at meeting
community needs?
• Do CBOs led by members of their communities
with competence, expertise, and trust exist to
serve all priority populations, such as gay men
of color, transgender people, people who use
drugs, or women of color, etc.?
• Are sufficient capacity building and technical
assistance resources available to ensure the
sustainability of these essential community
resources?

increases for the EHE Initiative, funding for the Ryan
White HIV/AIDS Program in FY 2022 is only 10.9%
higher than it was in FY2013 and is effectively lower
when considering medical inflation.12 HIV prevention

at the CDC has fared better due to increases in
funding for the EHE Initiative with its FY 2022 budget
28.4% higher than in FY 2013.13 Much of this increase,
however, was for the EHE, which is focused on specific
jurisdictions. CDC’s base HIV prevention program,
which serves the whole nation, increased by only 3%
compared to a decade earlier.14 Congress needs to
assess the impacts of the COVID-19 pandemic and
increase funding for critical HIV programs accordingly.

POLICY ACTION: Bolster support for the
Minority AIDS Initiative (MAI), and re-invest
in community-based organization (CBO)
capacity building.
As we observe disproportionate impacts of COVID-19
that exacerbate longstanding inequities in the HIV
response, it is important to ensure that resources at
the state and local levels are directed to communities
with the greatest needs. Similar to health departments
and clinical providers, CBOs also were impacted by
the pandemic.15 Special attention is needed to support
CBOs with established trust and led by members
of the communities they serve. It was this expertise
in public health crisis response during COVID-19
that enabled many of these same CBOs to support
COVID-19 testing and vaccination in communities
across the U.S.
An important resource to achieve this goal is the
Minority AIDS Initiative (MAI). Established in 1998, this
program represented a concerted effort by Congress
to focus more on the racial and ethnic minority
communities heavily impacted by HIV, with a key goal
being to build the capacity of trusted, communitybased providers to deliver high quality prevention and
care services. The program remains essential although
reforms should be considered to refocus MAI on its
original capacity building purpose and to ensure that
the resources are directed to activities that will have
the greatest impact. Unfortunately, Congress has
not invested adequately in the MAI, and it has never
achieved the appropriate prominence in the overall
HIV response. While most MAI funding is allocated by
agencies such as CDC, HRSA, and SAMHSA, the level
of this funding is not readily available. In FY 2022,
only $56.9 million was appropriated for the Minority
HIV/AIDS Fund (formerly called the Secretary’s
Minority AIDS Fund of SMAIF), which is only $6.9
million more than the funding level when the program
was established decades ago.17 Congress should
be encouraged to consider ways to strengthen this
program, and most importantly, provide the resources
necessary to achieve its intended impact.
A related issue is that the nation has not invested
sufficient funding and support for CBOs. Because
these organizations are led and staffed by people
from the most marginalized and underserved
jurisdictions and communities, they need ongoing
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resources, training, and support to remain viable.
Additionally, CBOs are often more known and trusted
by their communities and often have culturally
competent providers. And although most HIV tests
occur in healthcare settings, HIV positivity is higher
in non-health care settings. Thus, we need greater
investment in programs that bridge non-healthcare
settings with HIV primary care. There is often a lack
of funding and capacity at the federal and local
levels to support enough vibrant and financially
sound organizations. While some of the estimated
$380 million that Congress provides to state and
local health departments annually are re-granted to
CBOs, as governmental fiscal pressure collides with
increasing demands for core public health functions,
CBO funding has suffered. As an illustration of the
mismatch in investment for CBOs, the CDC’s budget
for FY 2022 provides resources to directly fund
fewer than three CBOs per state.18 Congress and
the Administration need to take several steps to
buttress the CBO response by increasing funding,
streamlining application and reporting requirements,
and providing more technical assistance to CBOs
and health departments. Importantly, better support
for HIV CBOs cannot be achieved solely by HHS
operating divisions, such as CDC and HRSA. HHSlevel compliance requirements for all grantees of
federal funds are often structured for large health
systems, and while they appropriately seek to
ensure accountability for taxpayer funding, they
create large obstacles to small CBOs applying
for and successfully competing for grant funds.
Congress should examine HHS funding and reporting
requirements and streamline such requirements for
CBOs to facilitate compliance.

continuity of critical HIV prevention and treatment
services during the pandemic was because clinics
and CBOs quickly established telehealth services.
Telehealth and telephone and video communication
platforms were used to deliver health care services,
facilitate participation in peer support groups, and
mitigate social isolation. Complex issues remain
related to payment, privacy and security protections.
Responding to client preferences and tackling the
Digital Divide that impedes equitable access to
these innovations also remains a work in progress.
Nonetheless, because the deployment of these
technologies are likely here to stay, a significant
portion of increased investment must be dedicated
to ensuring that even smaller CBOs have the
technology and staff capacity to deliver telehealth
services effectively and efficiently.
• Self-sample collection (e.g., self-testing at home):
Enabling individuals to swab themselves and collect
their own samples for HIV and STI screening was
a promising practice prior to the pandemic.20
Research has documented the effectiveness and
capacity of different populations to collect their own
samples, and many groups express a strong desire
to have this option.21 It can help overcome barriers
to screening for persons in rural areas or with
transportation barriers, as well as increase privacy
and convenience. While regulatory and insurance
policy questions remain, COVID-19 has provided a
proof of concept that this innovation has a role in a
re-designed system.
• 

3. EMBRACING THE OPPORTUNITY
OF COVID-19
TO DO THINGS DIFFERENTLY
At the beginning of the pandemic, many clinics and
providers impressively pivoted and put in place
new approaches and models of care to ensure that
critical HIV services continued. As we move forward,
it is important to assess which innovations and new
opportunities were created by the pandemic response
that should continue or be adapted to provide a more
sustainable future. Among the tools and strategies for
HIV services delivery that were either put in place for
the first time or gained new prominence are:
• The use of technology, including through
telehealth, to deliver services and address social
isolation: In a previous Big Ideas Brief titled,
Integrating Telehealth into HIV Services Systems Can
Help to Sustain Improved HIV Outcomes (October
2020),19 we describe the policy opportunities
and challenges that must be overcome to make
telehealth services a sustainable part of the HIV
response. In many ways, our ability to maintain

• Public-private partnerships: The public-private
partnership between the federal government and
pharmacies was crucial to improving the breadth
and efficiency of the COVID-19 vaccine rollout.22
These types of partnerships hold great potential
for tackling a variety of barriers to services such
as for persons in rural areas, for overcoming
community misinformation and mistrust, and for
tackling other problems.23
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WINDING DOWN COVID-19 EMERGENCY
RESPONSES THREATENS HARM
While we all welcome the end of the immediate COVID-19 crisis, the formal end of the Public Health
Emergency (PHE) and the end of exceptional COVID-19 relief could threaten critical services:
HEALTH CARE
The Families First Coronavirus Response Act of
2020 guaranteed that persons receiving Medicaid
could not be disenrolled due to a continuing
eligibility review until one month after the PHE
ends. As the nation enters a new phase with
declining COVID-19 cases, it is likely that the PHE
will end in the coming months, thus causing millions
of people to lose coverage or have eligibility gaps.
The American Rescue Plan Act (ARPA) lowered
Affordable Care Act (ACA) Marketplace monthly
premiums and provided enhanced subsidies
amounts, allowing some who were previously
ineligible for financial assistance to receive very
low premiums and deductibles. If the extended
subsidies disappear, premiums will sharply rise and
likely make coverage unaffordable for many.
The Coronavirus Aid, Relief, and Economic Security
(CARES) Act of 2020 provided $90 million in
supplemental funding for the Ryan White HIV/
AIDS Program for preventing, preparing for, and
responding to COVID-19 for Ryan White Program
clients. Funds could be used for expenses related
to extended operating hours and increased staffing
hours, additional equipment, workforce training,
capacity development, and services to support
social distancing, such as home delivered meals
and transportation. While this was intended to be
one-time funding, its loss could lead to services
cutbacks or staffing reductions at a time when
organizations are already stretched thin.
TELEHEALTH
Modified policies and relaxed HIPAA restrictions

POLICY ACTION: Embrace the disruptive
innovation brought about by COVID-19 to
improve HIV services delivery.
If many or all of the pandemic-related innovations
were adopted in the post-pandemic environment, it
could result in much more resilient and client-centered
systems of care. CDC, HRSA, and other federal
agencies should be asked to demonstrate how they
will adapt their internal operations and their funding
programs to facilitate the aforementioned innovations.
This should be guided by a vision of prioritizing
patient-centered care, improving equity, and reducing
population-level disparities. While recognizing that
funding through many federal programs is allocated

granted individuals the ability to access care from
anywhere via audio- and video-based platforms,
required services to be charged at least at parity to
in-person services, and allowed for home delivery of
medications. The conclusion of state PHEs and the
reinstatement of various policies could create new
barriers to receiving quality care.
HOUSING
Early in the pandemic, the CDC took an
unprecedented step to use its public health
authority to prevent most evictions for non-payment
of rent. In August 2021, however, the Supreme Court
invalidated this moratorium. It is estimated that 15
million people are now at risk of eviction.
The CARES Act allocated $65 million for the
Housing Opportunities for Persons with AIDS
(HOPWA) Program. Funding for the HOPWA
program has long been insufficient to meet the
needs of people living with HIV. Thus, the loss of
this emergency assistance puts additional pressure
on the program.

Sources: (1) Cynthia Cox et al., Without Build Back Better, Will the End
of the Public Health Emergency Leave Even More People Uninsured?,
Kaiser Family Found. (Mar. 2, 2022); (2) Nicol T. Lee N, et al., Removing
Regulatory Barriers to Telehealth Before and After COVID-19, brooKinGs
inst. and JoHn loCKe Found. (May 2020); (3) Stacy Weiner, What happens
to telemedicine after COVID-19?, ass’n oF am. med. Colls. (Oct. 2021);
(4) HUD HOPWA Program Issues Notice Implementing CARES Act
Supplemental Funding Provisions, nat’l low inCome Hous. Coal. (May
2020); (5) Federal Eviction Moratorium, nat’l low inCome Hous. Coal.; (6)
With Federal Moratorium Expiring, 15 Million People at Risk of Eviction,
tHe aspen inst. (July 2021).

by legislatively established formulas, agencies still
retain significant funding discretion. Given what we
have been through and what we now know is possible,
how will agencies utilize their discretion for positive
and continuously improving change? Similar questions
should be asked of health departments, CBOs, and
clinics to ensure that we adapt to the COVID-19
pandemic in ways that make our programs more
resilient and the HIV response more effective.

THE TIME IS NOW
Although ending HIV and supporting our communities
has never been easy, COVID-19 created additional
obstacles on the path to ending HIV by 2030. It
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also has likely deepened existing inequities while
heightening our understanding of the structural
barriers that complicate efforts to achieve our goals.
As we celebrate the leadership we observed, we also
must respond to the lessons learned to continuously
improve efforts to reduce new HIV transmissions and
better support all people living with HIV.

ENDNOTES
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slide/ryan-white-hiv-aids-program-federal-funding-fy1991-fy2022/.
13 See Centers for Disease Control and Prevention Fiscal Year 2015
Justification of Estimates for Appropriation Committees, dep’t
oF HealtH and Human servs. 1, 89, https://www.cdc.gov/budget/
documents/fy2015/fy-2015-cdc-congressional-justification.pdf;
Lindsey Dawson & Jennifer Kates, Domestic HIV Funding in the
White House FY 2023 Budget Request, Kaiser Family Found. tbl.1
(Mar. 30, 2022), https://www.kff.org/hivaids/issue-brief/domestichiv-funding-in-the-white-house-fy-2023-budget-request/.
14 Id.

1

Lindsey Dawson & Jennifer Kates, Delivering HIV Care and
Prevention in the COVID Era: A National Survey of Ryan White
Providers, Kaiser Family Found. (Dec. 16, 2020), https://www.kff.
org/report-section/delivering-hiv-care-prevention-in-the-covidera-a-national-survey-of-ryan-white-providers-issue-brief/.

2

Id.

3

Karen Roush, COVID-19 Job Losses Leave Many Without Health
Insurance, 120 am. Journal oF nursinG 13 (Aug. 2020).

4

See, e.g., Harvey W. Kaufman et al., Decreases in Hepatitis C
Testing and Treatment During the COVID-19 Pandemic, 61 am.
Journal oF preventive med. 369, 372 (May 2021); The effects of
the COVID-19 pandemic on the HIV response, UNAIDS 1, 4 (Sep.
8, 2021), https://www.unaids.org/sites/default/files/media_asset/
effects-of-covid19-pandemic-on-hiv-response_en.pdf.

5

Laura Cheever, HRSA’s Ryan White HIV/AIDS Program: Data During
2020, the Beginning of the COVID Pandemic, presentation From
tHe o’neill institute’s “GettinG baCK on traCK to endinG tHe Hiv
epidemiC” ConveninG 1, 2 (Dec. 7, 2021).

6

Jeffrey S. Crowley & Landon Myers, Big Ideas: Data Modernization
Is Needed for a Syndemic Approach to Fighting HIV, o’neill
institute For nat’l and Glob. HealtH law (Nov. 20, 2021), https://
oneill.law.georgetown.edu/wp-content/uploads/2021/11/BI-DataModernization-211120.pdf.

7

CDC/ATSDR SVI Fact Sheet: What is Social Vulnerability?, aGenCy
For toxiC substanCes and disease reGistry (Oct. 15, 2020), https://
www.atsdr.cdc.gov/placeandhealth/svi/fact_sheet/fact_sheet.html.

8

Federal HIV Budget, Hiv.Gov (Mar. 23, 2021), https://www.hiv.gov/
federal-response/funding/budget.

9

Gregorio Millett, Vice President & Director, Public Policy, amfAR,
PRIME SESSION 1: 40-year HIV pandemic – Plenary session at
the 23rd International AIDS Conference: Casualties on the road
to ending HIV: Context matters in addressing HIV disparities
(July 7, 2020).

10 Jeffrey S. Crowley, Sean E. Bland & Anna Reed, Big Ideas:
Improving the Quality of Life of People Living with HIV Must
Guide the Implementation of the National HIV/AIDS Strategy,
o’neill institute For nat’l and Glob. HealtH law (Feb. 24, 2022),
https://oneill.law.georgetown.edu/wp-content/uploads/2022/02/
Big-Ideas-Improving-the-Quality-of-Life-of-People-Living-withHIV.pdf.
11 Medicaid enrollment changes following the ACA, mediCaid and
CHip payment and aCCess Comm’n (MACPAC), https://www.macpac.
gov/subtopic/medicaid-enrollment-changes-following-the-aca/.

15 S. Reif et al., The Effects of the COVID-19 Pandemic on
Organizations Providing Services for People Living with HIV and
Gender and Sexual Minorities in the Deep South, Ctr. For HealtH
poliCy and inequalities researCH at duKe university and soutHern
aids Coalition (Jan. 2022), http://sac-aac.com/documents/
reports/SAC-COVID19Report-January2022.pdf.
16 Regina Aragón & Jennifer Kates, The Minority AIDS Initiative,
Kaiser Family Found. 1, 1 (June 2004), https://www.kff.org/wpcontent/uploads/2013/01/minority-aids-initiative-policy-brief.pdf.
17 See id. at 3 fig 2; Dawson & Kates, supra note 13.
18 See Notice of Funding Opportunity PS21-2102: Comprehensive
High-Impact HIV Prevention Programs for Community Based
Organizations, Ctrs. For disease Control and prevention (Nov. 20,
2020), https://www.cdc.gov/hiv/pdf/funding/announcements/
ps21-2102/cdc-hiv-nofo21-2102-rfa.pdf; Notice of Funding
Opportunity Announcement PS22-2203: Comprehensive HighImpact HIV Prevention Programs for Young Men of Color Who
have Sex with Men and Young Transgender Persons of Color, Ctrs.
For disease Control and prevention (Nov. 19, 2021), https://www.
cdc.gov/hiv/pdf/funding/announcements/ps22-2203/CDC-RFAPS22-2203_Final.pdf.
19 Jeffrey S. Crowley & Sean E. Bland, Big Ideas: Integrating
Telehealth Into HIV Services Systems Can Help to Sustain
Improved Outcomes, o’neill institute For nat’l and Glob. HealtH
law (Oct. 9, 2020), https://oneill.law.georgetown.edu/wp-content/
uploads/2020/10/Big-Ideas-HIV-Telehealth-1.pdf.
20 See Robin J. MacGowan et al., Effect of Internet-Distributed HIV
Self-tests on HIV Diagnosis and Behavioral Outcomes in Men
Who Have Sex With Men: A Randomized Clinical Trial, 180 Jama
internal med. 117-25 (Jan. 1, 2020).
21 Christopher B. Hurt & Kimberly A. Powers, Self-testing for HIV
and its impact on public health, 41 sexually transmitted diseases
10-12 (Jan. 2014); Increasing Access to HIV Testing Through
Direct-to-Consumer HIV Self-Test Distribution – United States,
March 31, 2020—March 30, 2021, 70 Ctrs. For disease Control and
prevention morbidity and mortality weeKly report (MMWR) 1322,
1322-23 (Sep. 24, 2021), https://www.cdc.gov/mmwr/volumes/70/
wr/mm7038a2.htm.
22 The Federal Retail Pharmacy Program for COVID-19 Vaccination,
Ctrs. For disease Control and prevention (Mar. 7, 2022), https://www.
cdc.gov/vaccines/covid-19/retail-pharmacy-program/index.html.
23 Health, pub.-private p’sHips KnowledGe lab, https://
pppknowledgelab.org/sectors/health.

APRIL 2022
Prepared by Landon Myers, Kirk Grisham, and Jeffrey S. Crowley.
This brief is a product of the HIV Policy Project of the O’Neill Institute for National and
Global Health Law and was supported by Gilead Sciences, Inc. This brief was informed
by a stakeholder consultation in December 2021 and was developed with input from
community stakeholders and in partnership with Gilead Sciences. The views expressed
are solely those of the authors.
http://bit.ly/USHIVpolicyproject

