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l INTRODUCTION

The Atlanta-Sandy Springs-Marietta Metropolitan Statistical Area (Atlanta MSA) is a 28-county
jurisdiction located in the north and northwest region of the state of Georgia. Widely known as
the home of the growing central city of Atlanta, the Atlanta MSA-continues to struggle with
inner city issues within the confines of a largely rural state. Among the struggles that loom large
is the ongoing fight against HIV/AIDS. Ranked 5% among the top 12 Metropolitan Statistical
Areas for cumulative AIDS cases in 2007, the Atlanta MSA bares a disproportionate burden of
the state of Georgia’s HIV/AIDS morbidity. More specifically, approximately two thirds of all
newly diagnosed cases in Georgia can be found within the Atlanta MSA. Fulton and DeKalb
counties alone account for over 50% of newly infected cases. The Georgia Department of
Community Health (Georgia DCH) recognizes the importance of allocating and leveraging
resources based on need. To this end, the Atlanta MSA Enhanced Comprehensive HIV
Prevention Plan (ECHPP) will focus on the following 5 counties that collectively account for 60%

of the state’s total HIV/AIDS morbidity; Fulton, DeKalb, Cobb-Douglas, Clayton and Gwinnett
counties respectively.

Efforts to address the HIV/AIDS epidemic in the Atlanta MSA must take into consideration a
confluence of factors including the current demographic make-up of the jurisdiction, socio-
economic trends, existing services and related structural and environmental factors that impact
the efficacy of HIV services and related outcomes.

The overarching goals of the Atlanta MSA ECHPP are consistent with that of the President’s
National HIV/AIDS Strategy 1) To reduce new infections 2) Increase access to care and improve
health outcomes for people living with HIV/AIDS (PLWHA) 3) Reduce HIV related disparities and
4) Ensure a more coordinated response. In support of Georgia’s efforts to meet these goals, the
Georgia Department of Community Health, HIV Unit and key stakeholders from multiple sectors
around the Atlanta MSA embarked on a comprehensive (albeit aggressive) assessment and
planning process. The result was a substantive assessment of the scale, scope and reach of
“required” interventions followed by a discussion of “recommended” interventions related to
the current continuum of HIV prevention and care services in the Atlanta MSA (figure A). The
information garnered from the assessment phase (situational analysis) informed the
development of intervention specific goals and objectives (the planning phase) that will drive
Georgia’s coordinated HIV prevention and care activities in the Atlanta MSA moving forward.

Overview of the Atlanta MSA

The Atlanta Metropolitan Statistical Area is the eighth largest metropolitan area in the United
States. Home to the central city of Atlanta (the capital of Georgia) the Atlanta MSA consists of
28 counties which span the entire northern third of the state. The estimated population of the
Atlanta MSA in 2008 was 5,376,285 persons. The budding metropolis of the Southeastern
United States, Atlanta’s growth reached epic proportions in the 1990’s. A city of perpetual



dichotomies one must only travel 40 minutes in either direction before the prominent skyline is
replaced with a rural landscape of an old world agrarian community.

The U.S. Census report for 2008 documented 421,570 residents in the Atlanta city limits. Of
that number 236,220 (56%) identified as African-American (Black). Unfortunately, recent
estimates indicate that 9% of all Atlanta families live below the federal poverty line. As
compelling is the number of Black families reported to live below the federal poverty line (over
18%). The majority of these families are headed by single females, an ongoing reminder of the
plethora of social-ecological disparities plaguing Atlanta’s African American community. Black
female heads of households with children have the highest poverty rates (36%) with a high
proportion concentrated in the census tracts that coincide within the metropolitan area of
Atlanta and HIV disease epicenters (U.S. Census Bureau, 2008).

HIV and related risk behaviors in the Atlanta MSA

In a study conducted by the Emory University Center for AIDS Research (CFAR) in 2009,
investigators Hixson, Omer, del Rio, and Frew found that the HIV epidemic in metropolitan
Atlanta is concentrated primarily in an area consisting of 157 census tracts centralized in the
downtown area. Research indicated that this centralized HIV cluster consisted of 105 census
tracts from Fulton County and 52 census tracts from DeKalb County. This cluster did not contain
census tracts from either Clayton or Gwinnett counties. The area of the cluster was 466 square
kilometers (approximately 180 square miles), and includes many of the areas identified by DCH
HIV Surveillance as “High Risk”.

The HIV prevalence rate in this area exceeds 1.34% and is compatible with the World Health
Organization’s description of an “epidemic”. Epidemic status is assigned to any area with a rate
that exceeds one percent. Forty-two percent (42%, N=11) of HIV service providers (i.e.,
ASO/CBOs) in Atlanta were also located in this cluster. Tracts in the cluster were associated
with higher levels of poverty, higher density of African-Americans in the general population and
a high prevalence of behaviors that increased the risk of HIV exposure. These risk factors
include injection drug use, men having sex with men, and men having sex with men and IV drug
use.

A graphic representation of the cumulative cases of HIV infection in Georgia by Public Health
Districts in 2007 is shown in Figure 1. Figure 2 shows newly diagnosed HIV infections (not AIDS)
by gender that occurred in Georgia in 2007. Additional information regarding the HIV epidemic
and breakdown of HIV cases in Georgia can be found in the section for tables, graphs, and
charts starting on page [xx].



Figure 1: Cumulative Cases of HIV Infection (not AIDS) by Public Health

District in Georgia, 2007
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Figure 2: Cases of Newly Diagnosed HIV (non AIDS) by Gender in Georgia,
2007
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n. REQUIRED INTERVENTIONS, INCLUDING SITUATIONAL ANALYSIS, GOAL SETTING,
RATIONALES, AND OBJECTIVES

In this section, Georgia DCH describes the results of the situational analysis and goal setting
process based on feedback received from key stakeholders, the 2009 — 2013 Georgia
Comprehensive HIV Prevention Plan, and other key documents and resources. It is organized
by intervention or public health strategy and discusses the current scope, scale and impact of
the fourteen required interventions in the funding announcement, followed by four
recommended interventions selected by Georgia DCH and key stakeholders involved in this
process.

In addition, this section addresses potential opportunities for maximizing the impact of selected
interventions in an effort address and support, directly or indirectly, priorities listed in the
National HIV/AIDS Strategy for the United States; specifically, to (1) reduce new HIV infections;
(2) reduce HiV-related health disparities, and (3) increase access to care and improve health
outcomes for HIV positive individuals. Throughout the ECHPP planning process, efforts were
focused on assessing the current environment and identifying the optimal combination of
prevention, care, and treatment activities in an effort to maximize outcomes and leverage
resources.

Sources of information used to develop goals and strategies within this plan include HIV/AIDS
surveillance data for Georgia, the Georgia Epidemiological Profile, key informant interviews,
qualitative and research studies, key stakeholder input from focus groups and other group
processes, secondary data reports, and a collection of related literature and scientific
publications.

Intervention 1 (Required): Routine, opt-out screening for HIV in clinical settings

Situational Analysis

Opt-out testing in clinical settings is not being conducted by all service providers in the Atlanta
MSA largely due to a lack of awareness of Georgia House Bill 429, which, in short, requires
physicians and health care providers to test pregnant women for HIV unless she specifically
declines. Georgia DCH will continue to explore opportunities to build the capacity of clinical
sites to provide routine opt-out screening for HIV using the CDC revised recommendation.
More specifically, via technical assistance, Georgia DCH will provide information on Georgia
House Bill 429, opt-out testing strategies, and other recommendations to clinical sites that are
not providing opt-out screening for HIV consistently or effectively.

In 2009, Georgia DCH allocated $545,000 to three facilities in the Atlanta MSA in support of
routine opt-out screening for HIV in clinical settings. They were the Fulton County Department
of Health and Wellness (FCDHW), the DeKalb County Board of Health, and Grady Hospital.
Currently there are no other funding sources to support this intervention. State funded HIV
tests in clinical settings yielded a 1.6 percent sero-positivity rate. A cost analysis of the 2009
statewide funding allocation revealed a significant discrepancy in the cost per test and cost per
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positive patient identified. More specifically, the Metro hospital cost per test was $66.78
resulting in a $2,730.99 cost per positive patient identified in comparison to the non-metro cost
per test of $98.71 resulting in $24,614.55 cost per positive patient identified. The non-metro
hospital was not cost effective, yielding very few positive cases.

Key informant feedback indicated ongoing concerns regarding physicians and medical providers
in the Atlanta MSA’s overall awareness of opt-out testing as a best clinical practice. Medical
providers on our key informant panel stated that, based on their experience, not enough
primary care providers were implementing opt-out testing in clinical settings. Issues relative to
both “capacity and comfort level” are barriers to large scale implementation of this
intervention. In a number of instances, it was noted that individuals with co-morbidities (e.g.
tuberculosis and/or other sexually transmitted diseases) are not consistently being offered opt-
out testing in clinical settings throughout the Atlanta MSA.

Feedback from key informants spoke to a number of systemic barriers including:
e lack of test kits for non-health department providers
¢ Burden of additional reporting requirements specifically in busy clinical environments
® Availability of technical assistance for non-health department clinical staff
e Lack of a simple algorithm for providers to follow

In the Atlanta MSA, no additional funding is available to support this intervention beyond the
$545,000 in CDC funds previously mentioned.

Goal Setting
Goal 1.1: Increase the number of service providers in the Atlanta MSA that have the capacity to
provide routine opt-out screening for HIV in clinical settings.

The National HIV/AIDS Strategy that this goal addresses is (#1) Reduce new infections. The
goals lead to the identification of new positives subsequently resulting in a reduction in risk
behaviors.

Objective 1.1.1: By September 2011, service providers (e.g. physicians, public or private
medical providers, and other healthcare or HIV/AIDS service organizations) in the Atlanta MSA
will receive technical assistance (e.g. training, information, or capacity building tools) that will
increase their capacity to provide routine opt-out screening for HIV in clinical settings.

Strategy 1.1.1.1: Identify at least four associations, organizations, and other networks
for healthcare professionals where medical and healthcare providers can be recruited to
attend or receive technical assistance that will increase their capacity to provide routine
opt-out screening for HIV in clinical settings.

Strategy 1.1.1.2: Select or develop a comprehensive toolkit of information, talking
points, materials and other tools that describes or provides strategies or



recommendations regarding the provision of routine opt-out screening for HIV in clinical
settings.

Strategy 1.1.1.3: Schedule trainings or provide technical assistance and capacity
building services regarding routine opt-out screening for HIV to service providers in the
Atlanta MSA.

Objective 1.1.2: By January 2012, service providers who receive technical or capacity building
assistance from Georgia DCH will provide routine opt-out screening for HIV in clinical settings in
the Atlanta MSA.

Strategy 1.1.2.1: Establish a baseline of the number of service providers in the Atlanta
MSA who provide routine opt-out screening for HIV in clinical settings.

Funding source: Centers for Disease Control and Prevention

Data sources: Provider surveys, evaluations, key informant feedback, aggregate data regarding
opt-out screenings for HIV

Rationale

Concurrent with Georgia’s Comprehensive HIV Prevention Plan and feedback received during
stakeholder meetings for ECHPP, opt-out testing will give providers an opportunity to identify,
treat, and/or link to care persons (particularly pregnant women) who may not know their HIV
status. Providing effective technical assistance and capacity building services are identified
strategies that will raise awareness of Georgia House Bill 429 and increase the capacity of
private and public service providers to implement strategies for opt-out screening for HIV.
Implementing these strategies will likely contribute to the increase of the overall number of
physicians and health care providers who test pregnant women for HIV unless she specifically
declines.

Intervention 2 (Required): HIV testing in non-clinical settings to identify undiagnosed HIV
infection

Situgtional Analysis

Although in 2009, Georgia DCH did not fund any agencies to conduct HIV testing in non-clinical
settings to identify undiagnosed HIV infected persons, a number of agencies and providers in
the Atlanta MSA leveraged other funding sources in support of non-clinical HIV testing efforts.
In support of these efforts, Georgia DCH allocated $200,000 to purchase OraQuick Rapid Test
kits to assist funded agencies and District Health Departments with their HIV testing efforts. An
additional $400,000 was allocated to support confirmatory testing and screening at the
Chatham County Laboratory, the laboratory selected to process confirmatory HIV tests
administered by agencies statewide, including those in the Atlanta MSA. Figure 3 shows the
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HIV testing outcomes for agencies that received health department funding in support of other
(non-testing) HIV prevention services in 2009.

Figure 3: HIV Testing Outcomes for Georgia HD-funded (non-clinical) agencies, 2009

Total Total
Tests Positive |Sero-positivity
Gender
Male 29619 770 2.60%
Female 28763 128 0.45%
Transgender M2F 220 7 3.18%
Transgender F2M 9 0} 0.00%
Missing 68 0 0.00%
Gender Total 58679 905 1.54%
|Age
Less Than 13 176 2 1.14%
13-18 3289 16 0.49%
19-24 16329 261 1.60%
25-34 18225 318 1.74%
35-44 10508 162 1.54%
45+ 10152 146 1.44%
Age Total 58679 905 1.54%
Race
American Indian / Alaskan Native 189 1 0.53%
Black 44805 744 1.66%
White 9493 98 1.03%
Native Hawaiian / Pacific Islander 2025 41 2.02%
Asian 625 1 0.16%
More Than One Race 0 0 -
Don't Know 1542 20 1.30%
Race Total 58679 905 1.54%
Ethnicity
Hispanic/ Latino 4068 48 1.18%
Not Hispanic / Latino 53656 845 1.57%
Declined/ Don't Know 955 12 1.26%
Ethnicity Total 58679 905 1.54%
Transmission Category
White MSM 77
Biack MSM 434
NH/PI MSM 3
Unknown Race MSM 7
IDU 8
Heterosexual 239
NIR/NRR 133
Transgender 4
Transmission Total 905

11



Under the transmission category, data for total test kits and sero-positivity rates are unavailable
because such categorization of data was not required for reporting prior to June 2010.
However, as of June 2010, agencies receiving health department funding is now required to
report transmission categories for individuals tested. To ensure compliancy, Georgia DCH
provides a range of technical assistance regarding reporting requirements, e.g. training,
instructional documents, assistance via teleconferences, and other forms and means of
information.

There are five agencies within the Atlanta MSA that receive Health Resources and Services
Administration (HRSA) funding to provide HIV counseling and testing services. A number of
these agencies provide intermittent HIV testing in non-clinical settings. According to the HIV
Unit’s counseling and testing database, there are over 200 counseling and testing sites in the
Atlanta MSA. Given the high concentration and diversity of testing sites in the Atlanta MSA,
barriers related to client access to HIV CTS are reduced. The availability of sustained health
department funded non-clinical HIV testing will likely improve HIV testing outcomes as the
capacity of prevention partners to reach high risk populations where they live, work, and
worship increases.

As of September 2010, Georgia DCH increased the amount of funds available to purchase test
kits from $200,000 to $700,000. This increase considers recently funded non-clinical sites
including ten community based organizations (CBO) and seven historically black colleges and
universities (HBCUs). For each of these sites, Georgia DCH will support the purchase of test kits
and cover the cost of confirmatory testing. Funding for non-clinical sites will be used to support
HIV testing with test counselors, social marketing, and promotional testing events. Ten CBOs
were funded at $40,000 per agency for a total of $400,000 and seven HBCUs were funded at
$30,000 per school for a total of $210,000.

Feedback from key informants during interviews and focus groups indicated that a number of
community stakeholders felt that the health department lacked the capacity to meet the
training needs of providers because of the low number of trainings scheduled for service
providers. Georgia DCH has taken steps to increase the availability of trainings and reverse the
perception of community stakeholders by hiring new employees in March 2011 for the HIV Unit
to assist with and facilitate technical assistance and trainings related to interventions, CTS, and
linkage to care.

Goal Setting
Goal 2.1: Increase the number of non-clinical settings that provide HIV testing to identify

undiagnosed HIV infected persons in the Atlanta MSA.

The National HIV/AIDS Strategies that these goals address are (#1) reduce new infections and
(#2) reduce health disparities. The goals will lead to the identification of new positives
subsequently resulting in a reduction in risk behaviors, as well as enable HIV testing where
racial and minorities live, work, play, and worship.
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Objective 2.1.1: By September 2011, service providers in non-clinical settings (e.g. community-
based organizations [CBOs], Historically Black Colleges and Universities [HBCUs], etc.) will
receive technical assistance (e.g. training, information, or capacity building tools) or resources
(e.g. CLIA-waived HIV testing supplies or funding) that will increase their capacity to provide HIV
testing to identify undiagnosed HIV infected persons in the Atlanta MSA.

Strategy 2.1.1.1: Identify and recruit potential non-clinical service providers that
currently do not offer HIV testing to attend or receive technical assistance that will
increase their capacity to provide HIV testing to identify undiagnosed HIV infected
persons in the Atlanta MSA.

Strategy 2.1.1.2: Select or develop a comprehensive toolkit of information, talking
points, materials and other tools that describes or provides strategies or
recommendations regarding the provision of HIV testing in non-clinical settings.

Strategy 2.1.1.3: Schedule trainings or provide technical assistance and capacity
building services regarding HIV testing in non-clinical settings to potential and current
service providers in the Atlanta MSA.

Objective 2.1.2: By January 2012, service providers who receive technical assistance or capacity
building assistance from Georgia DCH will provide HIV testing in non-clinical settings in the
Atlanta MSA.

Strategy 2.1.2.1: Release Request for Proposal (RFP) or Funding Opportunity
Announcement (FOA) that targets organizations to provide HIV testing in non-clinical
settings in the Atlanta MSA.

Strategy 2.1.2.2: Provide resources (e.g. CLIA-waived HIV testing supplies or funding) to
organizations that have the capacity to provide HIV testing in non-clinical settings.

Strategy 2.1.2.3: Establish a baseline of the number of service providers in the Atlanta
MSA who provide HIV testing in non-clinical settings.

Funding source: Centers for Disease Control and Prevention

Data sources: Provider surveys, evaluations, CBA recipient feedback, performance monitoring
tools, Georgia DCH CBA data collection tools (e.g. evaluations, progress reports, etc.)

Rationale

The absence of agencies funded to conduct HIV testing in non-clinical settings greatly hindered
the capacity of providers to offer these services in the Atlanta MSA. By funding agencies to
provide HIV testing in non-clinical settings and by providing comprehensive, standardized and
sustained HIV counseling and testing training and technical assistance to agencies that provide
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HIV testing in non-clinical settings, Georgia DCH greatly increases the likelihood of targeted
testing initiatives in disease epi-centers throughout the Atlanta MSA.

Intervention 3 (Required): Condom distribution prioritized to target HIV-positive persons and
persons at highest risk of acquiring HIV infection

Situational Analysis

In 2009, Georgia DCH allocated $10,000 for the purchase of condoms in support of statewide
HIV prevention efforts. Although dispensed to organizations and agencies that provide HIV-
related services to individuals who are HIV positive or at high risk for HIV infection, information
specific to the volume of condoms provided to HIV positive individuals and individuals at
highest risk in the Atlanta MSA is currently unavailable. Given the disparate morbidity in the
Atlanta MSA, Georgia DCH acknowledges the definitive need to develop strategies for providing
condoms to HIV positive persons (both in and out of care) in the Atlanta MSA. Currently,
agencies in the Atlanta MSA that provide case management services to HIV positive clients are
not required by Georgia DCH to offer condoms to clients during scheduled appointments. Also,
according to feedback received from key stakeholders in the Atlanta MSA, condoms are
dispensed by physicians, nurses, and other medical and health care professionals in Infectious
Disease clinics inconsistently due to a lack of funding to address the issues of low supply and
higher demand. Such issues (i.e. funding, low supply, and lack of availability to meet demand
and needs) are ongoing barriers to condom distribution, which also makes standard operating
procedures for condom distribution as a standard of care in Infectious Disease clinics difficult to
achieve.

The impact of existing condom distribution methods in the Atlanta MSA is difficult to assess.
Data collection and evaluation strategies vary across agencies in the Atlanta MSA. As varied is
the breadth of information requested by those agencies that receive other sources or support
to dispense condoms to individuals who are HIV positive or at high risk for HIV infection.
Additional data will be needed to ascertain reach and overall effectiveness of the current
condom distribution levels targeting HIV positive persons and persons at highest risk of
acquiring HIV in the Atlanta MSA.

Surveillance data of specific zip codes in the Atlanta MSA indicate that there are disease epi-
centers in regions of the Atlanta MSA where condom distribution will likely have greater
efficacy at reaching HIV positive persons and persons at highest risk of acquiring HIV. From
January to November of 2010, records show 230 cases of condoms (230,000 condoms) were
shipped to community based organizations statewide. Of this number, 88% (approximately
202,000) were distributed to 12 metro Atlanta community-based organizations that provide
HIV-related services (e.g. prevention, care, or treatment) to high risk individuals. This allocation
of condoms is one of the first in a series of steps to ensure that condoms are readily available to
HIV positive and high risk HIV negative individuals throughout the Atlanta MSA. Another step
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taken is that Georgia DCH will keep track of how many cases of condoms are distributed to
specific agencies or areas in the Atlanta MSA.

Key informant feedback has indicated that Grady’s Infectious Disease Program (Grady IDP) is in
urgent need of more condoms for distribution. Grady IDP is a local agency in the Atlanta MSA
that provides HIV-related services to HIV positive individuals, including those lost to care.
Grady IDP has a client tracking systems that link HIV positive persons to care. This population is
a priority for ensuring they receive condoms. In addition, Grady IDP provides medical services
to HIV positive persons, including to adolescent clients. Stakeholders emphasized the
importance of offering specific types and brands of condoms to encourage client use, mostly by
those populations at greatest risk (e.g. African American men). The National Health Behavioral
Risk Factor Surveillance Survey (NHBRFSS) indicated that the Atlanta MSA has a low level of
access to free condoms.

Goal Setting

Goal 3.1: Increase the number of condoms dispensed to organizations or service providers (e.g.
public or private organizations, nonprofit groups, and other healthcare organizations) in the
Atlanta MSA that provide HIV-related services (e.g. prevention, care, and treatment) to HIV
positive persons or to those who are at highest risk of acquiring HIV disease.

The National HIV/AIDS Strategies that these goals address are (#1) reduce new infections; (#2)
reduce health disparities; and (#3) increase access to care / improve health outcomes for
people living with HIV disease. Availability of condoms increase the likelihood that condoms
will be used subsequently reducing transmission encounters.

Objective 3.1.1: By September 2011, organizations or service providers in the Atlanta MSA that
provide HIV-related services to HIV positive persons or to those who are at highest risk of
acquiring HIV disease will receive condoms from Georgia DCH to distribute to HIV positive
individuals, their partner(s), or to individuals who are highest risk of acquiring HIV disease.

Strategy 3.1.1.1: Identify organizations and service providers in the Atlanta MSA that
provide HIV-related services in clinical or non-clinical settings to HIV positive persons,
their partner(s), or to individuals who are at highest risk of acquiring HIV disease (e.g.
agencies that receive funding from Ryan White).

Strategy 3.1.1.2: Develop a tracking system that keeps records of condom distributions
to organizations and service providers identified in Strategy 3.1.1.1 to ensure target
population (i.e. HIV positive persons, their partner(s), or to individuals who are at
highest risk of acquiring HIV disease) are reached.

Objective 3.2.1: By January 2012, organizations and service providers that receive condoms
from Georgia DCH will increase the availability and distribution of condoms to HIV positive

persons, their partner(s), and to individuals who are at highest risk of acquiring HIV disease
within the Atlanta MSA.
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Strategy 3.2.1.1: Establish a baseline of the number of service providers in the Atlanta
MSA that distribute condoms to HIV positive persons, their partner(s), and to individuals
who are at highest risk of acquiring HIV disease.

Funding sources: Centers for Disease Control and Prevention, Health Resources and Services
Administration

Data sources: Condom distribution tracking system (i.e. Strategy 3.1.1.2), condom distribution
survey, evaluation records, progress reports, and other related documents.

Rationale

Increasing condom distribution by organizations that provide HIV-related services to HIV
positive clients and clients at high risk for acquiring HIV will increase accessibility for condoms
by populations at highest risk of transmitting or acquiring HIV. Based on feedback from key
stakeholders and information in the Georgia Comprehensive HIV Prevention Plan, the
availability of free and cultural acceptable condoms are needs among HIV positive persons and
those at highest risk of acquiring HIV.

Intervention 4 (Required): Provision of Post-Exposure Prophylaxis to populations at greatest
risk

Situational Analysis

Currently, there are no community-based organizations or agencies that receive funding to
specifically provide post-exposure prophylaxis (PEP) to populations affected by HIV. No funding
allocation was made in the absence of a clear guidance on broader scale implementation of PEP
above and beyond traditional use in hospital settings.

Goal Setting

Goal 4.1: Increase the provision of post-exposure prophylaxis (PEP) by HIV service providers
(e.g. health departments, public or private medical providers, healthcare organizations or
clinical or non-clinical service providers) in the Atlanta MSA.

The National HIV/AIDS Strategies that these goals address are (#1) reduce new infections and
(#3) increase access to care / improve health outcomes for people living with HIV disease.
Increase awareness among providers may promote the use of PEP subsequently decreasing
new infections.

Objective 4.1.1: By September 2011, HIV service providers in the Atlanta MSA will receive

information that explains the importance of and provision of post-exposure prophylaxis (PEP)
to HIV positive individuals and to those at high risk for HIV infection.
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Strategy 4.1.1.1: Develop a tracking system that keeps records regarding Georgia DCH
distribution of information about PEP to organizations and service providers identified in
Strategy 3.1.1.1.

Strategy 4.1.1.2: Distribute or provide information that explains the importance of and
provision of PEP to HIV service providers in the Atlanta MSA.

Funding sources: Centers for Disease Control and Prevention and Health Resources and
Services Administration

Data sources: provider survey instruments, program reports or summaries

Rationale

With no current policy regarding the provision of PEP to populations at greatest risk for HIV
infection or transmission, there is limited structured information being shared to HIV service
providers in the Atlanta MSA regarding PEP. Providing technical assistance to address is issue

will likely increase the likelihood and number of organizations in the Atlanta MSA that provide
PEP.

Intervention 5 (Required): Efforts to change existing structures, policies, and regulations that
are barriers to creating an environment for optimal HIV prevention, care, and treatment

Situational Analysis

Internal to Georgia DCH

There are a number of existing internal infrastructure barriers that make it difficult for Georgia
DCH to optimize HIV prevention, care, and treatment activities and related services that target
HIV positive persons and people at high risk of acquiring HIV in the Atlanta MSA. A high priority
regarding the efforts to change internal structural barriers (i.e. within Georgia DCH) involves
major restructuring of the HIV Prevention Team (including staff changes, changes to the
organizational chart, resolving staff vacancies, and reinforcing existing policies or
institutionalizing new policies). Existing infrastructure challenges can limit the ability of the
Georgia DCH to respond promptly and consistently to the growing capacity building and
technical assistance needs of CBOs that provide HIV-related services in the Atlanta MSA. For
example, Georgia DCH continues to experience continuous periods of time when Georgia DCH
staff members change their employment from Georgia DCH to the Centers for Disease Control
and Prevention (CDC) or to other state departments and federal agencies. Because of a
somewhat lengthy screening, interviewing, and hiring process for new potential staff with
necessary knowledge, skills, and abilities, such transitions can leave key personnel or staff
positions vacant for an extended period of time, which forces leadership to concentrate on
addressing gaps in staff positions as well as the general adverse impact caused by critical
vacancies in Georgia DCH. Also, Georgia DCH faced furloughs and other related human
resource challenges that makes staff retention more difficult. Georgia DCH will work closely
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with Human Resources to develop strategies and take action steps that are likely to improve
retention of staff, skills, and expertise.

According to feedback received from key community stakeholders and partners, existing
requirements of the procurement process as well as internal infrastructure are perceived as
barriers to the dissemination of Georgia DCH resources (e.g. funding) to community partners in
a timely manner. In addition, ongoing macro-level changes at Georgia DCH and at different
levels within the organization make establishing and maintaining an efficient procurement
system extremely difficult. As an administrative body, Georgia DCH prevention efforts also
faces continuous barriers to placing resources in the hands of agencies that provide services to
targeted populations.

Efforts to overcome these challenges also continue and are in development stages. For
example, the new Prevention Team structure has tremendously increased the quality of
prevention services. More specifically, community partners have acknowledged a more
inclusive, responsive Prevention Team with regards to technical assistance, communication,
provision of critical information that may affect their organization’s programs or program
expectations. In addition, the new infrastructure has allowed leadership within the Prevention
Team to fully utilize knowledge, skills and abilities of new and existing team members as
evidenced by the “Taking Control” MSM initiative (established September 2010), the Greater
than AIDS campaign (established December 2010), and the Sistas Organizing to Survive
initiative (established March 2011).

External to Georgia DCH

An existing challenge in current GA law categorizes hypodermic needles as paraphernalia,
which is the large barrier to implementing programs and activities that address the prevention,
care, and treatment needs of people who inject drugs, including those who are HIV positive.
There is one agency in the Atlanta MSA that currently conducts needle exchange activities. This
organization is able to conduct needle exchange activities in communities frequented by
Intravenous Drug Users (IDUs) under the guise of a “medical use” clause in the existing laws.
This medical use clause offers an opportunity to provide badly needed needle exchange
services to clients, but the current law in Georgia greatly impedes the overall reach of effective
needle exchange services and programs throughout the Atlanta MSA.

Goal Setting
Goal 5.1: Minimize barriers and take advantage of opportunities to creating an environment

for optimal HIV prevention, care, and treatment efforts by changing existing structures, policies,
and regulations in the Atlanta MSA.

The National HIV/AIDS Strategies that these goals address are (#1) reduce new infections; (#2)
reduce health disparities, and (#3) increase access to care / improve health outcomes for
people living with HIV. Improved infrastructure that will support needle exchange
opportunities in high risk and targeted communities in the Atlanta MSA will likely reduce HIV
infection/transmission rates caused by injection drug use.
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Objective 5.1.1: By September 2011, Georgia DCH will identify and prioritize options for
minimizing or overcoming internal weaknesses to creating an environment for optimal HIV
prevention, care, and treatment efforts.

Strategy 5.1.1.1: Identify internal weaknesses (e.g. infrastructure issues or
opportunities to improve or strengthen policies) within Georgia DCH that are barriers to
creating an environment for optimal HIV prevention, care, and treatment efforts.

Strategy 5.1.1.2: Identify alternative approaches or options that will reduce or remove
internal weaknesses identified in Strategy 5.1.1.1.

Objective 5.1.2: By September 2011, Georgia DCH will identify and prioritize options for

overcoming external challenges to creating an environment for optimal HIV prevention, care,
and treatment efforts.

Strategy 5.1.2.1: Identify external challenges (e.g. infrastructural issues or opportunities
to improve or strengthen external policies or regulations) within the Atlanta MSA that

are barriers to creating an environment for optimal HIV prevention, care, and treatment
efforts.

Strategy 5.1.2.2: Identify alternative approaches or options that will reduce or remove
internal weaknesses identified in Strategy 5.1.2.1.

Objective 5.1.3: By January 2012, Georgia DCH will have institutionalized new or changes to
existing internal structure, policies, procedures, or other activities that creates an environment
for optimal HIV prevention, care, and treatment.

Strategy 5.1.3.1: Educate internal stakeholders (e.g. Georgia DCH staff) regarding new
or changes to existing structure, policies, procedures, or other related activities.

Objective 5.1.4: By January 2012, Georgia DCH will have influenced new or changes to existing
external structure, policies, procedures, or other activities that creates an environment for
optimal HIV prevention, care, and treatment.

Strategy 5.1.4.1: Educate and provide recommendations to external stakeholders (e.g.
Georgia lawmakers, community stakeholders, organizations receiving funding to provide
HIV prevention, care, and treatment) who have the potential to influence current

structure, policies, procedures, regulations, or other related activities within Atlanta
MSA.

Funding source: Centers for Disease Control and Prevention
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Data source: Existing (internal and external) structures, policies, procedures, regulations, or
other related guidelines or standards

Rationale
Educating lawmakers on the implications of existing paraphernalia laws on HIV transmission in

targeted communities may support the efforts of HIV advocacy groups to get the existing law
changed.

Intervention 6 (Required): iImplement linkage to HIV care, treatment, and prevention services
for those testing HIV positive and not currently in care

Situational Analysis

Part A funded health departments and local community-based organizations each have written
policies and procedures regarding linkage to care, treatment and prevention for individuals who
test HIV positive and are not enrolled into or accessing primary care or treatment services,
including the Fulton County Department of Health and Wellness (FCDHW), DeKalb County
Board of Health (DCBH), Cobb/Douglas Board of Health (CDBH), Clarke County Board of Health
(CCBH), AID Atlanta, AID Gwinnett, Positive Impact, and Saint Joseph Mercy Care. Specifically,
Part A funding is provided by Health Resources and Services Administration to provide care and
treatment options and services to people with HIV disease. Georgia DCH recognizes the
opportunity to develop a standardized training or method to provide technical assistance on
policies and procedures regarding linkage to care for individuals newly diagnosed with HIV
infection. In the meantime, each site providing linkage to care services is responsible for
ensuring that their respective staff members are aware of and follow their organization policies
and standard operating procedures.

There are ten Ryan White Part A funded treatment sites for primary care in the Atlanta MSA.
Additional HIV Care funding for people living with HIV or AIDS (PLWHA) is available in the form
of Ryan White Parts C and D funding sources. Care services are held to rigid quality standards.
In the absence of a structured, fully integrated linkage to care system, tracking HIV positive
persons not currently in care is very difficult.

The need to establish a structured linkage to care/lost to care system (primarily in the Atlanta
MSA) is a high priority within the Georgia DCH HIV Unit. In March 2011, a Linkage to Care
Coordinator was hired and will be responsible for working closely with both internal and
external key personnel, stakeholders, and other partners in public health to develop a seamless
linkage to care system and strategies for finding and providing assistance to help strengthen the
medical adherence capacity of patients lost to care. During focus groups and other process
meetings related to this strategy, key stakeholders have identified a number of factors that
reinforce the importance of a “linkage” to direct services system for patients as opposed to a
“referral” system. Stakeholders also mentioned that the requirement of certain documents
necessary for linkage to care for individuals previously incarcerated is an ongoing barrier.
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Furthermore, the overall complexity of the process for newly diagnosed HIV positive individuals
has proven an impediment to care access. Stakeholders also referenced the “denial period”
(particularly among those clients who are diagnosed in younger age groups) that often exists
when clients learn their HIV positive status for the first time. The importance of dedicated
individuals to follow-up on clients as they negotiate this life changing health status only
reinforces the importance of a linkage system.

Recommendations from stakeholders also highlighted the need for an “active” linkage to care
system particularly among youth in the Atlanta MSA. Providers noted high dropout rates from
educational systems (e.g. high school) among youth in the Atlanta MSA and, in order to address
this issue, recommended that training on active linkage to care strategies be included as part of
the comprehensive HIV CTS training and guidance provided by the Georgia DCH. Starting in
January 2011, all state-funded HIV prevention grants will include mandatory linkage to care
provisions by grantees.

Starting in November 2010, Georgia DCH also began the process of supporting and funding
innovative approaches that are based on a prevention model for linkage to care (i.e.
Antiretroviral Treatment Access Study [ARTAS]). For example, Georgia DCH identified Grady
IDP and three African American churches in the Atlanta MSA that have a high percentage of
African American gay men who are members as having the capacity to implement linkage to
care services for people who are HIV positive or at high risk of acquiring HIV disease. Based on
the HIV epidemiological profile for Georgia (including the Atlanta MSA), Georgia’s
Comprehensive HIV Prevention Plan, and feedback from key stakeholders and community
members, Georgia DCH initiated this effort to responded to and focus on the prioritized

population of African American gay men as well as the prioritized strategy of linkage to care
activities.

Goal Setting

Goal 6.1: Increase the capacity of service providers in the Atlanta MSA to link HIV positive
individuals (e.g. newly diagnosed or those lost to care services) to HIV care, treatment, and
prevention for HIV positive persons.

The National HIV/AIDS Strategies that these goals address are (#2) reduce health disparities and
(#3) increase access to care / improve health outcomes for people living with HIV. Linkage to
care systems will ensure that those populations that bear disproportionate burden of the
disease are properly transitioned to HIV care services.

Objective 6.1.1: By September 2011, service providers in the Atlanta MSA that provide services
to HIV positive persons or to those who are at high risk for acquiring HIV will receive technical
assistance (e.g. training, information, or capacity building tools) that will increase their capacity
to link HIV positive clients to HIV care, treatment, and prevention services.
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Strategy 6.1.1.1: Georgia DCH will hire a staff person to serve as the Linkage to Care
Coordinator whose primary role and responsibilities will include coordinating linkage to
care activities in the Atlanta MSA.

Strategy 6.1.1.2: Georgia DCH will develop standard operating procedures (SOPs) for
linkage to care services in the Atlanta MSA.

Strategy 6.1.1.3: Identify and recruit service providers in the Atlanta MSA that provide
services to HIV positive persons or to those who are at high risk for acquiring HIV
disease to receive technical or capacity building assistance to develop new or
strengthen existing linkage to care services.

Objective 6.1.2: By January 2012, service providers that receive technical assistance or capacity
building services from Georgia DCH will provide linkage to care activities to HIV positive persons
or to those who are at high risk for acquiring HIV disease in the Atlanta MSA.

Strategy 6.1.2.1: Select or develop a comprehensive toolkit of information, talking
points, materials, and other resources that provides recommendations or strategies for
linkage to care activities.

Strategy 6.1.2.2: Provide technical assistance or capacity building services to service
providers in the Atlanta MSA that will increase their capacity or ability to link HIV
positive persons to HIV care and treatment services.

Funding source: Centers for Disease Control and Prevention
Data sources: Georgia HIV CTS system; CareWare software

Rationale

The integration of active and effective linkage to care systems for newly HIV diagnosed
individuals and for HIV positive individuals who do not access medical care or treatment that
improve health outcomes and prevent transmission of HIV are crucial processes and activities
that are expected to improve HIV care outcomes. Although attempts to link HIV positive
individuals to the continuum of care services currently exist, mostly are implemented in the
form of a referral among a network of service providers and other health organizations in the
Atlanta MSA. Based on recommendations from key stakeholders as well as opportunities to
strengthen existing referral networks, a stronger and more structured, fully integrated linkage
to care system is necessary to more effectively link persons newly diagnosed with HIV into care
and treatment opportunities and services.
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Intervention 7 (Required): Implement interventions or strategies promoting retention in or
re-engagement in care for HIV-positive persons

Situational Analysis

The Grady Infectious Disease Program (Grady IDP) is currently the only service provider actively
implementing strategies and activities, such as Client Tracking (i.e. a program that contacts
clients via phone call or via USPS mail to re-enroll into primary care services), that target clients
who are considered or described as being “lost to care” or “lost to follow-up” (i.e. HIV positive
clients who are not actively seeking to or currently enrolled in primary care or treatment
services) in the Atlanta MSA. The issue of high drop-out rates among clients in HIV care clinics
continues to plague providers. For example, the absence of staff to conduct case finding or
client engagement activities presents a major challenge to a service provider’s ability to offer
effective service options. To help assess and understand existing issues and challenges, the
AIDS Alliance is in the process of launching and conducting a comprehensive study that will
identify weaknesses in the provision of HIV care that makes it difficult for service providers to
implement, manage, or make available to target populations needed HIV prevention, care,
and/or treatment services in the Atlanta MSA.

The African American Outreach Initiative (AAOI) is an annual event and conference that is
supported and lead by a network of partnering organizations within the Atlanta MSA that
targets HIV positive African Americans. Recent conference themes have focused on individuals
lost to care and the importance of accessing services in the continuum of care. The conference
uses a peer engagement models to raise awareness among HIV positive persons. Given the
disproportionate impact of HIV on the African American community in the Atlanta MSA, efforts
to engage PLWHA lost to care (especially HIV positive African Americans and areas with highest
rates of infections in the Atlanta MSA) should be fully leveraged.

Goal Setting
Goal 7.1: Increase the number of service providers that implement interventions or strategies

that promote or support retention or engagement activities for HIV positive persons linked to
care in the Atlanta MSA.

The National HIV/AIDS Strategy that these goals address is (#3) increase access to care /
improve health care outcomes for people living with HIV disease. Retention or reengagement
in care greatly increases the likelihood of favorable care outcomes.

Objective 7.1.1: By September 2011, service providers in the Atlanta MSA that provide services
to HIV positive persons will receive technical assistance or capacity building services from
Georgia DCH to implement interventions or strategies promoting retention or engagement
activities for HIV positive persons linked to care.

Strategy 7.1.1.1: Georgia DCH will develop retention and engagement guidance
documents that will be provided to service providers in the Atlanta MSA.
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