ii. Project Narrative

INTRODUCTION

The purpose of the Atlantgigible MetropolitanArea(EMA) Ryan White Part A program is to
improve the availability and quality of culturaliyppropriate care for lomcome, uninsured, and
underinsured individuals and families affected by HIV in theC2inty Atlanta EMA(Barrow,
Bartow, Carroll, Cherokee, Clayton, Cobb, Coweta, DeKalb, Douglas, Fayette, Forsyth, Fulton,
Gwinnett, Henry, NewtonPaulding, Pickens, Rockdale, Spalding, and Waltoanties) Funds
support clients athey progress through the HIVa@ Continuum and include coreedical and
support services whiciddress gaps in the continuum. Thegram serves a large number of
Persond.iving with HIV (PLWH) living in poverty, burdened with other medical conditions, and
lacking health insurance. This includes a sizable population of PLWH who are not eligible for
insurance under the Affordable Care Act (ACA), or most pubhghded programs. Ryan White
Part A funds will continue to be used to address service needs anérgags are also used to
support the Quality Management (QM) program BtedropolitanAtlanta HIV Health Services
Planning Council (PC), the planning body thatertakes comprehensive planning activities,
establishes service priorities and allocates funds in the EMA. Funded services include:
Outpatient/Ambulatory Health Services (OAHS)al Health Services, Medical Case
Management, Mental Health Services, Sahsé Abuse Servicésoutpatient, Medical Nutrition
Therapy, NorAMedical Case Management, Referral for Health Care and Support Services
(including insurance navigationffood Bank/Home Delivered Meals, Psychosocial Support
(including patient navigationMedical Transportation, @¢r Professional Services (for legal
services), Linguistics Services, and Childcare Services. Minority AIDS Initiative (MA<un

are allocated to OAH® improve health outcomes of people of coldre Atlanta EMA

continues to ajn programming and services with the National HIV/AIDS Strategy 2020 and
with the Georgia Integrated HIV Preventi&@nCare Plan, 20%:2021.

NEEDS ASSESSMENT

A. Demonstrated Need

1) Epidemiologic Overview

a) Summary of Epidemic in EMA:

MetropolitanAtlanta is theninth large$ MetropolitanStatisticalArea (MSA) in the natioh The
HIV epidemic inmetropolitanAtlanta is concentrated primarily in one downtogeographic
areathat includes portionsf Fulton and DeKalb Countiésthe largest counties by population
The prevalence rate of HIV within the cluster is 2434dnd is compatible with what the World
Health OrganizatiofWHO)wo ul d descri be as Z%Incommnsenr al i zed
outside the cluster the HIV prevalence is 9632As shown in Table 1: Adéinta EMA HIV
Prevalence by County, 2014, 2015, 20162016, 92.6%o0f the EMA's prevalent cases were
located in the urban core of the EMA with Fulton 21146 (16,524), DeKalb at 2.4% (9,580)
Cobb8.4%(3,297, Gwinnett8.2%(3,217, and Clayton &% (2,471). Henry 17% (685), and
Douglas with 14% (551) were the only remaining counties with a prevalence >1% with the
others ranging from Pickens withl06 (41cases) to Cherokee ab% (348). Three of the five
coremetropolitanAtlanta countie$ Fulton,DeKalb, and Clayton aramong the top counties
nationally in rates of new HIV diagnoses.

! https://datausa.io/profile/geo/atlargandyspringsmariettagametropolitararea/

2 Hixson BA, et alSpatial clusterina of HIV prevalence in Atlanta. Georaia population characteristics associated with case
concentrations] Urban Health?011 Feb;88(1):1241. doi: 10.1007/s1524010-9510-0.

% http://ww.georgiahealthnews.com/2015/@6tropolitaratlantacenterburgeoninghiv-crisis/
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TABLE 1: ATLANTA EMA HIV PREVALENCE BY COUNTY,
2014, 2015, 2016

Barrow County 112 <1 125 <1 127 <1
Bartow County 177 <1 189 <1 186 <1
Carroll County 205 <1 216 <1 221 <1
Cherokee County 299 <1 32y <1 348 <1
Clayton County 2,088 6 2,356 6 2,471 6)
Cobb County 2,979 8 3,158 8 3,297 8|
Coweta County 238 <1 254 <1 270 <1
DeKalb County 8,858 25 9,218 24 9,580 24
Douglas County 471 1 520 1 551 1
Fayette County 169 <1 182 <1 178 <1
Forsyth County 150 <1 158 <1 178 <1
Fulton County 15,610 43 16,228 43 16,524 42
Gwinnett County 2,889 8 3,015 8 3,217 8
Henry County 560 2 615 2 68% 2
Newton County 316 <1 329 <1 354 <1
Paulding County 221 <1 244 <1 258 <1
Pickens County 29 <1 39 <1 41 <1
Rockdale County 315 <1 331 <1 345 <1
Spalding County 188 <1 198 <1 210 <]
Walton County 140 <1 162 <1 174 <1
TOTAL 36,014 100 37,849 100 39,210 100

Table 2: Atlanta EMA HIV Incidence (New Cases) by County, 2014, 2015, 2016 shows the same
pattern with the majority of cases being in the urban core.

TABLE 2: ATLANTA EMA HIV INCIDENCE (NEW CASES)
BY COUNTY, 2014, 2015, 2016

Barrow County <5 -- <5 -- 8 <1
Bartow County <5 -- 9 <1 7 <1
Carrol County 15 <1 16 <1 16 <1
Cherokee County 15] <1 22 1 22| 1
Clayton County 103 6 136 8 113 6]
Cobb County 151 9 156 9 208 11
Coweta County 12 <1 15 <1 16 <1
DeKalb County 409 24 388 23 437 23
Douglas County 30 2 20) 1 14 <1
Fayette County 9 <1 15] <1 7 <1
Forsyth County 6 <1 5 <1 11 <1
Fulton County 685 41 674 40| 743 39
Gwinnett County 139 8 111 7 181 10
Henry County 37 2 42) 3 49 3
Newton County 14] <1 16| <1 24 1
Paulding County 8 <1 9 <1 12 <1
Pickens County 0 0 <5 -- 0 0
Rockdale County 19 1 15 <1 23 1
Spalding County 8 <1 <5 -- 7 <1
Walton County <5 -- 7 <1 5 <1
TOTAL 1,660 100 1,656 100 1,903 100
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of 2-3 patients with

HIV every single dayThe issue is particularly acute for young gay and bisexual black@men.

Emory University study followed a group of Atlanrea men ages 18 to 39 who had sex with

men during 24 months and found that 12.1 percent of black men under 25 contracted HIV,
compared to only 1.0 percent of whidgf@HlYhen und
incidence everé recordediicth avopd pyloataicarm ridn ntg
AIDS Manual.Whatis more, AIDS is the leading cause of death among black people in Georgia

ages 35 to 44, according to the state Department of Rddilth® Recent Unmet Need

estimates indicate that 19,162 people in the EMA are living with HIV, but are not in care.

4 http://rollingout.com/2016/05/06/ceexpertstateshiv-ratein-atlantaasbad-asafricancountries/
S https://blackdoctor.org/488961/atlafidy-rates2016/
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According to CDC HIV surveillance datar 2015 andeleased in 2017 (the most current year
for which data are availabla)jetropolitanAtlanta had the B highest rate of new HIV
diagnosesamong males, thé%highest rate; among Black/African Americé®A) males, the &
highest rate; among malages25-34, the 2 highest rate; and, among males5% the second
highest raté.The epidemic is primarily among Blaékk American males particularly Memho
have Sex with Men (MSMjDespite medical advances Hbglated deaths continue, and the
EMA ranked §' among malesand 18 overall® Table 3 provides 2015 incidence and prevalence
data for the EMA by selected characteristics.

Table 3. Incidence and Prevalenc Incidence Prevalence
by Selected Characteristics, 201 # Rate Rank # Rate
Males 1,045 62.6 3 22,651 | 1,028.1
Black/African American Malg 1,015 146.6 1 14,610 | 2,167.2
Hispanic/Latino Male 115 50.6 8 1,669 | 753.2
White Male| 227 19.6 12 5,109 | 444.6
1324 years] 351 73.0 5
2534 years 549 142.7 2
3544 years 230 586 5
4554 years) 189 47.1 2
055 y 86 147 8
Females 284 11.6 12 6,151 | 257.0
Black/African American Femal( 232 27.4 25 4932 | 600.5
Hispanic/Latino Femal¢ 13 6.3 8 389 195.7
White Female 33 2.7 10 525 43.7
1324 years) 39 8.4 12
2534 years 71 17.3 9
3544 years 71 16.5 12
4554 years 59 13.8 9
055 y 44 6.2 2
Deaths 542 11.8 10
Male | 390 17.7 9
Female| 152 6.4 12
Transmission Category Incidence Prevalence
Black | White | Hispanic| Black | White | Hispanic
# # # # # #
Male to MaleContact (M to M)| 893 205 102 11,400 | 4,487 4,487
Injection Drug Use (IDU) 36 11 3 1,683 283 283
M to M and IDU 10 13 4 803 354 354
Heterosexual Conta¢ 308 32 20 5,460 471 471
Other 0 0 0 197 39 39

b) Socio-demographic characteristics Information in the following sections is based upon
information contained iAttachment 3: Atlanta EMA HIV/AIDS Demographic Table . Please

note thain Attachment 3ncidence and prevalence numbers are based upon cases known to the
Georgia Department of Public Health (DPH) which differ from those provided by CDC (often

5 https://www.cdc.gov/hiv/pdf/library/reports/surveillance/daie-surveillancesupplementateportvol-22-1.pdf
"The EMA population is primarily Black/African American, White, and Hispanic as is the HIV epidemic in the EMA.
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because CDC does not report i
bitr h and DPH includes cases that are Amost |

i. Demographic data

New diagnosesAmong Black/AAmen, the number of new diagnoses among men < 30 years of
age outnumbered those among men 30 and older start2@j 0. New diagnoses have declined

in men 30 and older (Figufg. Among White men, the number aéw diagnoses declined in

men 30 and oldeand remained stable in men under 30 (Fidréamong Hispanic men new
diagnoses were fairly stable in men under and over 30 (Fyure

Figure 1. New HIV Diagnoses amondBlack/AA Men by age at Diagnosis, Atlanta EMA, 2002014
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Figure 2. New HIV Diagnoses among White Men by Age at Diagnosis, Atlanta EMA, 20D14
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Figure 3. New HIV Diagnoses among Hispanic Men by Age at Diagnosis, Atlanta EM20102014
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Demographic data for PLWH: In 2016, there were 1,903 new diagnoses (a 13.9% increase
from 1,671 in 2014) an®9,210PLWH (an increase of 8.9% from 36,014 in 20V
prevalence has increased in all groups as a result of declimestadity rates Fulton and

DeKalb Counties accounted for 62% of new HIV diagnoses and 6&26\WH in the EMA As
shown in Attachment 3, males accounted for 48% of the EMA population, but accounted for
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83% of new diagnoses. Black/AA accounted for 35% efEMA population, but accounted for
68% of new diagnosedrigure 4illustrates the 2016 race/ethnicity of the Atlanta EMA in
comparison to the race/ethnicity of PLWH in the EMA.

Figure 4. Race/Ethnicity of Atlanta EMA, 2016
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*Populationestimates do not include Hispanic ethnicity

The majority of new diagnoses (68%) were attributable to male to male sexual contact. Two
percent of new cases and 5.7% of prevalent cases were attributatpetionDrug Use (IDU).
Cases attributable to IDU are much more common among women, with dat@maccounting

for 14% of prevalent cases among females age 25 and older.

As shown in Figur®, seventyeight percent of new diagnoses were among persddsyears of
age with 56% of all new diagnoses occurring among#2¥%ear olds. Black MSM accotad for
51% of all new HIV diagnoses with 30% of all new cases occurring amo#d 38ar old Black
MSM.
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Figure 5. Age Distribution of Atlanta EMA, 2016
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Black women accounted for 71% of all new female diagn®$&8AIDS is taking a substantial

toll on the transgender community. Although thereasyet a systematic surveillansgstem in
Georgia for compilinglata for the transgender population, it has been estimated in recent studies
that41% to 63% oBlack/AA transgender women, 14% to 50% of Latina transgender women,
and 4% to 13% of AsiaPRadfic Islander transgender women are Hbdsitive.Initial studies of
transgender male youth have also estimated the HIV prevalence to be between 19% and 22%.
Other studies of the overall prevalence of HIV among transgender men estimate that 2% to 3%
of transgender men are Hipositive? CAREWare, which is the HRSA provided clidavel
electronicdatabase, was used to collect client level data on transgender clients served in the
Ryan White system. In 2016, there were 258 individuals who were reportatsgeinder (33%
increase from the 194 served in 2014) including 7 fertmafaale(FTM), 232maleto-female

(MTF) and 19 unknown.

Demographic characteristicsamong people at higher risk for HIV: One data source utilized

to provide information on théemographic characteristics among PLWH in care is the Medical
Monitoring Project (MMP). The MMP is a surveillance system through which behavioral and
clinical information is collected via interviews and chart abstractions for a representative sample
of PLWH receiving HIV care in Georgia. The MMP is designed to be representative of Georgia
as a whole and it is not intended to be analyzed at thetatélevel;, nonetheless, similar

patterns within EMA and outside EMA provide a reasonable approximation.

MMP data for Georgia aggregated from 2009 to 2013 provide information on risk behaviors of
PLWH in care. Overall, the sample was fairly representative in terms of distribution by gender,
race, and transmission category.

Thirty-six percent reported no sexwaaitivity in the last 12 months (22% of MSM, 56%d\dén
who haveSex withWomen [MSW] and 45% dfVomen who hav&ex withMen [WSM]).

8% Trans Lives Mateer:bAatl Nbtvaebkl Mai ves are Treated Equa

Health and Wellness, HIV High Impact Prevention Program, 2015.

Atlanta EMA FY20B Ryan White Part A-ulton County Government H89HAO00007 7



Among MSM, 12% reported unprotected anal sex with a partner of unknown or negative status
in the last 12 months. Among MS\8% reported unprotected vaginal sex with women of

unknown or negative status, and 15% of WSM reported unprotected vaginal sex with men of
unknown of negative status. Only 9 of 795 reported injection drug use in the last 12 months; 22%
reported non injectiodrug use (the vast majority marijuana). PLWH in care have lower rates of
high risk behaviors than PLWH who are notare.Furthermore, a substantial proportion of

PLWH in care is virally suppressed and therefore at very low risk of HIV transmissitan. Da

from the MMP does not provide information about transmission risk from HIV infected persons
who are not in care.

MMP data from the 2014 survey ofetropolitanAtlanta MSM included findings for 102oung

Black MSM (YBMSM) 18-24° The majority were Black (46%, n=47), men with high school
diploma or GED and some college or technical school education (53%, n=54), and men with an
annual household income of less than $20,000 (27%, n=28). Approximately 79% (n=81) of the
men had not vised a healthcare provider in the last 12 months; 21% (n=21) had. Approximately
21% (n=21) of the 102 young MSM (8! years) said they have never told a health care

provider about their sexual orientation. Overall, 69% (n=70) of respondents met tha forter
Aheavy drinkingo in the past 30 days, which
sitting. 56% (n=57) of respondents reported usingingaction drugs in the past 12 months. The
majority of the youngnen (91%, n=55) reported using fipaana in the past 12 months.
Approximately 20% (n=19) of men said they used alcohol during their most recent sex with a
man, while 4% (n=4) of men said they used drugs only and 4% said they used both alcohol and
drugs during their most recent sex with tn@w male. Among the 102 young MSM ages?43

101 men consented to HIV testing as part of the survey. Tviewtpercent of these men had an
HIV -positive test result (n=22); of these 86% were Black and 5% white. Among men with an
HIV -positive result, 32%ndicated they were not aware of their Hpdsitive status before

taking the survey (n=18). Young MSM were asked about the number of male sex partners they
had in the past 12 months. Apgimately 3% (n=3) reported havimg sexual partners, 18%

(n=18) reprted one, 57% (n=57) reporteebartners, 14% (n=14) reported 8 partners, and

8% (n=8) reported having >10 partners in the past 12 months:shqgpercent of Hispanic

young MSM had no health insurance compared to 27% of Black males and 27% ofmalkte
Among respondents who had an Hbgsitive test result as part of their survey (n=22), 86% of
Black males were not aware of their infection compared to only 14% of Hispanic males.

ii. Socioeconomic data:CAREWare data provide information povert, housing and
insurancestatus for Ryan White clients in CY 2016 as shown on thethesetables.

® https://dph.georgia.gov/sites/dph.georgia.gov/files/HIV_NHBS_MSM4L48s %20Fact_Sheet_6_23.pdf
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Table 4: Ryan White Clients, Poverty, 2016

Newly Diagnosed PLWH

Persons at higher risk

Black/AA
Female

IDU YBMSM 13-24| BMSM 25-44
() ()

N (%)

Transgender
N (%)

O 100% |FP654(72.3) | 10,558 (67.6) 57 (16.4)| 416(68.4) | 2,716 (67.5)| 2,268 (72.9)] 231 (89.2)
O 138% |FPT14(78.9) | 12,335(79.0) 83(23.9) | 481(79.1) | 3,107 (77.2)| 2,594 (83.4)] 248 (95.8)
O 200% |FP8&40(92.8) | 14,130 (90.5) 299 (85.9)] 565 (92.9) | 3,586 (89.1)| 2,886 (92.8)] 253 (97.7)
O 300% |FP893(98.7) | 15289 (97.9)] 344 (98.9)] 599 (98.5) | 3,943 (98.0)| 3,049 (98.0)] 259 (100.0)
O 400% |FP900(99.4) | 15495 (99.3)348(100.0) 604 (99.3) | 4,003 (99.5)| 3,092 (99.4)  0(0.0)
0400% FPL 5(0.6) 115 (0.7) 0 (0.0) 4(0.7) 21 (0.5) 19 (0.6) 0 (0.0)

Table 5: Ryan White Clients, Housing Status, 2016

Persons at higher risk
. Black/AA
Housing N (%) N(%) IDU YBMSM 13-24| BMSM 25-44 Female Transgender
N (%) N (%) N (%) (%) N (%)
Stable/Permanent 725 (80.1) 13,390 (85.8)| 304 (87.4)| 524 (86.2) | 3,423 (85.1)| 2,710 (87.1)] 172 (66.4)
Temporary 45 (5.0) 334 (2.1) 7 (2.0) 13 (2.1) 135 (3.4) 47 (1.5) 13 (5.0)
Unstable 105 (11.6) 957 (6.1) 13 (3.7) 35 (5.8) 320 (8.0) 141 (4.5) 40 (15.4)

As shown below, CAREWare data provide information on insurance status for Ryan White
clients in CY 2016.

Table 6: Ryan White Clients, Insurance Status, 2016
PLWH Persons at Higher Risk

_
___________ % N1 % |

Private, Employer 57% | 1147 | 7.4% 4.0% 58 9.6% 298 7.4% 234 7.5% 5 2.0%
Private, Individual 28 3.1% 655 4.2% lO 2.9% 13 2.1% 167 4.2% 96 3.1% 5 2.0%
Private, Other 2 0.2% 72 0.5% 1 0.3% 1 0.2% 26 0.6% 9 0.3% 1 0.4%
Medicaid 67 7.4% | 2321 | 14.9% | 109 31.4% 47 7.8% 249 6.2% 888 28.6% 23 9.2%
Medicare 19 2.1% | 2270 | 14.6% 84 24.2% 2 0.3% 283 7.1% 462 14.9% 21 8.4%

IHS 0 0.0% 1 0.0% 0 0.0% 0 0.0% 0 0.0% 1 0.0% 0 0.0%

VA, Tricare, and Militar 1 0.1% 53 0.3% 4 1.2% 1 0.2% 11 0.3% 4 0.1% 1 0.4%
Uninsured 703 77.7% | 8180 | 52.5% | 104 | 30.0% | 451 74.4% | 2812 | 70.2% | 1,229 | 39.5% | 158 63.5%

Not Specified 33 3.6% 871 5.6% 21 6.1% 33 5.4% 160 4.0% 187 6.0% 35 14.1%

In the last HIV Consumer Surveyl5 PLWH across the EMA were surveyed (including
individuals who were not in care). The survey included secmomic data:

Table 7: Socioeconomic data HIV Consumer Survey

Level
Health Insurance

Level
Educational Attainment

Grade Schoobr Less 1% Medicaid 60%
Some High Schoo 21% Medicare 56%
High School Diploma/GEL 30% Multiple Insurance 18%
Some College 33% Insurance with Work 6%
College Degree 10% Private Insuranct 4%
Graduate Degre| 4% Other Insurancg 4%
Annual Income \ \ Out-of-Pocket/Fee for Services 2%
< $10,980 78.0% Don't Know 2%
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$10,980$16,090 13.0% VA 1%
$16,091$21,290 4.0% COBRA 1%
521,201526,490  3.0%
$12,491- $31,690 1.0% Section 8 24%
$31,691$36,890 0.4% HOPWA 19%
>$36,890 1.0% Subsidized/Publig 15%
not Acosssing HIV Care PLWH Housing 5%
No Insurance/Financial Issu¢ 87% Other Assistancy 36%
Lack of Transportatior, 19% Multiple Sources 6%
Other Reason| 19% Incarceration w/in last year
No Documentation to Qualify 16% Male 14%
Not Sure Where to G 10% Female 7%
Lack of Trust 10% Transgende 6%
Continued Substance Use Isst 8%
Fear of Disclosing HIV Statu 4%

Table8 provides socioeconomic data for the EMA as a whole as gleaned from the Robert Wood
Johnson F aoléGbanty Health@®ankings and Roadm3aps

TABLE 8: SOCIOECONOMIC DATA FOR THE ATLANTA EMA, 2016

Category

Primary Care PhysiciaRatio | 2,408:1 7,734:1 911:1
Dentist Ratio 3,039:1 7,449:1 1,086:1
Mental Health Provider Ratio | 1,665:1 5,634:1 431:1
Uninsured Adults 25% 34% 16%
Uninsured Children 10% 12% 8%
Median Household Income | N/A $86,413 $35,555
Average Healthcare Costs | $9,475 $10,575 $8,359
High School Graduation Rate| 75% 90% 56%
Some College 50% 75% 46%
Unemployment Rate 7% 9% 6%
Children Living in Poverty 23% 42% 80%
Severe Housing Problefls | 18% 24% 14%
Income Inequality Ratid 4 6 3

Not Proficient in English 3% 8% 0.6%

Other data sources provide the followiRmpulation From April 1, 2016 to April 1, 2017 the
region added 78,300 new residents. This represents the largestysiagiacrease since 2007

2008. The Atl anta regionbés 201 Resident@mglowttt i on i s

10 http://www.countyhealthrankings.org/reports

" The percentage of households with at least 1hafusing problems: overcrowding, high housing costs, or lack of
kitchen or plumbing facilities

2The ratio of household income at thé"grcentile to household income at th&' p@rcentile
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In 2016, there were ov@7,100 new residential units permitted in the region, which was almost
5,000 more than the number permitted in 2015, and the highest annual performance of the
decade. Still, current building permit activity for the region is quite a bit lower tharegrssion
permit levels:® Living wage In metropolitanAtlanta, a single parent with two children needs to
make $26.55/hour for the family to have a living wage. This living wage is nearly 4 times higher
than the actual miniom wage imetropolitanAtlanta of$7.25/hour*

The following chart compares Atlanta with other MSAs:

Living wages for a 1 adult, 2 children family

o,
Atlanta 266%
Phoenix m $28.97 2260% ‘
: N 254%
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m; s i 2650/ [l Minimum wage
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Chicago m $30.14 el D TR —

San Diego ‘/“ caded

Boston ;41%

San Francisco m

Washington, D.C
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- 262%
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LanguageAs of 2015, 92.2% were US citizens which was lower than the national average of
93.0%. Speakers of a n@nglish language make up 8.1% which is lower than the national
average of 21.5%. The most common 4komglish language spoken was Spanish at 8.35%;

0.91% speak African languages; and, 0.68% speak ChinBseerty 13.9% live below the

poverty line. The largest demographic living in poverty is femal8£5ollowed byfemales 35

44, then females 184. The largest race or ethnicity living in poverty is Black/AA (359,949),
White (303,834)and Hispanit_atino (153,035)Income inequalityAtlanta ranks % with a 98"
percentile of income/Z0percentile of income of 18.° Uninsured More than 19 percent of

adults in Georgia went without health insurance in 2014, which is more than 5 points above the
national average of 138"’ Out of the 25 most populomsetropolitarareas in the nation,
metropolitanAtlanta has the'8highest percentage of those without insurance, at 18é.
percentage of Hispanics without health insurance is more than twice as high as the percentage of
Whites without health insurance. In fact, the percentage of the Hispanic uninsured in
metropolitanAtlanta is the highest out of the 25 largemsdtropolitanareas. Out of the 25 most
populousmetropolitanareas in the natiometropolitanAtlanta ranks 14 out of 25 for the
percentage of the White population without health insurance (356i%ut of 25 for the

percentage of the Black population without health insurance (20.2%): %ot af 25 for the
percentage of the Hispanic population without health insurance (42g@rdability: While

Bhttp://33n.atlantaregional.com/wintent/uploads/2017/08/RegionalSnapshot_PopulationEstimates August2017

1.pdf

http://33n.atlantaregional.com/speefaatures/minimurwagevs-minimuntincomeneededamily-self-sufficient
15 hitps://datausa.io/profile/geo/atlarsandyspringsmariettaga-metropolitanarea/
18 https://www.brookings.edu/research/eitpd metropolitampolitarrinequalityon-the-rise-driven-by-declining
incomes/
7 https://gbpi.org/2015/georgills-to-seconeworstuninsuredratein-u-s/
18 http://documents.atlantaregional.com/research/healthinsurance_full.pdf
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Atlanta is relatively affordable when Ikimg at housing costs alone, the affordability picture
becomes more complicated when transportation costs are factored into the equation. Cost
burdened households are determined by the share of household budget spent on housing and
transportation expensesmbined. When housing and transportation costs are combined for
Atlanta, they consume 63% of the income of moderateme households in timeetropolitan

area When compared with the other toyetropolitas, Atlanta ties for fifth with San Diego, in
termsof the percentage of households that are cost burd@@aar the next 10 years, some

55,000 units acrogsetropolitanAtlanta will have their affordability subsidies set to expire.

While the vast majority of these units will retain their affordabilityitsiin neighborhoods that

are emerging from widespread poverty face considerable pressure from market forces, thus
keeping these subsidies becomes challengiagd Insecurityis most prevalent near downtown
Atlanta (the same area with the highest HI¥y@ence rates). Tract level estimates of food
insecurity show high (>25 percent) food insecurity rates in southern Fulton and DeKalb counties
as well as much of Clayton Courityareas of thenetropolitanwhere residents are
disproportionately lowincome ad people of colof’ In the outer suburbs, where land prices and
housing are relatively cheap, there has been an increase in residents because it's more affordable.
That affordability comes as a trad# though. A lack of transit in those areas meansybaple

often have to choose between spending money on gas or orisfieothett, Rockdale, Newton,
Henry, Paulding, Cobb and Cherokee counties all show pockets of increasingfiunger.

w e %

‘ e’
o - ‘
layton
Henry'
Coweta Fayette ‘
B 2
mnmmﬂ

c) Relative rates of increase in HIV diagnosed cas&sgthin new and emerging populations,
and most dispropordnally impacted subpopulations:

i. Emerging populations: While theAtlanta EMAhas agrowing epidemic, the demographics of
our PLWH population have remained relativebnsistent over the past @ soyears HIV
surveillance, service utilization, and other data consistently show the majority of new cases
continuing among MSM, particularly Black MSM and Young Black MSM (YBMSM) aged 13
24,the overall population aged-24, particularlyBlack MSM agd 2544. Anotherhighly
impacted populatiors Black/AA women.While surveillance numbers are not readily available,
CAREWare data and anecdotal data show that transgender individuals continue to be

Pickens

Cherokee | Forsyth

Estimated food insecurity
<10%
10% - 15%

15% - 20%
20% - 25%
> 25%

9http://33n.atlantaregional.com/wgontent/uploads/2017/07/RegionalSnapshot_AffordableHousing_July2017.pdf
2\www.atlantastudies.org/2017/iershannormappingfood-insecurityin-metropolitaratlanta/
21 hitp://www.franklin.uga.edu/chronicles/posts/nstudy-showsfood-insecuritywill -grow-atlanta
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Figure 6. Viral suppression and viral suppression among retained, EMA PLWH,
CY2016
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disproportionately impacted. Therefore, this sectiohfedus on thanost disproportionally

impacted subpopulations.

In addition to the surveillance data presented above and in Attachntikeatt8V care

continuum provides additional information on the disproportionate impact among these

subpopulationsTheultimate goal is the suppression of the HIV virus. Analyziing|

suppressiorandviral suppression among thosetained in car@reveal a number of disparities:

Black/AA males had lower viral suppressieB.8%) and viral suppression among retaited

2.3%) than the EMA as a whole.

Black/AA maleshad lower viral suppressionl6.0%) and viral suppression among retained

(-9.6%) than White males.

White MSM had the highest viral suppression and viral suppression among retained rates.

YBMSM had lower vial suppression1.9%) and viral suppression among retainé@.g%)

than the EMA as a whole.

YBMSM had lower viral suppressionlé.8%) and viral suppression among retained (

17.9%) than White MSM.

A BMSM 2544 had lower viral suppressiofY (5%) and virabuppression among retained (
6.9%) than the EMA as a whole.

A BMSM 2544 had lower viral suppressiori9.7%) and viral suppression among retaiied

> >

> >

>\

#yjiral Load Suppression among Retain&tie number of individuals retained in care whose most recent HIV viral
load in CY2016 was less than 200 copies/mLlow percent virally suppressed may reflect differences in receipt of
any HIV care, retention in care, treatment with and adherence to ART, or missing data. When no viral load for 2016
was reported to DPH, the individual was assumed to be not virallyesgmul, thus it is helpful to examine the
proportion virally suppressed among persons retained in care. Approximately half of persons living with HIV in
Georgia in most demographic categories examined had no viral load reported in 2016, and are coosidered
suppressed in this analysis. Missing viral load measurements may lead to an underestinssuppression and

viral suppression among persons retained in care.
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14.7%) than White MSM.

A Black/AA females had lower viral suppressieB.8%) and viral suppression among ireta
(-2.3%) than the EMA as a whole.

A Black/AA females had and lower viral suppression among retaied4) than White
females.

Percent of Population

Figure 7. Engagement and retention in care among EMA PLWH, CY2016
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m Engaged © Retained

Furthermore, the HIVV Car@ontinuum shows:

A 53% of Black/AA men have not be retained in care, compard8oof White men.
A 51% of Black/AA women have not been retained in care.
A 45% of YBMSM are not in care and 52% of BMS2&-44 are not in care.

As previously mentioned, DPH surveillance data do not currently capture data on transgender

clients. TheFulton County Ryan WhitBrogram ECRWB captures transgender data in

CAREWare and an examination of the HIV Care Continuum indicates disparities exist. As

shown in the following chart:

A Transgender and Bladkfansgender have worse outcomes along every stage of the HIV Care
Continuum.

A Black/AA transgender had better rates of ART prescription and viral suppression than
transgender as a whole.

A In examining viral suppression among persons retained in carejttteere was the same
between Black/AA and transgender overall.
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Figure 8. Ryan White HIV Care Continuum for Transgender, 2016
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Unique Challengesnclude barriers which obstruct awareness of HIV status including access to
general HIV information and the benefits of early treatment, lack of targeted prevention
message poverty, stigma, access to regular health care, racism and reluctance to talk about sex
and drug use. Additional challenges are identified in trying to inform individuals of their status
after they have moved and counselors are unable to contactedlgtants. The insufficient

number of public health staff to assist testing sites in locating and informing individuals of their
status also remains an issue.

Black MSM (BMSM): Stigma, homophobia, and discriminatioat MSM of all races and
ethnicitiesat risk for multiple physical and mental health problems, poverty, and lack of
insurance affect whether MSM seek and obtain-gjgality health servicedlegative attitudes

about homosexuality (including complacency), discriminatory acts, bullying arehemlcan

make it difficult for some MSM to be opevith othersabout sameex behaviors, which can

increase stress, limit social support, and negatively affect Hféaltmetaanalysis, presented to
the19" International AIDS Conferencghows that the eeptionally high rates of HIV infection

seen in Black/AA MSM cannot be explained by the factors very often thought to drive HIV
epidemics frequency of having sex without a condom, number of sexual partners, drug use and
so forth. In comparison with MSM atther ethnic groups, Black/AA men have either

comparable rates of high risk behaviors, or less. But they are much more likely to report
socioeconomic problems and barriers to accessing care, suggesting that the explanation may lie
at the structural rathéhan individual levelOpportunities for working with this population

include engagement with Part D clients, the YBMSM advisory group, Thrive SS, the Young

Bl ack Gay Mené6és Leadership Institute, the con
Courty HIV Task Force and support groups to determine issues, barriers and opportunities to
increase success along the care continuum.

2 http://www.cdc.gov/hivdiroup/msm/brief.html
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Black/AA Females Risk factorsand barriersnclude not recognizing risk of HIV infection;

being unaware of their sexwual partnersdo HIV r
at risk for infection; competing needs (e.g., child care, substance use, mental health, lack of self

care, etc.)no regular health care or health insurance; intimate partner violence; and, HIV

medical care not tailored to the needs of won@portunities include working with Part D
clients, SisterLove, the Center for &HEck Wom
Study, the Womenbés advi s oAdwsorgCommifea@andtsupmort Ful t on
groups to determine issues, barriers and opportunities to increase the bars of the care continuum.

Transgender: Healthy People 2020 e por t s t hat WATransgender i ndi\
prevalence of HIV/STDwictimization, mental health issues, and suicide and are less likely to
haveheal t h i nsurance t han hFBEdnsendesipdwiduals face many GB i

barriers including social rejection, marginalization, and insensitivity to their transgendetyidenti
In addition, many providers have not had training on the hiesslities transgender persons may
experience or their unique ne€dsTransgender patients face many barriers in their access to
healthcare including historical stigmatization, both structural and financial barriers, and even a
lack of healthcare providexperience in treating this unique population. Historical

stigmatization fosters a reluctance to disclose gender identity, which can have dire consequences
for long-term outcomes due to a lack of appropriate medical history including transitadad

care. Even if a patient is willing to disclose their gender identity and transition history, structural
barriers in current healthcare settings lack the mechanisms necessary to collect and track this
information. Moreover, healthcare providers acknowledgeitifi@mation is lacking regarding

the unigue needs and lotgym outcomes for transgender patients, which contributes to the
inability to provide appropriate caf2HIV behavioral interventiondeveloped for other atsk

groups have been adapted for wéth transgender people. However, the effectiveness of these
interventions is understudied. Effective behavioral interventions that address the full range of
risk factors and health concerm® needed to improve the health of transgender people.

As prevbusly mentionedhere is no systematic surveillance data for the transgender population
in Georgia and in the EMAA recent metaanalysis by Jeffrey Herbst of tidDC and colleagues
estimated a U.S. HIV prevalence of 27.7% among MTF, based on four studiesh HIV

status was confirmed by testing, whereas a mean prevalence of 11.8% was found among MTF
across 17 studies relying on sedported HIV status. Rates of HIV infection are believed to be
much lower among FTM persons; for example, a 2% pt&&alence among FTM was found in

a San Francisebased study in which HIV status was confirmed by testing, and up to 3%
prevalence has been reported in nationwide studies in which HIV status wapeeiéd.

However, lack of knowledge of transmissiordarevention means, the misperception that FTM
are at intrinsically low risk for HIV, and inconsistent use of latex barrier methods during vaginal
and anal sex may all increase risk for FTM individ#ls.

Although small in number, transgender PLWH in tiAEhave retention of only 45% and viral
suppression of only 49%.

2 HIV Among Transgender People, CDI@tps://www.cdc.gov/hiv/group/gender/transgender/index. html
®Roberts TK Fantz CR. Barriers to quality health care for the transgender popul@tiorBiochem.2014
Jul;47(1011):9837. doi: 10.1016/j.clinbiochem.2014.02.009. Epub 2014 Feb 19.

% hitp://www.thebodycom/content/art54537.html
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Costhas been estimated bgking the number of PLWH in the EMA who are not in care and

mul tiplying by 40% (the per ce rRyaaWhkite BIVAIBSMA PL W
Program RWHAP)). This number was then multiplied by the 2016 cost of serving one RWHAP

client for the service which gives an estimate of the one year cost for the sEabil@=9A and

9B show the OAHS costs for selected populations.

Table 9A: Estimated Cost toRWHAP

: , Cost of OAHS Total 1 Year Cost of
Target Populations Not in Care (N) Care/Per Person OAHS Care

YBMSM 283*4 =113 $1041 $117,841
BMSM 2544 4,405 *.4 = 1,762 $1,041 $1,834,242
Black/AA Female 3,022 * .4 =1,209 $1,041 $1,258,361
3,084 $1,041 $3210,444

Remainder| 7,5213,084=4,437 $1,041 $4,619,125

Total 18,803 * .4 = 7,521 $1,041 $7,829,569

The FCRWP served 33.0% more transgender clients from 2014 to 2016 (194 to 258). If a similar
increase were to happen from 2016 to 2018 thvendd be 85 additional clients served.

Table 9B: Estimated Cost to RWHAP

e B Rl Increased Number to Cost of OAHS Total 1 Year Cost of
2 P be Served Care/Per Person OAHS Care

Transgender 85 $1,041 $88,485

Table10shows the overall cost incredsg priority service categoryased upon the estimated
number of clients to be served in 2Qb§ applying thel1l.2%6 increase as occurred from
CY 2014 to CY 2016) times the 2016 cost/client.

Table 10: Estimated Cost to RWHAP

Service 2016 2018 2016 Average 2018 Total
N [\ Cost/Client Additional
Cost Estimate

OAHS 13,737 15,276 $1,041] $1,602,099.00
Oral Health 3,162 3,516 $691 $244,614.00
Mental Health 2,716 3,020 $518 $157,472.00
Substance Abuse 1,014 1,128 $1,259 $143,526.00
Medical Case Management 8,285 9,213 $217 $201,376.00
Medical Nutrition Therapy 1,268 1,410 $164 $23,288.00
Food Bank/Home Delivered Meal§ 1,295 1,440 $2,298 $333,210.00
Non-medical Case Management 10,525| 11,704 $68 $80,172.00
Child CareServices 99 110 $310 $3,410.00
Linguistics 328 365 $240 $8,880.00
Medical Transportation 2,465 2,741 $52 $14,352.00,
Referrals for Healthcare and New Service Begun in 2017
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Support Services

Psychosocial Support 3,684 4,097 $99 $40,887.00

OtherProfessional Services (Legal 122 136 $870 $12,180.00
Total Additional Cost ~ $2,865,466.0Q

Persons Who Inject Drugs (PWID) Like much of the rest of the nation, the Atlanta EMA is
experiencing an alarming increase in the number of heetéted deaths oday, notonly is the

loss of lifeat a record high, but the ar@apacted by heroin uge growing.Iln 2015, there were

more heroirrelated deaths in Fulton than anywhere else in the&tdést year, 104 people died

in Fulton from using the opiates heroin or fentanyl. DeKalb County had 33 such deaths in 2015.
In Gwinnett, there were 2Zdeathswith mae possibleleathsas toxicology reports are

completed Cobb, which had not finished its 2015 tally, had 53 heroin deaths in 2014. Outside
themetropolitanarea, there were 67 heroin deaths in 2015, according to the Georgia Bureau of
Investigation. In theéorthern arc oMetropolitanAtlanta, there has been ®@0% increase in
heroinrelated death$. The northern arc doesn't mark the highest numbers of heroin overdoses,
those have consistently been in Yfige City community &n area with high levels of Mland

other cemorbidities) anareaadjacent talowntown Atlanta. Instead, it highlights the alarming

rate of growth. While we have not yet noted a commiserate increase in HIV cases among PWID,
every cluster of injectors is an HIV and hepatitis C epidemaiiting to happen.

ii. Increasing need Overall, the incidence of new cases has increased in the EMA by 14% in
2016 relative to 2014As seen in Figure 6atge increases were observed among the following
subpopulations: Black/AA (11%), male (16%)-28 year olds (22%), 60+ year olds (25%),
Black/AA MSM (21%) and Black/AA MSM aged 284 years (32%).ncidence and prevalence
are highest among MSM (68% and 64%spectively) and this continues to be a target. Also,
Black MSM account for 50% of newly diagnosed cases.

Figure 9. Change in Incidence (2016 vs. 2014)
for Atlanta EMA and Select Subpopulations
2000
/‘ =—¢=—=EMA Overal{ mo ®
L
§ 1500 e —s—Malen Mp ®y2 0
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§ 1000 2544 yearsfi H MO
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0 e == Black MSM[{ H M ®
2014 2015 2016

27 http://www.11alive.com/local/heroitriangle
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The Ryan WhiteHIV Care Continuum shows better health outcomes than ttasdahe HIV
Care Continuum for all PLWH irhe EMA as a whole: eaged at 89% v 64% (39.1%
difference), reginedat 82% v 49% (67.3% differencandvirally suppressdat 73% v 53%
respectively(37.7% difference)

Between 2014 and 2016 incidence increased by 25% in the 60+ age group. Additionally,
prevalence in the same time period increased by 35%.tdogrovements in the effectiveness
of ART, older Americans are living longer and a growing number of peopieylivith HIV are
aged 55 and older.

AWith a | onger |1 fe expe-tetmaHivcnfection erhtbitwanyd ual s |
clinical characteristics commonly observed in aging: multiple chronic diseases or conditions, the

use of multiple medicationshanges in physical and cognitive abilities, and increased
vulnerability to stressors. o This phtenomenon
health problems of older people happen younger in people living with HI\¢aditions
includecardiovascular disease, lung disease, certain cancershstidtiated Neurocognitive

Disorders (HAND), inflammation and liver dise&&e.

2) Co-occuring Conditions: See Attachment 4 Goccuring Conditions

3) Complexities of Providing Care

a) Impact and Responseto Funding Reduction

i. Impact: The EMA did not experience a decline in formula funds.
ii. ResponseNot Applicable

b) Estimates on poverty and health care coverage status of PLWH

i. Dbata are not available for the EMA6s PLWH po
EMAGs general popul ation as well as the Ryan
likely fall somewhere between these two populations for each of the catdugldes

The Atlanta EMA serves clients with incomes O

EMA General Populatiofi® *°
Table 11A: Estimates on poverty and health care coverage

Insurance Type | # | %
Medicaid 537,884 10.6

i Medicare 172,454 3.4
Private Health Insurance 2,924,336 55.0
Direct Purchase Private Insurance 328,020 6.2
ii. | Uninsured 708,350 16.9

28 https://www. fiv.gov/hiv-basics/livingwell-with-hiv/taking-care of-yourself/agingwith-hiv

®United States Census BS270%E Health hsamnceé CoseragerStai@a1® 2014l e r . fi
American Community Survey U. S. Census Bur e aSsuivey Officee01il. Waen Seftembenu ni t vy
2015. <http://factfinder2.census.gow.

%United States Census Bureau/American FactFirfigdr701: Poverty Status in the Past 12 MontB810i 2014

American Community Survey U. S. Census Bureaubs American Community S
2015. <http://factfinder2.census.gow.
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ii. |O 138 %% FPL 1,193,883 22.4
O100% FPL 3,406,486 62.3

Ryan White Populatioff

Insurance Type

Medicaid 2,321 14.9
i. Medicare 2,270 145
Private Health Insurance 1,147 7.4
Direct Purchase Private Insurance 656 4.2
il. | Uninsured 8,180 52.5
ii. |O 138 % FPL 12,335 79.0
0400% FPL 15,495 99.3

The Ryan White population is poorer, mékely to be uninsured or rely on public health
insurance than those in the general EMA population.

c) Relevant factors limiting access tdealthcare:

Geographic variation: With an
EMA of 20 counties covering a
land area of 6,208.7 square miles
(larger than the State of
Connecticut) and the level of
funding itis challenging to

ensure geographic parity so that
services are accessible where
clients reside or where special

H Nt tom) populations congregatkimited

: Gl resourcesnust becare_fully

S targeted for cdseffective

s re e Ll resUlts.Services are dispersed
e Dbl through a number of ways. Each
7 oty Cenal (acor) of the20 counties in the EMA
“semoues o are served by Public Health

o oy Districts which provide varying

10 Northeast (Athens) levels of ©re andsupport

services, but all of which
provide OAHS.

In a paper publisheid the Journal of Urban Healffiresearchers with the Emory Center for
AIDS Research (CFAR) determined that the HIV epidemimatropolitanAtlanta is

3L While the FPL is the official measure of poverty used to determine income eligibility for most public benefits
programs, the measure is an outdated one, developed in the héiaf¥ssad solely on the cost of the basic food
budget needed to meet minimum nutritional requirements. The FPL does not take into account costs for housing,
transportation, health care, and other necessary living expenses. Thus, estimates of poventythadell. more

likely reflect a picture of people living in extreme poverty.

22016 CAREWare
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concentrated primarily in one downtown section of Fulton and DeKalb Counties. This area,
consistingof 87 census tracts, haJheprevienoefratetohHtY ci t y o s
within the cluster is 1.34% and is compatible with what the World Health Organization

woul d descri be as a Clasteedtmeatsavere assciated \pith ligheni ¢ 0 .
levels of poverty, lower density of multacial residents, injection drug uaedmen having sex

with men. Researchers concluded that neffort
well as effortdo address the specific needs of these populations may be most beneficial in

curtailing the epidemic within the identified cluster.” Of Atlantdlb& Service Organizations

identified, 42% were located in the cluster, and average travel time was 13 royaggs The

Atlanta EMA funded 16 service providers in EX.7. Given that the epidemic is largely within

Fulton and DeKalb Counties, there is a concentration of providers within these counties. There

are 11 primary care clinics that receive Ryan White Rdwinds, eight of which are located in

Fulton and DeKalb Counties.

The three remaining primary care facilities are located in the suburban and rural regions within
the EMA. These facilities also operate satellite clinics to reach clients who do detwétiin

the urban core. Other core and support services are provided by subrecipients located throughout
the entire EMA. Many subrecipients provide a comprehensive array of services, allowing clients
convenient access to multiple services. The EMA takesial consideration to ensure that

support services, including medical transportation, are available to facilitate access to and
retention in OAHS, as well as client choice. All Partulhded service providers are required to
serve clients from any of ¢lEMA counties. Medical Transportation funds are used for public
transit, taxi cabs, Uber, and gas cards. Several agencies are providing telemedicine and tele
mental health services. With the implementation of the ACA, clients may have access to
insuranceplans that vary throughout the geographic area.

Adequacy of health insurance coverage&seventynine percent{f9% of t he EMAGs Ryar
White clients have incomes below 138% of poverty and do not qualify for coverage under ACA.
For those that do qualify, dphs are limited. A main goal of the ACA is to extend health

coverage to many of the 47 million nonelderly uninsured individuals across the country,

including many of th&1.8 million uninsured Georgians. The Supreme Court decision on the

ACA effectivelymade the Medicaid expansion to adults a state option, and Georgia is not
currently implementing the expansion. Georgia is one of 23 states not currently implementing the
ACA Medicaid expansion, which could, if implemented, extend Medicaid coverage tg nearl
600,000 lowincome uninsured adults in the state. More than 409,000 uninsured poor adults who
would have been eligible for Medicaid under the expansion fall into a coverage gap. In Georgia,
the coverage gap has a disproportionate effect on people of Mekarly half (48%) of

uninsured, poor Georgian adults in the coverage gap are Black/AA, and 6% are Hispanic.
Overall, people of color make up 60% of people in the coverage gap in Georgia. About four in

ten Georgians in the gap (39%) are White. Even witltiee Medicaid expansion, nearly half

(45%) of uninsured Georgians are eligible for some financial assistance to obtain coverage under
the ACA, largely through the Marketplace. Nearly one in five (17%) are eligible for coverage
through existing eligibily pathways in Medicaid andh i | d Healthléssirancd’rogram

(CHIP), though most of these individuals are children. More thargoiaeter (28%) are eligible

33 Journal of Urban Health, 02.2011/0l. 88; No. 1: P. 129141; Brooke A Hixson; Saad B. Omer; Carlos del Rio;
Paula M. Frew
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for premium tax credits thelp them purchase private coverage in the Marketplace, and 20%
may beefit from employeisponsored insurance or access to unsulegsidinverage in the
Marketplace®

Furthermore, access to HIV medications in Exchange Plans is limitealysés from Avalere

finds that only 166 of silver exchange plans in 2015 coaall top HIV drug regimens with

cost sharing less than $100 per month per regimen. While almost half of plans include all 10 of

the most commonly used HIV regimens on their formularies, many plans charge higber out

pocket costs for these druffjsGeorgid s pl ans are among the most r e

Within a given market, HIV patients can seek to make informed shopping decisions by enrolling

in a plan with better coverage for HIV medications. However, availability of plans with broad

access to these produetries significantly by state. In Georgia, consumers will find a majority

of plans cover fewer thaseven of the top regimens aodfequire cost sharing over $200 per
month.These findings highlight differences in the benefits found in the exchange mwiet

compared to other potential sources of coverage for people withTidditionally, many

uninsured and underinsured patient§&eorgia acess HIV therapies throughe AIDS Drug

Assistance Programvhich coversall 10 of the 10 most commonly presaibHIV treatment
regimens Georgia alsofferswrapar ound coverage to reduce enr ol
exchanges.

The EMA requires all subrecipients to vigorously pursue insurance options for those clients who

are eligible. The EMA funds Insuranblavigators to assist clients in signing up for mhest

appropriate plan. Case Managers and-Nmdical Case Managers connect clients with the
Stateds Health Insurance Continuation Program

Language barriers In metropolitan Atlanta countiesthe number of households not proficient

in English ranged from 0.6% to 8% with an average of 3%. In the 2014 consumer survey, 12%
of respondents indicated a need for linguistics service (it is presumed that this number should be
higher, but language b&rs may have prevented some individuals from responding to the
survey). To address language barriers, the Atlanta EMA funds Linguistics Sgmnhoes
includestranslators, interpreters, language lines, addahgual staff. Additionallythe FCRWP

has & adopted Title VI Compliance (Programmatic Policy and Procedure Niiiée
http://www.ryanwhiteatl.org/ppphivhich requires all subrecipients to provide specific

language services to inform persons viithw English Proficiency (LEP) of free interpretation

and translation services that are available and must be provided in a notice in a language that
LEP persons will understand and includes such things as: posting signs notifying individuals of
language asstance availability in areas where the public is likely to read them; stating in
outreach documents (brochures, booklets, pamphlets, and flyers) that language services are
available; using a telephone voice mail menu (if available) in the most comnguadpes; and,
ensuring that vital documents are translated.

34 http://kff.org/healthreform/factsheet/thegeorgiahealthcarelandscape/
35 http://avalere.com/expertise/manageate/insights/patieraccesgo-hiv-drugsin-exchangeplansis-limited-
compareeto-other
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Additional service gapsfor PLWH who are not in care that will be addressed with FY2018 Part
A funding include:

Transitioning to Adult ServiceS:he HIV Care Continuum for the Atlanta EMA shoasnarked
decrease-15%) in the retention rates for all PLWH-23 and the rate for PLWH 284 at 52%

and 49% respectively. It is opined that a portion of this decrease is related to the challenges
youth face when transitioning from youth clinics to adtitics.

Adolescence (1:24 years) is associated with distinct psychosocial and physical developmental
changes. Evidence has shown that implementingapgeopriate interventions can facilitate
improvement of individual health outcomes for adolescents and youitg add reduce

secondary HIV transmission, interventions that can be challenging to develop, implement, and
sustain. The Grady Family, Youth and Womenos
challenges related to medication adherence and retentiamanservices must effectively
address an adolescentds stage of devel opment
coping ability. In addition, providers working in the clinic have developed national guidelines on
transitioning HI\tinfected yoth to adult clinics and have shared their expertise and experiences

on HRSA webinars and local and international conferences.

Approximately twethirds of all children, adolescents and young adults with reported HIV/AIDS
in Georgia are cared for at the clinic, which also provides the majority of care feexjkdsed
infants throughout the statéhe, FYWC medical providers, SocMlorkers, and Patient

Navigator work together to help youth transition from FYWC into adult medical care and case
management. This is done througtleavelopmentally informed primary care transition protocol
to maintain continuity of care, prevent treatmlapises, and support the 227 year old clients

in transitioning their care from pediatric/adolescent providers to adult prov&taisl Workers

in the Pediatric/Adolescent clinic provide case management to youth until tHeir 25

birthday. Conversatias about transition begin between the youth and appropriate careg®ers 1
years pri or "bighday. Fransiton planhadesev@dped with the youth based on
his or her needs. Attainable clinical goals are set to help the transitioningsautio navigate

the adult healthcare setting. At thé"2sirthday, the youth is transitioned to the Adult Medicine
Clinic and appropriate Care Resource Coordinators (CRC) that staff the adult clinic. Continuity
of care is provided by the Grady FYWC Pati Navigator who follows patients between the

ages of 18 and 27 years as they transition from pediatric to adult medical care. Medical care
transitions from the Pediatric/Adolescent providers to the providers in the Adult Medicine clinics
withinthe IDPWo men6s CI1l i ni c Thoee to Bbamonths Gdforera youth will be
transitioned to adult care the CRC and Patient Navigator conduct a tour of the adult clinic with
the youth to be transitioned. The adult clinic CRC introduces the youth(s)stathéncluding

team nurses and nurse educators) and the procedures to familiarize the youth with the adult
clinic. The pediatric medical and CRC staff work closely with the adult side to establish a
seamless transition to adult medicine providers witér@st and expertise in caring for young
adults.

Housing Instability/Homelessnedsis estimated that over 10,000 PLWHNetropolitan

Atlanta are in need of stable housfig:he City of Atlanta homeless census targeted the
unsheltered homeless who are sleeping in outdoor locations such as sidewalks, parks,

% Fulton County Taskorce on HIV/AIDS

Atlanta EMA FY20B Ryan White Part A-ulton County Government H89HAO00007 23



encampments and under bridgékse Atlanta Housing Continuum of Care 2016 P&mTime

also included thsheltered home$s, who are staying in emergency shelters and transitional
housing programs. There were 1,782 in emergency shelters, 1,443 in transitional housing, 3,280
sheltered individuals and 838 unsheltered for a total of 4,063. These figures included 141
householdsvith at least one adult and one child.

Furthermore, there is a large number of homeless and runaway youth. It is estimatedtiiatah a
summer month imetropolitanAtlantathere are approximately 3,374 homeless and runaway youth
living on the strets, in shelters, or in other precarious housing situations. This estimate is derived
from several different statistical calculations, ranging from 1,516 to 3,833 and based on field research
that included portions of Fulton, Cobb, Clayton, DeKalb, and Getircounties and multiple
municipalities. The vast majority of homeless youth surveyed were Bidcikcan-American (71%),
cisgender men (60.5%) between the ages &i2(070.9%).Appr oxi mat el y 28 % of
homeless youth surveyed reported symptordgating the possibility of having a serious mental
illness.The majority of the homeless youth in the survey use alcohol (58%) and/or marijuana or
hashish (64%), and nearly tvtloirds (62.5%) of those who use have a high likelihood of having a
substanceise disorderOnly onequarter (25.4%) of the homeless youth surveyed have a regular
doctor or medical facility that they go to for health care, but more than half (59.8%) had gone to a
hospital emergency room in the past y&&re majority (88.5%) of hoeless youth surveyed report
having been tested for HIV infectioNearly half (49.2%) of homeless youth surveyed indicated they
had been sexually abused or been involved in paid sex activities either on their own or facilitated by
someone. Overall, 28.2% the homeless youth surveyed seléntified as Lesbian, Gay, Bisexual,
and/or Transgender (LGBT§.Another analysis indicates that although only 7% of the general
population of youth identify as LGBT, a shocking 40% of homeless youth are LGBT. Thigtglispa

is made even more alarming by the fact that LGBT youth are more likely to be victimized than non
LGBT youth on the streefS.

A growing body of empirical evidence shows strong correlations between improved housing
status and reduced HIV rislehaviorsimproved access to health care for persons living with
HIV/AIDS, and better health outcomé&&The conditions in which people with HIV live, work,

learn, and play contribute to their ability to live healthy lives. With safe, decent, and affordable
housirg, people with HIV are better able to access comprehensive health care and supportive
servicespeginHIV treatment, takéllV medication consistently, and see their health care

provider regularly. However, individuals with HIV who are homeless ordtaide housing are

more likely to delay HIV care, have poorer access to regular care, and are less likely to adhere to
their HIV treatment* To help address this issue, the federal government allocates resources
specifically to alleviate homelessness ag@eople living with HIV in the form of Housing
Opportunities for People with AIDS (HOPWA) funding to highly impacted states and cities

across the United States. The City of Atlanta managesé¢t®politanAt | ant a r egi onds
HOPWA program- the HOPWA awat total in FY2016 was $22,447,304.00 and for EX4.7

the proposed award is $23,085,738.00.

37 https://www.atlantaga.gov/home/showdocument?id=24072

38 https://atlantayouthcount.weebly.com/2ké-findings.html

3 http://www.covenanthousega.org/FastFactsStatigics

40 https://link.springer.com/article/10.1007/s104817-93059

4 hitps://www. hiv.gov/hivbasics/livingwell-with-hiv/taking-careof-yourséf/housingandhealth
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Due to the availability of HOPWA funding at a
been determined by the Planning Council that Part A funds would not batetido housing

services. Nonetheless, the Planning Council has a vested interest in the topic and has an
established Housing Committee.

The Housing Committee serves as advisory grou
Program. Staff from the HOPWA Program serve as-Clairs within the body and obtain

ongoing feedback on concerns related to houshdgitionally, the committee conducts an

amual Housing Forum to educate PLWH on housing options and connect them to care, the
Committee plays an active role in working with the City of Atlanta to implement programs and
initiatives to better serve PLWH.

TheCityof At |l ant ads plometessistmach bigher thanBtheWarge citie3Y8
vs. 1%. The large 2014 increase in HOPWA funds has been allocated totkmngeéenant

based rental assistancéhis funding increase is projectemlreduce homelessness among HIV+
persons.

Regretfully, there is still a huge housing gap for those who are considered chronically
homeless.Over 300 veterans and nearly 800 chronic homeless persons were unsheltered. The
Housing Continuum of Care was successful in securing funding for 115 new PSH béeséut t
will be able to house only 10% of the peinttime population in need, less if annualized

numbers are considered.

To address these concearsannual Housing Forum to educate PLWH on housing options and
connect them to care, the Committee playa@ive role in working with the City of Atlanta to
implement programs and initiatives to better serve PLWH.

The Housing Committee is working with the Ciif/Atlanta to adopt anthove toward a
iHousing Firsto appr oahkobsing Firstia a droved @&hathof endingt r a c t
all types of homelessness and is the most effective approach to ending chronic homelessness.
HousingFirst offers individuals and families experiencing homelessness immediate access to
permanent affordable or supive housing. Without clinical prerequisites like completion of a
course of treatment or evidence of sobriety and with atfweshold for entry, Housing First

yields higher housing retention rates, lower returns to homelessness, and significantreductio
the use of crisis service and institutidh&\dditionally, the Committee is working taeate a
mechanism to assist service providers and CBOs to identify, monitor, and report the most
pressing and recurrent housing needs of clients, and ensusertiae providers and CBOs are
equipped to provide hatcbpy information on the most relevant housasgistance needs of

PLWH in Fulton County and to create an online resource portal for HOPWA resources and
ensure that service providers addmmunityBased Organization€80) interacting individuals
most impacted by housing challenges are educated about this resource portal, and are able to
direct clients to the most relevant features of the portal.

Also, The FCRWP is seekirtg collaboratewith the Gty of Atlanta for the sharing of client
level data.

42 hitps://www.usich.gov/tootor-action/housinefirst-checklist
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Sex Trafficking Atlanta is rankedt1 for sex traffickingand sexual exploitation in the U*S.

i Mere's a range from 28O girls that are tréitked each month in our citynd tonight there

will be 100 girls that will be exploited imetropolitanAtlanta™* fiSex trafficking victims, are at
significantly increased risk for contracting HIV for a number of reasons directly related to the
nature of their forced servitude. Sex ficing victims are moderday slaves, and thus are

unable to make choices about or control some aspects of their lives, including their sexual
activity. They are forced to sell sex acts on the street, in hotels, through escort agencies, at
brothels,andmny ot her pl aces where they dondét have
trafficking victims are held in brothels or other places where condoms are made available, they
may not be able to enforce condom usage and other safer sex practices. Womes and gir
enslaved in commercial sex also are forced to endure sex with multiple partners, many of whom
may al so have had unprotected sex with multip
contracting HIV. They further must endure the riskiest types ofatagted sex, such as anal sex,
injurious sadomasochism, and violently abusive sex, which increases their risk of transmission.
Often injuries inflicted during violent sex are not allowed to heal properly, as traffickers force
victims to continue to serveen without seeking medical attention. As a result, trafficked

women may have highsk, unprotected sex with multiple partners despite having open genital
cut s and *ahere arssiguificant.reSources being devoted by local police forces to
rescuehese sestrafficking victims and providing them with those supportive services provided

to rape victims including HIV testing, post exposure prophylaxis, or HIV treati@&as are

working with the judicial system to link to care and services.

Service Gaps and how they are addressed here are service gaps along the HIV Continuum
of Care and the EMA has plans to address them:

Diagnosis CDC-funded targeted HIV screening, routine HIV testing and various demonstration
projects for case finding are fund@ay nonRyan White sourcesd increase the rate of HIV
diagnosis. Efforts are underway to improve-opt HIV testing in healthcare settings. People in
STl and TB clinics are tested for HIV. HIV testing algorithms are being revised to allow for
faster est results.

Linkage: The Atlanta EMAHIV Care Continuum indicates that 35% of clients were not linked

to care within 30 days; the Ryan White Continuum has Ft#tocols have been modified to

allow individuals with a preliminary positive test resulb®senrolled in Ryan White care while
awaiting confirmatory results. Part A funds may be used to pay for the confirmatory test. Local
Ryan White Policies and Procedures are being revised to support provisional enroliment in care
while awaiting certain formef documentationPart A funds are being used to place a clinician

on the mobile HIV testing unit so persons testing positive for HIV can have their first medical
appointment in the mobile unithere are frequent delays (up to 3 months at times) in

“https://www.americanbar.org/publications/human_rights magazine /homan rights vol37 2010/spring2010/
sex_trafficking_and hiv_aids a deadly junction for women and_girls.html

4 http://www.cbs46.com/story/24425994/hurdaafficking-brutatandwidespreadn-georgia

45

https://www.americabar.org/publications/human_rights _magazine _home/human_rights_vol37 2010/spring2010/se
x_trafficking_and _hiv_aids_a_deadly junction for women_and_girls.html
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conrecting clients with their first medical appointmeftindinghas been allocaden FY2018

to continue the support of Rapid Entry Clinichegoal is for a newly diagnosed or newly re
engaged patient to see a clinician to initiate HIV health care, beedffeR T, receive treatment
counseling, and agree on a sustainable care plan on the day of their diagnesisggagement,

or within 23 days if samalay initiation is not possible. Rapid Entry Clinics serve as
temporarytransitional care providedesigned to initiate care and treatment until such time that
the client is able to have the first medical appointment with thetkrmg provider selected by

the client; as such, they should have a high client churninatgrate HIV services in existing
clinical practice. Establish partnership witlhgventionprogramgo add medical provider to

treat newly diagnosed after testing on mobile unitgizZé case management services to remove
barriers Allocate funding for Insurance Navigators to enrolVHlositive individuals in Health
Insurance Marketplace. Funds are allocated for Referrals to Health Care and SupportiServices
funded to provide staff to work on client enrollment in services. Continue funding for
Psychosocial Support Services (Patieatigation) in seven primary care sites to assist Linkage
to Care Coordinators with enrollment and retention in care of newly diagnosed persons.

Engagement/Retention The Atlanta EMA Care Continuum indicates that 36% of clients were
not engaged in care abd% were not retained; in the Ryan White Continuum the number for

not engaged is 11% and not retained is 1B&tient centered services that encourage
partnerships between providers and clients which haeaeshown to enhance client

engagement in HIV tatments that ari place?® The EMA provides an array of core and

support services to facilitate retention in care (e.g., substance abuse services, medical case
management, and medical transportatiting important to recognize that movement along the
Care Continuum is hilirectional and clients who have been in care sometimes move out of care.
Patientnavigators assist clients with linkage to care and work closely with HIV testing teams to
help connet newly diagnosed individuals to cafiehe EMA funds patientavigators at seven

sites to facilitatsseamless engagement into OAHS through collaboration with linkage
coordinators and case manag€ase nanagers work to stabilize the housing situation for

clients, frequently through enrollment in HOPWA funded programsddition, three Part A

clinics are working with the Georgia DPH to implement a HIV/AIB@demiology

Sur veil |l ameath IMfoenmationm Exchénge (HIE) reengage those owlf-care

persons accessing health care for reasons unrelated tdR#\HIE sends an alert to a provider
indicating the person is out of care and provides information on howetogage the client.

Evening and weekendinic hours will be required of all sulmipients funded in 2018. The

EMA will continue to support discharge planning from local jails and work with correctional
facilities to ensure medical records are sent to the new provider and clients are providd with
days of medicine upon releagaibreipients willreview no shows and appointment processes in
local Ryan White clinics and strengthen processes to fallewvith clients to reduce gaps in the
delivery of services along the care continu@irents that have fallen out of caneill be

identifiedand attem madedo reengage themintocafdat a t o Car ed model s
individuals identified as out of care to HIV medical care within seven (7) days of identification.
Provide linguistic services to 100 % of Spanish spegpklients, including use of patient

education materials in Spanish. Provide assistance for 100% of clients with vision and/or hearing
impairments.Screen 100% of new clients for behavioral health needs. Based on client

“®Flickinger, T.E. et al. (2013). Higher quality communication and relationships are associatedpsitved
patient engagement in HIV cadournal of Acquired Immune Deficiency Syndront&s 362366.
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assessment, schedule 100% of cemith identified behavioral health needs for same day
behavioral health appointment as HIV primary care visit for clinics eagtlocated services. Co
locate behavioraldualth services on site in at least six clinic sites. Require that 100% of funded
PartA providers implement at least one strategy annually in each of theQiteally and
Linguistically Appropriate Standard€LAS) component categories (i.e., 1) Governance,
Leadership, and Workforce; 2) Communication and Language Assistance; ancdggmegt,
Continuous Improvement, and Accountability). Continue to allocate resources fenvatk
appointment) clinics.

The EMA will continue to utiliZnlormeche ACentr al
intervention for youth. This intervention, whitdrgets young African American and Hispanic

youth ages 1-23 years of age provides youth with care via a nulidttiplinary youth clinic

staffed by adolescent care providers, yeiattused social workers, and case manager

Another component is fa€linical Care Teams to coordinate the transition of young clients, with
a focus on YBMSM, from the Teen Clinic to the adult clinic. The Clinical Care Team will
coordinate with Part A and Partidnded medical case managers who will continue to be
assignedo the client in the adult clinic. The transition period is the time when these young
clients are most aisk for dropping out of care which is apparent in the differences in the
engagement and care rates for BIAZ&kMSM by age which shows a 1386op inengagement

and retention from the 134 age group to the 284 age group.

ART : The percentage of Ryan White clients not prescribed ART is 11% (data are not available
for the EMA Continuum)Studies have demonstrated that antiretroviral treatment redli¢es H
transmission by more than 96%hus, the Ryan White HIV/AIDS Program plays a central role

in meeting the first National HIV/AIDS Strategy (NHAS) gopteventing new HIV infections

by ensuring that individuals living with HIV have access to regula aad are started on and
adhere to their antiretroviral medicatioiSystemati@pproaches to address gaps in

antiretroviral use include: Hunding for rapid initiation of ART for patients newly enrolling in
care (or returning to care) and continued @iow until ADAP or Patient Asstance Program
coverage begins; BHunding ADAP coordinators at care sites tolfete enrollment/re

enrollment; 3)Electronic applications for ADARvailable at all primary care sites and at

medical case management officesN&w DPH ADAP policy to allow presumptive enrolliment
while awaiting all necessagfient enrollment documentation; 6Jinicians follow published
guidelines, primarilyhe Guiddines for the Use of Antiretroviral Agents in HInfected Adults

and Adolescentdast updated 11/13/2014) afdiidelines for the Prevention and Treatment of
Opportunistic Infectionglast updated 10/28/2014); Bicreased funding for ART in FX016

and Fr2017 to allow clients to begin ART earlier; and, 7) New options for-or@ér pharmacy
services have been implemented at several providers to enable easier access to medications and
remove a potential barrier to care.

Viral Suppression/Viral Suppressionamong Retained In the EMA Continuum of Care, 47%

of PLWH were not virally suppressed and 13% of those PLWH retained in care were not virally
suppressed; in the Ryan White Continuum 24% of clients were not virally suppressed and 11%
of clients retained icare were not virally suppressatlithin the HIV care continuum, viral

" Department of Health and Human Services, Fiscal Year 2016, Health Resources and Services Administration,
Justification of Estimates fakppropriations Committees. Submitted by Mary K. Wakefield, Administrator.
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suppression is the key goal to improve individual health outcomes and reduce HIV transmission.
On-going core and support services are in place to facilitate care and treatment. Smsie cli

have implemented recognition events to celebrate individuals who have maintained undetectable
viral loads (paid for with private funds). Treatment adherence counseling by nurses and case
managers facilitate client success with treatment. ADAP Spasialssist clients with +e

certification to prevent interruption in medications. Achieving viral suppression requires care
access and retention along with adherence to ARllhe EMA supports the integrated medical
home model which facilitates client retention in care and ART adherence to maximize
achievement of viral suppression among clients sénssivices are patietentered,

encouraging a partnership between provatet client, which has been shown to enhance client
engagement in HIV treatmehitNew electronic medical record systems have provided agencies
with new analytics components which allow timely access and accurate data about care and
services. With all cliet information being located in a single electronic record, individual and
aggregate monitoring and reporting are more effective. Data may be extracted to examine trends
in viral load suppression and related long term changes. These data will thenanémimg
improvement efforts that are implemented by the clinical team. Staff will have visual
representation of peaks and valleys and identify factors that may be impacting care and overall
health outcomes. The data will be further used for overall pigras it relates to care

coordination and other support needs, with the end goal of viral suppression. All clinics are
funded to provide ART until such time the client is pickgrby ADAP or another third party

payor. Some rapid entry clinics have impknteddirectly observedherapy for the first dose of

ART. Identify clients with highest risk of netneatment adherence, (e.g., detectable viral load,
missed appointments, substance use and/or mental health disorders, etc.) and provide 100% of
identified clients with intensive treatment adherence counseling and support. During each clinic
visit, provide clients with counseling by Medical Clinicians or Medical Case Managers on the
importance of treatment adherence as needed.

B. Early Identification of Ind ividuals with HIV/AIDS (EIIHA)

1) The FY2018 PlannedEIIHA Activities

In 2018, a number of activities will be undertaken to meet the goals of the EIIHA initiative to

(1) identify individuals with HIV who do not know their status, (2) make such individuals aware

of their status, and enabling them to use health and support services, and (3) reducing barriers to
routine testing and disparities in access and servicesgaaifatted subpopulations and

historically underserved populations:

a) Primary activities for the EIIHA Plan:
Identifying individual s who do not know their status
A More fully implementing data to care strategies tosiseeillance data to identify HV
diagnosed individuals not in care, link them to care, and support the HIV Care Continuum.
o0 One such mechanism is the use oThreecSRamA gi ads
clinics are working with the Georgia DPH to implement a HIV Health Information
Exchange (HIE}o reengage in care those eaftcare persons accessing health care for
reasons unrelated to HIVe®eral methods can be employed to help identify and engage
PLWH who may not be aware of their status. UsheyCDCGgenerated SAS program,

“8 Horstmann, E., et al. (2010). Retaining Hiected patients in care: Where are we? Where do we go from here?
Clinical Infectious Disease$80, 752761.
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A

Geogia DPH HIV Surveillance will create an encrypted SAS dataset containing
information on persons in the eHARS database who do not appear to have received HIV
clinical care during a given time interval. This generate®@uainof Care QOO i wat c h

| i st OHARS labmatee By matching Medicaid Administrative Care (MAC) data

coll ected from select heal th districts EMR

eHARS data, DPH can then generate a list of OOC individuals withHidrrelated
clinic visit datesfacilities, and updated contact information for the previous 12 méhths.
o Individuals testing for TB at local clinics (which is a peguisite for staying in any of
our local shelters) will be checked against DPH data to determine if the individual is
living with HIV so they can be provided with test results and linked to care.
0 Using eHARS to perform record searcloasreactive clients while the client was still in
the clinic to determine their HIV status as well as therdre status. (Also, eHARS Wi
be used to ascertain if an individual had recent labs as a proxy for being in HIV Medical
care.)
Providing HIV testing in additional Ryan White OAHS sitestfesting for partners, friends,
or family members of Ryan White clients (funded via CDC Praerritinding). Rapidcand
INSTI testing to allow for preliminary test results to be obtained without the need to return
for results. Algorithms have been revised to allow for rapid testing and rapid confirmatory
testing.
Working with locals jails to ensurbdt HIV testing takes place. Contato expand routine
testing in pvenilejusticefacilities.
Systemlevel changesnclude: implementing a new policy which requires-opt HIV
testing at all Fulton County operated medical clinics; requiring all entibiesacting with
Fulton County for the provision of mental health and substance abuse services to provide
HI'V testing and |Ilinkage to care; expanding
by health department stafind,working to fully embed HV testing into routine medical
laboratory testing

Making such individuals aware of their status, and enabling them to use health and
support services

A
A

A

Expanded use of Rapid Entry Clinics to link PLWH to care (and access to ART) Wath

hours.

In 2018, # Part A subrecipients will be required to have weekend and/or evening hours to
facilitate access for individuals who are not able to make daytime appointments.

Utilizing a full cadre of staff and volunteers to facilitate linkage to care: Preventiondfunde
Peer Navigatorsare available to support clients from the time of their new diagnosis through
linkage to care, and can continue to assist clients as needed to help them adjust to life with
HIV. RW fundedPatient Navigators serve clients in multiple roles, including education,

peer counseling, support, and assistance with navigating the healthcare system. As a person
also living with HIV, Patient ldvigators can share strategies to help those newly diagnosed
remain engagechiHIV care, and navigate through the challenges that can become barriers,
and impact continued engagemehtedical Case Managemenservices are used to assist

“9 Data from the initiaHIE implementation period (10/151/16) showed that clients were mostly living with HIV

for a long time and the majority (58%) had stage 3 infection. A majority (63%) had also been in care previously and
had achieved viral suppression in the past, shottieghallenges to lonatgrm retention and viral suppression for

many clients.
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with identifying the needs of those newly diagnosed or enrolled into care, thnkefpients
to the appropriate services, supporting clie
medical care, and helping clients achieve the ultimateajoatal suppression. Medical
CaseManagers are also providers of medical adherence counseling, and éaaddass to
services, including linguistic services for those who need translation support at appointments,
medical transportation assistance to case management and clinic appointments, and mental
andoral health services. Medicab€eManagers work withl@nts to develop an
individualized service plan that help identify and address both immediate an@tong
issues, and are tasked with educating and advising clients on how to identify potential
barriers to care, and connect to appropriate staff as di¢edelp address those barriers in a
timely manner should they arise. Clients are also educated on the importance of remaining in
care, adhering to the schedule of HIV care appointments, medication scheduling, accessing
prescriptions, etc., and on howdommunicate with either case managers or health center
staff to address those concerns should they aNsa-medical Case Manager (Self
management @ordinator) helps to facilitate linkage to and continued engagement in care
by offering medically stablelients with low intensity social serviceeeds tesomeone that
they can reach out to as needed, to address any episodic needs as they arise, and keep them
from threatening consistent engagement in medical ddre.Referrals for Healthcare and
Support staff (client benefits specialists) are also included as a component of the EIIHA
strategy as they help clients access resources that they may not have otherwise known they
were eligible to receive by assisting them to complete and submit applicationsrior cl
assistance programs and referring them to ACA counselors and navigators or other benefit
programs. These efforts ensure additional i s
their status.

A Assigninga clinician on mobile testing units so thadlividuals testing positive can
immediately have their first medical appointment including initiation of ART ¢higjt
individualg with a nonresponsive test result may initiatecEP (medications paid for by nen
Ryan White source).

A Continue to refine th8tate Electronic Notifiable Surveillance System (SENDSS) Linkage

Moduletoj oi n i nformation about the clientédés Lab
where tested, with the clientds partner seryv
thecl i ent s | inkage referral and | inkage outc

A Use of new technologies to detect HIV quickly. One agency is conducting a pilot program
usi ng R Gemeratidn $11V 4/2 antigen/antibody Determine test. This test is able to
detect the p24 antigen, which can appear as soon as 10 to 14 days after the virus is
contracted, allowing earlier detection than the previously S8 IIHIV 1/2 antibody test.

If the Determine test is used and is reactive for antigens or antibodi&S aintést is used

to confirm. This protocol identifies clients who recently contracted HIV, decreasing the
likelihood of transmission to others by making the client aware of ttegirsstThis

enhancement is in direct support of NHAS priorities and is especially important because it
improves the ability to identify clients that may be in a stage of acute infection, which means
they are more likely to transmit the virus. Additionally, identifying clients who are still in

the process of seroconversion, the agency avoids the possibility that the client does not return
for follow-up testing. This increases the ability to both successfully identify people that
recently contracted HIV arlthk them to care quickly.
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A

Systemlevelinterventions include: ensuring all Ryan White providers are aware of EMA
Policies and Procedures which allow individuals with only a preliminary positive test result
to enter care and that Part A funds may be ésedonfirmatory HIV testing; ensuring

clinicians are following current protocols which call for initiation of ART regardless of CD4
count or viral loadi several providers are following outdated practices of waiting for lab
results before providing tha$t medical visit so they can evaluate whether ART is
appropriate; allowing for presumptive eligibility (which is designed to lessen barriers to care
caused by the need to have all eligibility paperwork before being enrolled into Ryan White
services) wheh allows individuals with proof of HIV status to be enrolled while collecting
other required documents (e.g., proof of income, and proof of residency) with the
understanding thatligibility documentation MUST be provided at the next visit or the visit
must be rescheduled until such time that documentation is provided; continuing to perfect the
Part A process for allowing eligibility documentation to be scanned into CAREWare and
accessed by other providers so clients do not have to provide the papereach frovider

from whom they seek services.

Reducing barriers to routine testingi affected and underserved

A

Stigma plays a significant role in whether a person gets tested. Since stigma surrounding HIV
disease persists and many HIV infections occurraswt of unrecognized, underestimated

or ignored risks, efforts will be continued to utiligecial marketing, social media, education
and awarenessising, and routine HIV testinghe EMA will work tonormalize HIV

testing and use of new technologiegietect HIV more quickly. Other efforts include the use
of social network testing which reduces stigma by enlisting peers to promote access to testing
services, and targeting testing messages amongiBlghommunities in geographic areas
Normalizing HIV testing includes: increasing the number of sites where testing is available;
couples HIV testing andounseling encouraging testers to bring their partners in to facilitate
early diagnosis, care and treatment services as needed forlbobh éther STIs; partnering

with CBOs, faithbased agencies, group homes, beauty salons, barber shops, gas stations,
bars, night clubs, extended stay motels, and higher education institutions in
disproportionately affected ZIPdde areas to provide tegginrcounseling, and education.

Work will continue onincreasing HIV testing in geographical areas with high burden of
disease among priority populations AA MSM, MSM, Transgender, AA Women, and
Hispanics.

To better serve our communities, Part A subrenigi&ill be strongly encouraged to
undertakeThe Roots of Health Inequitynline training to address stigma, health disparities,
and social determinates of health in order to ultimately improve health outcomes for all.
Culturally sensitive outreach to moalize awareness of HIV stati$lV prevention funded

CBOs will continue to focus their HIV messaging, outreach, and HIV testing andetiogns
activities to members oatgetgroups in ways that are culturally and linguistically

appropriate and that addseculturallyestablished patterns for avoidance of HIV status
awareness. Activities include Effective Behavioral Interventions (EBIs) and other health
education strategies (e.g., health fairs, awareness days, social marketing)

Continuing to employ membgof the various target populations to provide testing and
partner services. They are also responsible for contact tracing, and contact testing of newly
diagnosed HIV infected individuals while giving priority to those with acute infection.

Atlanta EMA FY20B Ryan White Part A-ulton County Government H89HAO00007 32



A Housing also @ys a significant role in HIV prevention. A muttiate study found that over
time, homeless and unstably housed PLWH who improved their housing status reduced risk
behaviors by half, while those whose housing status worsened were four times as likely to
increase risks through activities such as sex exchange. Persons experiencing homelessness
are at heightened risk of acquiring HIV, with rates of new infections as high as 16 times the
rate in the general populatidéven after accounting for other fact@tgch as substance use,
mental health and access to services, the condition of homelessness is independently
associated with increased rates of behaviors that can transmit HIV. Housing programs also
provide an important opportunity to offer HIV testing. Th&. Preventive Services Task
Force recommends HIV screening for all persons aged 15 to 65, but only about half of all
Americans have ever been tested, including many at highest risk. Fear of stigma and
discrimination is still a factor discouraging testitncluding fear of exclusion from housing
or shelter. Partnerships between HUD's housing programs and other service organizations
present important opportunities for HIV education and testing to support HIV prevention,
timely HIV diagnosis, and linkage bngoing medical care for both HIV positive and HIV
negative persors.

A System level interventionsFollowing CDC recommendations for HIV screening whereby
all patients over age 13 are offered an HIV test, with the option toudf this service
efforts will continue to fully embed HIV testing into routine medical laboratory testing, a
strategy to reduce stigma and increase the number of individuals that consent to testing.
Continuing efforts to make screening for HIV a part of the routine battergtsffta all
patients inFederally Qualified Health Centers (FQH@)edical clinics and emergency
departments, college and university student health clinics, adult health, STD, TB, refugee,
family planning, perinatal, maternal and child health clinics graknics, and maternal and
child health clinics. Efforts will continue with the Atlanta Board of Education to implement
HIV testing in high school clinicontinue to address barriers that keep people from testing
and entering care.

b) Major Collaborations: The Planning Council does not allocate funds for general HIV
testing as adequate prevention funds are available; nonetheless, the Part A community is
involved in several partnerships to further EIIHA objectives:

A The mi6lategrated HIV Preveion & Care Plan,20t2 0210 sets forth in
agreed upon across the EMA and the State of Georgia to collaborate on issues which will
improve testing, awareness of status, linkage and retention in care, and lead to improved
health outcomes as evidencedifmproved viral suppression rates.

A Continue to partner with agencies funded by CDC for HIV testing, to ensure linkage
protocols are in place.

A Continue to partner with the High Impact Prevention ProgtaiRP)as part of the Atlanta
Area Outreach InitiativéAAQI). Continue to develop and disperse a resource directory of
testingsites care and treatment programs.

A Continue to partner with HOPWA and other housing providers to host the annual Housing
Forum.

A Continue to partner with Part D to address vertigaismission of HIV.

S0https://www.hudexchangefo/resources/documents/TH@onnectiorBetweerHousingand Improved
OutcomesAlong-the-HIV -Care Continuum.pdf
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A Collaboraion between groups that aessting in jails and prisons (prevention funding) and
prerelease planning (Part A and Part B funding).

A Explore integration of the Fion/DeKalb Jurisdictional Planning Group into the
MetropolitanAtlanta HIV Health Services Planning Council to fully integrate prevention and
care planning.

A Improve utilization othe Part A CAREWare database to assist Counseling, Testing and
Linkage sites in verifying enrollment in primary care and receiving lalitsefen CD4 and
viral load.

c) Anticipated outcomes:As a result of implementing tHellHA Plan activities, the EMA
expects to achieve outcomes including increased awareness of HIV status and improved linkage
to care among the target populations, both4gdsgitive and HIVVhegative.

Longterm autcomes for the overall EIIHA strategy include:

A The percentage of individusain the EMA who have ever tested for HIV should continue to

increase wittall individuals age 1:%4 receiving at least one HIV test and individuals with

ongoing risk are tested between one and four times per year.

The portion of late diagnoses falls 1098 for all racial/ethnic and risk groups

We will continue to have virtually no perinatal HIV transmission

Significant differences in the outcomes will not exist based on county of residence.

Targeted populations will continue to be tested and identificatf individuals who test

positive for HIV will continte to improve. In Fulton Countjor example, recent EIIHA

activities for theprovision of testing in nohealthcare settings have seen high impact in the

identification and diagnosis of young persamnsl MSMs at a rate of 2.9%nd HIVtesting in

the healthcare setting has also proven even more effective and has seen positivity rates higher

than 2.0% in Fulton County for MSM and MSM/IDU

A Ongoing reduction in health disparities and access to care thgeoghaphically located
primary care sites, provision of antiretroviral medications, and allocation of all MAI funding
to the medical treatment of minority populations.

I > > D

Il n alignment with the fiG&eG@areflara20k2n0t2elgor,attehde HI V
following outcomes will be achieved:

A By December 2021, increase the petaga of PLWHwho know their serostatus to 90%.

A By December 2021, reduce the number of new diagnosis by at least 25%.

A By December 2021, increase the percentage of newly diagpessmhs linked to HIV

medical care within 30 days of HIV diagnosis to at least 90% and engage individuals
identified as out of care (no medical appointment in last 6 months) with no differences by
race/ethnicity or risk.

Expand linkage processes in coriecél facilities to ensure newly released persons are

linked to a medical appointment within 30 days of release.

By 2021, increase the percentajd’LWH from 85% to at least 90% who are virally

suppressed.

Prescribe antiretroviral medications for atde80% of clients enrolled in medical care.

Reengage individuals identified out of HIV care within days of identification

implementing Data to Care models.

By December 2021, increase the percentage of persons diagnosed with HIV infection that are
virally suppressed to at least 80%.

> > > >
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A By 2021, 90% of clients among minority populations engaging in HIV care will achieve a
viral load of less than 200 copies/mL.

2) Planned dforts to remove legal barriers to routine HIV testing: Work begun in 2017 to
repealHIV criminalization laws will continue in 2018. Under current law, anyone who is aware

of their HIV status and/or who is actively in care is vulnerable to prosecution under this statute if
they do not disclose their HIV status regardless of how HIV trasssom occurred or whether

there was intent to infect another person. It is anticipated that legislation will be introduced that
woul d modernize and reform Georgiads current
scientific understanding of how HIV id is not transmitted and to ensure that the rights of
people living with, and at risk for, HIV/AIDS are protected. This would result in a stronger

public health system and eliminate barriers to HIV testing and the receiving of HIV medical care
and servics. Another priority is to garner support of legislative changes to allow comprehensive
harm reduction programs including behavioral health and syringe support services to reduce the
transmission of HIV, Hepatitis and other communicable diseases.

ltisantici pated that another fAReligious Freedom
would likely have the effect of nullifying Fulton County's rdiscrimination policies as they

relate to sexual orientation and gender identity; passage could aleoppoblematic to people

living with HIV/AIDS as it might allow agencies/individuals to refuse to offer testing (e.qg.,

pharmacies and other business could refuse to provide homaektiNg kits), counseling or

other services to PLWH if an individual feftat to do so was morally objectionable.

Furthermore, this could specifically be used to create barriers to accesskexpeseirre

Prophylaxis (PrEP) as a means of preventing HIV transmission. The language in any bill will be
extremely important, especiglin light of the U.S. Supreme Court's ruling on the federal

Religious Freedom Restoration Act in 2014.

3) Target Populations

a) The target populations were chosen for the following reasons

Black/AA accounted for 68% of newly diagnosed individuals in@2(10.5% increase from

2014). Black MSM accounted for 51% of newly diagnosed individuals in 2016 (a relative change
of 21% from 2014). These groups constitute three of the six targeted populations highlighted in
the NHAS 2020.

YBMSM: 15% of all new diagoses in 2016 (a relative change of 10.9% from 2014) were
among YBMSM; unmet need of 51% ab#Pb viral suppression; MSM are over forty times

more likely to become infected with HIV compared with other nirefrulton and DeKalb

Counties: in routinized testnin healthcare settings, all priority populations had a positivity rate
above 0.1% withyBMSM being the highest at3%. In nonhealthcare settingslose to 3,000
testing events were captured unbiéiPP Category A at over 41 different sites. Again, the highest
positivity rate was among YBMSM although at 2.1%. The EMA has extremely high syphilis rate
among black men. According to the COiie presence of some STIs greatly increases the
likelihood of acquiing or transmitting HIV. Rates of gonorrhea and syphilis are higher among
black men than among white or Hispanic/Latino men. Rates of syphilis have increased in recent
years among MSM.

Black/AA MSM 25-44: Accounted foi30% of new diagnoses in 2016 (a relative change of
31.7% increase over 2014)nmet need of 56% and viral suppressioa%b; gay and bisexual
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men continue to be most affected by the HIV epidemic in the U.S. At current rates, 1 in 6 MSM
will be diagnoseaith HIV in their lifetime, including 1 in 2 Black/AA MSM!

Black/AA Females African Americans are by far the most affected racial or ethnic group with a
lifetime HIV risk of 1 in 48 for females (compared to 1 in 880 for White females; unmet need is
52%and viral suppression is at 49%nong women in the EMANationally, anual HIV

diagnoses declined 20% among women from 2010 to Z0llde number of cases among all
women increased in the EMA from 2014 to 2016 by 4.8%, however the number of cases
decreased by 4.6% for Black/AA womeihe viral suppression rate is 51EIHA efforts seek

to ensurghe continuation ofhis trend.

b) Specfic challenges or opportunities for working with the targeted population:

Challenges oopportunities for working with the targeted population include barriers that

obstruct awareness of HIV status including access to general HIV information and thts loénefi
early treatment, lack of targeted prevention messages, poverty, stigma, access to regular health
care, racism and reluctance to talk about sex and drug use. Additional challenges are identified in
trying to inform individuals of their status aftelethhave moved and counselors are unable to
contact relocated clients. Additionally, the inadequate number of public health staff to assist all
testing sites in locating and informing individuals of their status also remains an issue.

YBMSM and BMSM 25-44: This target group faces multiple cultural challenges from the
intersection of being African American, male, and MSM. Historically, HIV has not been openly
discussed in the African American community nor has being gay or bisexual. As a result, many
African American MSM may delay HIV awareness due to fear of rejection by family or friends
for being HIV infected and/or MSM. Conversely, not all MSM identify as gay or bisexual, and,
as a result, may not perceive themselves to be at risk for HIV, therghgridelaying

awareness. The Adown | owo trend in the Africa
challenge. For those who are MSdtentified, cultural norms in the MSM community such as
AHI V fatigued may al so o0bst mioatonr relateddorrace e s s . E x

and/or sexual orientation can also be a barrier.

The CDC identifies sever al pStiggma, dhantophabia, amdh a | | e n
discrimination put gay and bisexual men of all races/ethnicities at risk for multipdeephgnd
mental health problems and may affect whether they seek and are able to receiueliigh
health services, including HIV testing, treatment, and other prevention services. In addition to
stigma and other risk factors affecting all gay andxaiakmen (a larger percentage of men with
HIV in sexual networks; a significant proportion of the population engaging in receptive anal
sex, or Abottoming, 06 which is the riskiest se
compared to other men),\&al factors are specific to African American gay and bisexual men.
These include:
A Smaller and more exclusive sexual networkisican American gay and bisexual men are a
small subset of all gay and bisexual men, and their partners tend to be of thrasame
Because of the small population size and the higher prevalence of HIV in that population
relative to other races/ethnicities, African American gay and bisexual men are at greater risk
of being exposed to HIV within their sexual networks.

*L http://www.cdc.gov/hiv/group/racialethnic/africanamericans/
*2 http://www.cdc.gov/hiv/igrouglender/women/index. html
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A Lack of awaeness of HIV statusAmong African American gay and bisexual men who have
HIV, a lower percentage know their HIV status compared to-pisitive gay and bisexual
men of some other races/ethnicitieeople who do not know they have HIV cannot take
advantag of HIV care and treatment and may unknowingly pass HIV to others.

A Socioeconomic factorgdaving limited access to quality health care, lower income and
educational levels, and higher rates of unemployment and incarceration may place some
African Americangay and bisexual men at higher risk for HIV than men of some other
races/ethnicities®

YBMSM : Stigma, homophobia, and discrimination put MSM of all races and ethnicities at
risk for multiple physical and mental health problems, poverty, and lack of insurance affect
whether MSM seek and obtain highality health services. Negative attitudes abou
homosexuality (including complacency), discriminatory acts, bullying and violence can make it
difficult for some MSM to be open about sasex behaviors with others, which can increase
stress, limit social support, and negatively affect health. A-aretlysis, presented to the 19th
International AIDS Conference shows that the exceptionally high rates of HIV infection seen in
Black/AA MSM cannot be explained by the factors very often thought to drive HIV epidémics
frequency of having sex without a camd, number of sexual partners, drug use and so forth. In
comparison with MSM of other ethnic groups, black men have either comparable rates of risky
behavior, or less. But they are much more likely to report socioeconomic problems and barriers
to accessingare, suggesting that the explanation may lie at the structural rather than individual
level. Opportunities for working with this population include engagement with Part D clients, the
YBMSM advisory group, Thrive SS,InstituteetheYoung BI
consumer caucus of the Planning Council, the Fulton County HIV Task Force and support
groups to determine issues, barriers and opportunities to increase success along the care
continuum.

The CDC identifies the following barriers:

A Inadequate Sex EducationThe status of sexual health education varies throughout the
United States and issufficient in many area#lany curricula do not include prevention
information for young gay and bisexual men. In addition, sex education isartoigearly
enough: in no state did more than half of middle schools meet goals set by CDC. Finally, sex
education has been declining over time. The percentageso$dhools in which students are
required to receive instruction on HIV prevention deaddsom 64% in 2000 to 41% in
2014, according to th&chool Health Policies and Practices Study

A High rates of sexually transmitted diseases (STDs$ome of the highest STD rates are
among youth aged 20 to 24, especially youth of color. The presencetloéB8dD greatly
increases the likelihood that a person exposed to HIV will become infected.

A Stigma around HIV. In a 2012 Kaiser Family Foundation survey, 84% of youth aged 15 to
24 said there is stigma around HIV in the United States. This could mednethate not
comfortable discussing their status with others and talking with their partners about ways to
protect themselves from HIV and other STDs. For gay and bisexual youth who are just
beginning to explore their sexuality, homophobia can pose dbstacutilizing HIV
prevention services, testing, and treatment.

A Feelings of isolation Gay and bisexual high school students may engage in risky sexual
behaviors and substance abuse because they feel isolated and lack support. They are more

53 https://www.cdc.gov/hiv/igroup/msm/bmsm.html
4 https://www.cdc.gov/hiv/igroup/index .
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likely than reterosexual youth to experience bullying and other forms of violence, which also
can lead to mental distress and engagement in risk behaviors that are associated with getting
HIV. In the 2015Youth Risk Behavioral SurveyyRBS), 34% of gay, lesbian, drisexual

students reported being bullied in the previous 12 months, compared to 20% of all students.

Black/AA Females The risks, barriers and opportunities specific to Black/AA Females were
discussegbreviouslyon pg. 14Though the vast majority of HIVdnsmission in women occurs

through heterosexual contact, many patterns of belief related to heterosexual partners continue to
impede HIV awareness. For example, many women believe that seeking knowledge of HIV
status will be perceived by partners as a siggistrust or betrayal; therefore, fear of rejection or
retaliation from partners including violence can impede awareness. Fear of rejection or

retaliation also translates into disclosure of HIV+ status. Pregnant women may also fear potential
perinatal tansmission and, as a result, delay prenatal care. As primargiears for partners,

children, and even aging parents, many women delay seekirgaselin general. Overall,

competing demands on time and resources mayridatize HIV for this targegroup.

The CDC identifies the following barriets:

The greater number of people living with HIV (prevalence) in African American and

Hispanic/Latino communities and the fact that people tend to have sex with partners of

the same race/ethnicity result immen from these communities facing a greater risk of

HIV infection with each new sexual encounter.

A Because some women may be unaware of their
as injection drug use or having sex with men), they may not use condoms.

A Assuming ngrevention method&uch as condoms atedicines to prevent HIV) are
used, women have a higher risk for getting HIV during vaginal sex than men do. The
riskiest behavior for getting HIV is receptive anal sex. In a behavioral survey of
heterosgual women at increased risk of HIV infection, 92% of Higgative women
reported having vaginal sex without a condom in the previous year, and 25% reported
having anal sex without a condom.

A Some sexually transmitted diseases, such as gonorrhea andssygpédily increase the
likelihood of getting or transmitting HIV.

A Women who have been sexually abused may be more likely than women who have not to

engage in sexual risk behaviors like exchanging sex for drugs, having multiple sex

partners, or having sexithout a condom.

A
A

Opportunities to work with all three populations include: 1) outreach services conducted by
community based organizations funded by prevention programs of DPH and the Fulton County
Department of Health and Wellness (FCDHW) for targeted testing in clinical ardinmal

settings; 2) outreach activities for higsk populations and those not returning for test results

through designated health department staff; 3) offering counseling and testing of high risk

popul ations at the EMAG&6s AAOI ; and, 4) the st
high risk poplations to encourage and increase testing efforts.

c) Specific strategies:

%5 https://www.cdc.gov/hiv/igroup/index.html
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A Expand resources and clinic hours in underserved geographic areas to provide PLWH with
more access to care options.

A Increased HIV testing in geographical areas with high burden of disease among priority
populations including utilization of mobile HIV testing units in zip codes with high HIV
incidence and prevalence.

A Require 100% of Ryan White Part A providers to impetrat least one strategy annually in
each of the three CLAS component categories (i.e., 1) Governance, Leadership, and
Workforce; 2) Communication and Language Assistance; and, 3) Engagement, Continuous
Improvement; and) Accountability.

A Direct MAI fundsto providers possessing HIV treatment expertise and experience in
addressing treatment barriers experienced among socially marginalized and isolated
populatiors. Establish partnerships with MAI providers equipped with resources to treat
patients with highrates of serious medical comorbidities, significant oral disease, severe
mental illness, neuropsychiatric conditions, chronic substance dependence, and multiple
psychological challenges.

A Increase efforts to improve HIV care access, retention, and tretzdigieerence among
underserved individuals.

A Expand Ryan White Clinic operating hours (i.e., evening hours and/or weekends) in at least
three of five targeted zip coderseaicnhoor der t o
populations. Continue to allocatesources to increase appointment scheduling flexibility
and for walkin (no appointment) clinics.

A Build partnerships with youth leaders, adult allies, and ysatking organizations for
policies and programs t hat tfiealyamgdmedrcaly young p
accurate sexual health information.

A Continue to implement arstigma campaign inclusive of print and digital media and
mar keting such as Georgiabs fAiSpeak Out HI VO
young, gay and bisexual mémreduce the stigma associated with HIV, particularly the
stigma around getting tested, disclosing status and remaining engaged in care. Speak Out
Ambassadors use their story and presence to engage peers via participation at outreach and
special eventsposc i a | media and other outlets. Additi
Docodo, a YouTube s e-knovendlVplysacians whoradgdress popidae we | |
topics and answer question posed by channel
series vas released in Spring 2016 and features six transwomen who share everyday
experiences from living with HIV to using PrEP. This popular series can also be viewed on
YouTube.

A Partner with existing community clinics to provide HIV services in targeted &®rpand
evening and weekend clinic ins to allow more options for accessing care. Develop and
implement awareness communications plan to inform PLWH in targeted communities about
available HIV services.

A Conduct outreach to Spanish speaking communitiesid® linguistics services to 100% of
Spanish speaking clients. Provide assistance for 100% of clients with vision and/or hearing
impairments.

A Conduct support training for provider staff and partner agencies (e.g., pharmacies, specialty
vendors, etc.)orOf f i ce of Minority Healthés National
linguistically appropriate care for LGBT, gender identity and sexual identity expressien, non
English speaking populations, African Americans and Hispanics, precariously housed and
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homeles, formerly incarcerated, substance users, individuals wittiaiigealth problems,
and lower socioeconomic populations; health disparities and the impact of stigma and
discrimination.

A Continue to provide child care services and other support serviceasusdical
transportation, grocery vouchers and psychosocial support (including Patient Navigators).

C. AIDS Pharmaceutical Assistancé Not Applicable. The EMA does n&iindan AIDS
Pharmaceutical Assistance program.

METHODOLOGY

A. Impact of the Changing Health Care Landscape

1) Description of health care coverage options in the jurisdiction

a) Coverage options impact accessithin Part A jurisdiction

For those individuals who qualify, there are a number of health care coverage options:

Medicaid: Medicaid is the largest source of insurance coverage for people with HIV, estimated
to cover more than 40% of people with HIV in care. Under traditional Medicaid, states must
cover certain mandatory services which form an infrastructure forcesrthat improve health
outcomes of PLWH. These include: inpatient and outpatient hospital services; physician and
nurse practitioner services; laboratory angy services; nursing facility services; family

planning; early and periodic screening, diagsiasnd treatment (EPSDT) for children; and

federally qualified health center and rural health clinic services, among others. States may also
cover certain optional services and receive matching funds. Many of these optional services are
particularly critcal for people with HIV, such as prescription drugs, an optional benefit that all
states cover. Others include dental care; personal care services; rehabilitation services; and home
and communitypased care, designed to help individuals with disabiligesain independent and

live in their communities® Medicaid is a meantested entitlement program, jointly financed by

the federal and state governments. Some people become qualified as a result of pregnhancy as a
parent of a dependent child; however, md3tMP become qualified for traditional Medicaid via

the disability pathway (i.e., PLWH will qualify as disabled if their condition has progressed and
they have been diagnosed with stage 3 HIV). TRUSVH who are healthy often do not qualify

for coverage. Ta Affordable Care Act (ACA) sought to change this by requiring all states to
expand their Medicaid programs for adults on the basis of income and residency status alone as
of 2014 (for individuals up to 138% of the federal poverty level or about $16 yé€drimcome

for an individual in 2016). This change would serve to reach millions efrloame Americans,
including many people with HIV. However, the 2012 Supreme Court ruling on the
constitutionality of the ACA effectively made expansion a state opfliomate, 32 states have
expanded their Medicaid programs and 19 (including Georgia) have not and almost 40% of
people with HIV live in states that have not yet expanded their programs.

%6 https://www.kff.org/hivaids/facsheet/medicaidndhiv/
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The foll owing tabl e det #rHI\ssengcesdar thpe pasd yearrMe di c a i

Table 12: Georgiabs Medicaid Coverage

Patie nts Net Pay Patients Patients

Net Pay Facility Rx Net Pay Rx | Patients| Net Payment

CHaLiii] Professional Professional Facilit

Barrow 22 $96,703.4p 19 $361,744.99 19 $430,006.0f 22 $888,454.5
Bartow 32 $69,219.78 29 $104,533.76 15 $343,900.9D 32 $517,654.4
Carroll 38 $86,255.5f 30 $92,536.3[L 17 $539,700.0[L 39 $718,491.8
Cherokeg 15 $25,974.85 10 $56,901.6p 9 $264,888.99 15 $347,765.5
Clayton 319 $1,088,207.52 257 $2,902,584.82 204 $4,171,564.40 321 $8,162,356.7
Cobb 207 $633,720.9f 180 $1,457,397.10 124 $2,893,365.23 219 $4,984,483.3
Coweta 35 $142,201.4D 31 $289,048.6¢ 24 $1,134,679.27 37 $1,565,929.3
DeKalb 945 $3,285,859.61 833 $6,790,927.117 5549 $12,451,513.7%4 974  $22,528,300.
Douglas 53 $209,801.50 51 $505,212.4)7 30 $539,004.15 56 $1,254,018.1
Fayette 19 $69,634.15 15 $177,268.3p 8| $192,558.33 20 $439,460.8
Forsyth 10 $17,084.7p 8 $230,720.9F 5 $76,758.0B 10 $324,563.7
Fufton 1,898 $6,983,768.40 1,755 $20,575,802.30 1,231 $25463,715.46 1,953  $53,023,286.1
Gwinnett 161 $401,227.7D 123 $871,425.29 79 $1,566,290.13 166 $2,838,943.1
Henry 90 $280,943.59 75 $1,301,152.31 55 $1,077,141.36 92 $2,659,237.2
Newton 48 $126,300.3P 42 $126,005.42 26 $537,728.3p 49 $790,034.1
Paulding 22 $28,590.95 16 $35,470.7B 12 $273,174.08 22 $337,235.7
Pickens 8 $7,268.46 6 $3,983.01 4 $86,596.6p 8 $97,848.0
Rockdale] 42 $198,661.74 32 $124,344.15 25 $360,368.1D 43 $683,373.9
Spalding 51 $152,650.8p 49 $486,258.0p 32 $664,694.6p 53 $1,303,603.5
Walton 41 $126,886.0p 32 $267,587.12 29 $585,466.5p 41 $979,939.7

Childrendés Health | nseachCaefer KS® Ggoami @CKHI EHI P)
comprehensive health care program for uninsured children living in Georgia. Theltezetits
includeprimary, preventive, specialist, dental care and vision care. PeachCare for Kids also

covers hospitalization, emergency room services, prescription medications and mental health

care. Each child in the program haGeorgiaFamiliesCareManagemen®rganization

(CMO) who is responsible for coordinating the child's care. Eligibility is limited to children
(ages@1 8) of US citizens and qualified i mmigrant

Medicare: The federal health insurance programgeople age 65 and older and younger adults
with permanent disabilities, is the single largest source of federal financing for HIV care and
treatment. According to the Centers for Medicare & Medicaid Senstading January 1, 2006,
Medicare prescriptin drug coverage became available to everyone with Medicare. If someone
hasboth Medicaid and Medicare, then Medicare will help pay for prescription drugs. Some
individuals may qualify for extra help paying for Medicare prescription drug costs. All Medicar
drug plans cover all antiretroviral medicatiorithe majority of Medicare beneficiaries with HIV
are dually eligible for Medicare and Medicaid, and receiveilm®@me subsidies under Part D.
While some PLWH qualify for Medicare as a result of permadmsatbility, others become

eligible because they have reached the age of 65. This source becomes increasingly more
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important as health outcomes improve and the PLWH population ages. As shown in Attachment
3: HIV/AIDS Demographics Table, there has beealative increase @85% in the prevalent

cases of PLWH 60+ years of ageom 3,330 (9.2% of all cases) in 2014 to 4,482 (11.4%) in

2016. Nonetheless, the three main pathways to Medicare eligibility are based on age, disability,
and disease state and ilmshcases require an enrollee to have sufficient work credits based on
their ersr;ployment history which excludes many disenfranchised persons who have minimal work
credits:

Health Insurance Marketplace: Under the ACA, people have the opportunity to msurance
coverage if they do not have another source of insurance albeit either through an employer,
Medicaid or Medicare. Under ACA, you cannot be denied coverage or be charged higher rate
because opre-existing health conditions, including HIV/AIDS.

Georgia uses the federallyn health insurance exchange, and enrollments are completed via
HealthCarggov. Enrollment dropped by %6in 2017, which was considerably more than the
national average ¢aoss all states that use HealthCare.gov, enroliment was down about 5%,
nationally).

Il n 2017, there were 493,880 people enrolled i
404,821 had effectuated coverage as of February. The averagedellpremiun was

$431/month in 2017. But 87%f the enrollees qualified for premium subsidies, and their

average aftesubsidy premium is just $122/month. By February, among those who had

effectuated their coverage,%Qvere receiving premium subsiditsat average $358 per

month. No allocation was made to supporaithInsuranceContinuationProgram (HICP)or

cost sharing support, as Georgiaodbs Part B Pro
EMA clients.

For 2018, there will be four insurers (downfrédm i n 2017) but only1l4 of t
counties will have two insurers. In the EMA, 13 of the counties will have two insurers. For

2018, there is an average proposed rate hike more than 31% if cost sharing reduction funding
continues and 54% if it doe®t.

Vet er ands A dThe Vietesmns'rHaalth Care Eligibility Reform Act of 1996 required

the Secretary of Veterans Affairs to furnish hospital care and medical services to, among others,
any veteran: (1) with a compensable serdoanected didality (currently, for any service

connected disability, regardless of compensation); or (2) who is unable to defray the expenses of
necessary medical care and services. Authorizes the Secretary, with respect to veterans not
otherwise eligible for such caland services, to furnish needed hospital, medical, and nursing
home caré® The Department of Veterans' Affairs (VA) is one of the largest providers of HIV

care, with over 25,000 RIH having at least one visit in 2011. In 2012, the Atlanta Veterans
Administration Medical Center (AVAMC) served a total of 87,416 unique patients including
approximately 1,500 RVH who reside primarily in northern Georgia, but including some

57 https://www.kff.org/hivaids/facsheet/medicarandhiv/
%8 https://www.congress.gov/bill/104g¢ongress/houskill/3118
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patients fromAlabama and South Carolindeterans may choose to receive some or all of their
services at the VA or through the RWHAP.

Ryan White Program, the AIDS Drug Assistance Programand Health Insurance

Continuation Program: The Ryan White Program providesrpary medical care and essential
support services to more than a half million people each year. Through the program, people
living with HIV who have no insurance or are underinsured can receive HIV medical care and
other support services they neAMAP works with cities, states, and local commuriysed
organizations to provide HIV care and treatment services. The ADAP program reaches
approximately 52% of all people diagnosed with HIV in the United States.

In Georgia in 2016, there were 13,347 unduplicated clients served by ADAP with 4,943 (37%) of
clients residing in the EMAThere are 27 ADAP enrollment sites located conveniently

throughout the state to ensure access to all eligible PLWHA in Georgiau¥aites are located

in outlying or rural areas which provide easy access to ADAP services. Upon completion and
approval for enroliment, clients are provided a list of the 24 pharmacies withirbe A
ContractPharmacyNetwork (ACP). The ACP Network affats clients a mechanism of obtaining
medication from convenient pharmacy locations, or through delivery services to their residences.

HICP is a state administered program which assists eligible persons who need assistance with
health insurance payment§his program pays a maximum monthly health insurance premium

of $1,100.00, which may include a spouse and children on a family health insurance plan, as well
as dental and vision. To obtain assistance under this program, the client must be a Georgia
resicent and is enrolled through one of the 27 enralinsites throughout the stat&€he dient is
responsible for providing proof of eligibility for the program to an ADAP/HICP coordinator and
must be HIV positive with an income below 400% FRh.Georgian 2016, there were 722
unduplicated clients served by HICP with 316 (30%) of clients residing in the EMA.

2) Changes in the health care landscape

a) Service provisions and complexityThe changing health care landscape, and the
uncertainty surrounding it, affects the service provision and complexity of providindRement
efforts to repeal and replace ACA could lead to substantial impacts for PLWH and create
challenges in ensuringantinuum of core and support services.

Medicaid and Medicare: According to the Kaiser Family Foundatigmpposals to transform

the current operended nature of federal matching funds to states for the traditional Medicaid

program have also been part of the debate. Proposals, including converting the program to a

block grant or per capita cap would fundamdntehange the financing and structure of the

program and shift coststo statds. 6 bl ock grant o i s a fixed amoun
government gives to a state for a specific purpose. If Medicaid was turned into a block grant, the
federal governmet woul d set each stateds Medicaid spe
would be presumably be based on some estimate of state Medicaid spending, but most block
proposals start with significant cuts in federal Medicaid support. Howvthiéd impactPLWH

is if the block grant amount exceeds the stat

% https://www.ncbi.nlm.nih.gov/pmc/articles/PMC40101 74/

Atlanta EMA FY20B Ryan White Part A-ulton County Government H89HAO00007 43


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4010174/

make up the difference, services could be cut forilm@me people Under restructured and
constrained financing, states would probably respormédycing services or eligibility to
accommodate a loss in federal dollars. Beneficiaries may see increassldacosy and

providers, reductions in reimbursement rates. As these programs could be structured in a
multitude of ways, it will be important twatch how proposals might impact access to coverage

for people with HIV in terms of eligibility, benefits, cestharing, beneficiary protections, and
enrollment requirements. These proposals to change per beneficiary spending would apply to the
HIV disability population in traditional Medicaid as well as the newly eligible expansion
population®®

Insurance Navigators indicatet i s al so i mportant to monitor M
Part D prescription drug benefit as well as M
White Programs. More generally, as policymakers consider numerous proposals to change

Medicar® to address concerns about its future financial solvency amidst a growing aging

population and increasing per capita cdstswill be important to assess how such changes

could affect access for people with HIV. Of particular note, proposals to reduceadtagould

be especially significant for HIV positive beneficiaries who face highobpibcket costs.

CHIP: The Kaiser Family Foundation provides an analysis of theatrgdgpotential changes to
CHIP.CHIP is financed in partnership by states ande¢deral government. The federal

government matches state spending on the program up to an annual limit on federal funds. To
encourage state participation when CHIP was enacted, the federal government provided an
enhanced (relative to Medicaid) matchintertor CHIP, which was further increased by 23
percentage points under the Affordable Care Act (ACA). With the increase under the ACA, the
CHIP matching rate ranges from 88% to 100% across states. Federal CHIP funding ended on
September 30, 2017. States &dill use remaining federal funds from their FY2017 CHIP

allotment to operate their programs. However, once they exhaust those funds, no additional funds
will be available unless Congress enacts legisl&tidBtates with expanded Medicaid are

required o continue coverage; Georgia has not expanded Medicaid. If Georgia closes enrollment
and/or discontinues coverage for children in separate CHIP programs, some children could shift

t o par en tspansoedmpahsoryiManketplace plans, where they wikelgt have higher
out-of-pocket costs and more limited benefits, and some children may be transitioned to
Medicaid, but others would become uninsured. Previously, when some states closed enrollment
in CHIP for limited periods in response to state budgessgures, studies showed that these
enrollment caps and freezes led to coverage losses, left eligible individuals without access to
coverage, and had negative effects on childre
care, difficulty obtaining mdications, and significant financial hardships and medical Yebt.

Insurance Marketplace: The U.S. President signed an executive order to end critical federal
payments to health insurers that would assist millions of lower income Americans with
affordable coverage and helps eligible consumers to pay their deductibles and out of pocket
expensesThis executive order terminates payments to insurance companies fshaosg
reductions. These caesharing reduction payments, which are subsidies paid for by the Federal
Government, were expected to total $9 billion in the coming year and nea@\y#idh in the

60 https://wwwKkff.org/hivaids/issuérief/whatis-at-stakein-acarepealandreplacefor-peoplewith-hiv/
61 https://www.kff.org/medicaid/faesheet/extendindederatfunding-for-chip-whatis-at-stake/
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coming decade. According to the most recent data from the Department of Health and Human
Services (HHS)nearly 6 million enrollees, or 57%, qualify for the esktiring payments this

coming yeaf? According to White House sources, the-offtcould be as early as November

2017. Provisions of this order could undermine Patient Protection and Affordable Care Act

(ACA) marketplacesThe Kaiser Family Foundation provides an overview of the impact in

changes to the ACALhe ACA made significarthanges to the private insurance market,

removing many barriers to access and introducing new benefits argiscomination

standards. Current legislative proposals and administration actions that seek to modify aspects of
the law could scale back sormkthese changes.

A

Pre-existing Condition Protections andRate Setting. Under the ACA, individuals are
guaranteed access to health insurance through the individual market regardless of health,
rates cannot be set based on health status, and lifetimeraural lmits are prohibited. The
approach of thémericanHealthCareAct (AHCA) is to require a surcharge for those

without continuous coverage. The amended version of AHCA passed by the House would
significantly erode this protection, permitting statease a waiver to charge people with
pre-existing conditions higher premiums and to sell policies without the Essential Health
Benefits.

Financial Assistance One of the key provisions in the ACA is the creation of health
insurance marketplaces which afeecentralized way for consumers to purchase insurance
coverage and financial assistance for those with incomes betwed®Q@0of the Federal
Poverty Level (FPL). This includes Advanced Premium Tax Credits (APTCs), which make
the cost of premiums mordfardable and cossharing reductions (CSRs) which limit eaft
pocket expenses for the subset with incomes betweef3@H FPL. People with HIV are
significantly more likely to be lovincome and thus these subsidies will have been
particularly importantor this population.

Benefits ProvisionsPrior to the ACA, there was no standardized federal benefit package in
the private market. Under the ACA, individual and small group insurance policies must cover
a suite of 10 nes s eimtpriesariptiomdzugd; white whote mealthiarids , 0
comprehensive care is critical for people with HIV, access to antiretroviral treatment is the
most fundamental benefit. Allowing states to obtain waivers of the EHB requirement, as is
currently being discussedould potentially limit coverage for HIV care and treatment. Even
if the EHBs are retained, how those benefits are defined could be changed through
rulemaking and redefining of EHBs could reduce access to care and treatment for people
with HIV.

This is the fifth year that consumers are able to buy coverage through ACA exchanges as
open enrollment season will begin November 1, 20Qurrent challenges include,

shortening the enrollment period from three months to approximately six weeks ending
December 15, 2017 in all states that use Healthcare.gov. In addition, the advertising budget
for exchanges was cut by 90%, leaving organizations that assist with educating consumers on
available coverage, scrambling to find other marketing and advertisidgqéusources. The
concern is that action taken by this administration could potentially cause insurance
premiums for those utilizing the health insurance marketplace to soar, especially for those

82 https://www.healthinsurance.org/obamacare#bascostsharingsubsidies/
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who need coverage the most. It could also destabilize éinleetrand cause insurance
companies to withdraw from exchanges created from the A&ldthermore, it would also
remove requirements, basic benefits and protections that were written into law as part of the
ACA. The terms of this order could drasticallyeatt persons with disabilities, women and
people of color.

A RWHAP: For those who gained coverage in the private market, Ryan White has been able to
fill in the gaps in coverage and provide critical support services not typically covered by
traditional payes, such as case management, transportation, and extended provider visits.
Since Georgia did not expand Medicaid, Ryan White has continued to be the primary source
of medical care. The majority (77%) of PLWH in the Atlanta EMA that are in care received
their OAHS through the Ryan White Part A Progran®©f the 15,610 served by Part A in
2016, 87% received OAHS. Under an ACA repeal, coverage gains that have occurred as a
result of the law through the Marketplaces and Medicaid expansion could Heitogtely
that individuals who lose coverage would return to Ryan White to meet their full HIV care
and treatment needs, but it is unclear whether the program would be able to absorb clients
into traditional HIV care and treatment with existing resourcesnatigut resorting to
waitlists. Additionally, Ryan White is not an insurance program and covers only HIV related
care so those who have gained insurance coverage and transition back to Ryan White
exclusively would face losing access to coverage for ots@thhconditions and emergency
services. While the program would still be permitted to assist clients with the cost of
insurance, the ability of Ryan White to do so as commonly as it does today without the
ACAOGs subsidies and guadtionsikcely statuteguclpr ot ect i ons
arrangements must be cadfective for the prograrff.RyanWhite funding is critical in
helping maintain a safety net for those most underseWade the ACA ushered in
significant progress, the entire state of Georgiash#fered from the lack of Medicaid
expansion. The Stateb6s denial of this expans
most vulnerable residents, including PLWH, without access to affordable coverage. Because
Georgia also refused to develop aestain marketplace exchange, plan prices are also higher
than those in states that do facilitate their own exchange. These factors create a system that
still leaves individuals locked out of coverage, particularly those iAnoame households
or those wih strained financial resourcédany patients are continuing to need assistance
with high medication costs due to ARVs being placed in Tiers 4 and 5 of insurance
formularies. This has resulted in high annual medication deductibles and higaysoon
manyplans.Patients are connected by case managers and financial counselors with other
resources such as the Patient Assistance Network (PAN) an independentfitdhat
provides assistance to undesured patients for their cof-pocket expenses for éifsaving
medications.

83 13,653 people received OAHS through Parh/&R016. There were 17,826 PLWH in the EMA who were in care
in 2016. 13,653+17,826=76.59%.
54 https://www.kff.org/hivaids/issubrief/whatis-at-stakein-acarepealandreplacefor-peoplewith-hiv/

Atlanta EMA FY20B Ryan White Part A-ulton County Government H89HAO00007 46


https://www.kff.org/hivaids/issue-brief/what-is-at-stake-in-aca-repeal-and-replace-for-people-with-hiv/

b) Changes in RWHAP Part A allocation:

Insurance Navigators As clients enroll in marketplace programs and work with insurance
navigators they have described frustration at the lack of knowledge of the HIV care system or the
needs oPLWH. In response, Part A funded insurance navigators that are intimately familiar

with the HIV care and support system and PLWH needs and can better assist clients in selecting
the most appropriate coverage. $152,174 was allocatedd@1FYPart A incresed funding for
Insurance Navigators ®159,595FY2018 (included under the Referrals for Healthcare and

Support Services priority category).

Health insurance premium and cost sharing assistanc&Vhile Part A has always had the

option of purchasing héh insurance on behalf of clients the infrastructure does not exist to
support such an undertaking and upstarting it would unlikely be cost effective201%the

EMA originally allocated $1,027,000 to support the Part B program to assist with health
insurance cgpayments and medication deductibles for individuals. Part B received a substantial
increase in FZ015 and indicated that the contribution from Part A would not be necessary and
these funds were reallocated. Thus, the EMA has relied upon RenidB, administers HICP to
provide this service. In 2016, Part B allocated $4,000,000 to HICP with $1,750,693 covering
EMA clients.

B. Planning Responsibilities

1) Planning and Resource Allocation

a) Description of community input process:

The AtlantaEMA followed asystematic, multfaceted, evidenedriven, representative, and
inclusive planning process to prioritize services and allocate resourcesZot§tat is
consistent with legislative mandates and local operating procedures.

The communitynput process is comprised of numerous components including: the survey of
consumer needs and gaps in services; input from the Consumer Caucus (including consumers
who are not Counci l members); participation
consumer members and a Vi€ghair who is living with HIV); and, public discussions at

meetings of the Planning Council which also includes members of JPR&arglaPrevention

And CareCouncil (GPACC)

The annual priority setting and allocations prode=sgins with the deliberations of the Priorities
Committee. At the announcement of the need to convene the Priorities Committee, an
orientation/refresher is conducted to review Section 2602(b)(4)(C) of the PHS Act. All members
on the Priorities Committeg@ascreened for conflict of interest and attest to unaligned status.

The importance of establishing priorities for the allocation of funds within the EMA is reviewed
as well as conflict of interest provisions. Members are shown sample reports and process
guestions are answered.

Public meetings of the committee are held each year over a perietl ddy®s. The Committee

reviews a variety of data including, but not limited to: consumer needs and gaps in services;
service utilization patterns; cost per cliamd unit of service for each priority category;
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availability of other funds; epidemiology of the epidemic in the EMA; previous year final
allocations and expenditures; unmet need data from the existing framework; the HIV Care
Continuums by population anchmet need; current literature regarding HIV, EMA progress in
meeting HAB performance measures and EMA indicators, impact of the Affordable Care Act,
and the most current Part A application to HRSA and attachments. Data are augmented with
reports from vaous groups such as the Consumer Caucus, the Assessment Committee, the
Comprehensive Planning Committee, Atlanta Area Outreach Initiative (AAOI), and Housing
Opportunities for Persons with AIDS (HOPWA) staff. Epidemiology and Surveillance staff
from DPH povide the most current HIV Care Continuum as well as data by race/ethnicity, age,
sex, and mode of transmission and answer questions. The Part A Program Office provides
information on client satisfaction surveys and Community Advisory Board

comments/sugget i ons t o help inform the Committeeds

In setting priority rankings and service allocations the committee reviews the priority categories
which impact the various stages of the HIV Care Continuum and the differing needs of
individuals aghey move through the continuum. The committee then makes recommendations
for a system of services to support individuals from diagnosis, to linkage to care, to engagement
in care, to retention in care and to viral suppression. Recommendations ardfseEecutive
Committee with final approval being made by the full Council.

Unmet need data are presented from the existing framework by sex, race/ethnicity, age,
transmission risk category and zip code groupings as well as the overall HIV Care Continuum
for the EMA and the Part A Program and populaspecific continuums which indicates PLWH
not in care. HIV testing data are provided and include numbers who did not receive their test
results and presumably are unaware of their status. Underservedtipopgafarmation is

provided through the previous yearés HRSA ap
cCo

Commi tteeds report on disparate health out
individual service categories contribute to mitigating unnezd identified in the local unmet

need estimates and how delivery of the service impacts unmet need and evaluates whether the
serviceds contribution to unmet need or its
prioritization and/or additional allations. Additionally, Black/AA MSMs, within the EMA

have the most disparate health outcomes especially those between the ages of 15 and 24 years
old. The most underserved communities are comprised of seven zip codes in which individuals
with the worst heéh outcomes reside. These neighborhoods are characterized by limited access
to health care services. Recommendations included increasing access to health care through co
location of services and enhanced transportation options. 2016Ya new servicprovider was
identified in one such area and was funded 2@V for a Rapid Entry Clinic via OAHS, Nen
Medical Case Management, and MediCednsportatiorcategories priority service.

Representatives of the Planning Council were involved in the reeeakoghment of the
AGeorgia | ntegr &Caedlat20¥2 P2 leov midtis toishared vision

and values regarding how best to deliver HIV prevention and care services in the State of
Georgia including an emphasis on the EMA. The Planiiient|V prevention and care needs,
existing resources, barriers, and gaps within our jurisdictions and outlines the strategies to
address them through community developed and adopted Goals and Objectives. The Plan aligns
with the goals of the NHAS andessthe principles and the intent of the HIV Care Continuum to
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inform the needs assessment process and service delivery implementation. In addition to the

entire Planning Council including chairs of all other Part A Committees (e.g., Assessment,

Quality Maragement, Housing, Public Policy committees), consumers, and at least 25 other
entities were invited to participate in a day
among other purposes, solicit input on the goals, objectives and activitietutte in the

Integrated Plan. Approximately 80 people participated in thedagesessionThe Planning

Council as a whole reviewed the Plan and its components: SMAART Objectives, Strategies,
Activities, Target Population, and Data Indicators and agpidv t he Pl an. The Chai
Comprehensive Planning Committee provided regular updates during each meeting of the PC

and the Executive Committee (whitftludes the Chair andice-Chair of the Priorities

Committee) throughout 2017. The shared vid@mrevention and care and treatment informed

the Priorities Committee and the PC in establishing priorities and funding allocations which will
further the goals and strategies of the Plan in 2018. For example, the Plan calls for increasing, by
2021, pecentage oPLWH from 85% to at least 90% who are virally suppressed. To help

further this goal, the PC approvedianrease of $157,000 for a total of $1,356,#2the OAHS

category for the provision of ART medications to initiate therapy until such time that coverage is
pickedup by a third party payor

i. How PLWH are involved and their priorities considered Central to the community input
process is the PiBself which is not only representative of the mandated meshipecategories,

but is reflective of the epidemic in the Atlanta EMAhe PC is comprised of 55 individuals
including 48% that are nealigned consumers of Part A services including PLWH eatgonot

in care. For example, of the total voting membership: 68.52% are African American; 59.26% are
male; 1.85% are transgender. Of radigned consumers: 78.26% are African American; 78.26%
are males; 4.35% are transgendieiaddition, therare 53nonvoting menters of the Planning
Councilwho serve on each Committee and caucus. Each PC committee includes a diverse group
of consumers, stakeholders, service system experts, and service providers. PC and Committee
meetings provide extensive opportunity for public participation and.ifjehCommittee has a
Chair and a ViceChair at least one of which must be a+adigned consumer. The Chair, First

and Second Vic€hair are all noraligned consumers. In addition to community input gathered
from members of the Planning Council, which represartiroad crossection of the HIV

community, including HIV and safety net service providers and PLWH, public testimony is a
regular part of every Council meeting. Council members also bring perspective of the
community at large and many members sit oroftanning bodies and/or client advisory

boards.

The consumer needs assessments inform the committee on PLWH priorities obtained through
surveys and focus groups including individuals not in care. PLWH needs are discussed
throughout the year through wugtds from the Consumer Caucus. There are 14 members of the
Priorities Committee: eight consumers of Ryan White services, three PLWH who are not
consumers, and three additional members with varying degrees of expertise in consumer
representation and expanee with housing and HIV prevention services. Many of the members
serve in dual capacities as members of the Consumer Caucus, historically underserved
populations, affected Communities, and preveniticommittee members bring an

understanding of their ees and the needs of their peers. Leadership of the Council includes the
Chair and two Vicechairs who are living with HIV. The annual AAOI, held on February 4,
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2017, provides a variety of perspectives on the needs and challenges faced by consumers and
persons not in care. All of these inputs provide a framework for ensuring the needs of the people
we seek to serve are at the forefront of deliberations.

ii. How the input of the community was considered and whether it adequately addressed
any funding increases or dea@ases in the RWHAP Part A award: Consumers, other PLWH,
and community stakeholders are involved in every step qirtbsty setting and resource
allocation processes. Input helped inform decisions on changes to priority categories and
allocations. The Committee developed various scenarios based on anticipated funding levels.
The first decision was to maintain the 2047 levels as the base for B¥18. Increasedunding

at a rate of 5%would be equally distributed to meet consumer demanceforces. Funding

above that level would be equally divided among OAHS; OAHS-gampmedications; Rapid
Entry Clinics; and, Oral Health as a reflection of the need to improves access and retention to
care and to address the need for oral health serviahwhihe #1 consumer ranked category of
service needed yet not received. Should the EMA receive a reduction in funding up to $250,000
the reductions would be applied equally across all categories; any increase >$250,000 would
require the Priorities Comntée to reconvene to determine how reductions should be applied.
Increased funding in FX018 allowed the EMA to fund insurance navigators and Rapid Entry
Clinics to respond to PLWiitlentified needThis funding will be continued during the B¥18
funding yar.

iii . How MAI funding was considered to enhance services to minority populations

Planning, including prioritization and allocation, for MAI funding is integrated into service
planning for RWPA funds since more almost 90% of the people served by Part A in the EMA are
racial/ethnic minoritiesGiven the trend of late diagnosis, lowekage, retention and viral
suppression rates within the HIV Care Continuum, the Committee voted to continue the
allocation of MAI funds to the core service category of OAHS. The use of MAI funding for this
purpose i s consi st enhof@AHS ks the humbeEddadre priprityi or i t i
service category. For 018 MAI funding, emphasis was placed on identifying services that
augment other Ryan White funding in improving health outcomes of people of coR1LEY

funds will be targeted toward YB&M, BMSM 2544, Black/AA women, and transgender
individuals.Data showed continued gaps in these services for these populations, justifying the
need for ongoing targeted prograr8sibrecipientsvill be required to implement new or

innovative approaches serving these target populations that go above and beyond Part A
funded services.

iv. How data were usedn the priority setting and allocation process:In an effort to respond

to the needs of persons at risk for HIV infection and people living withdif¥ase data from

other federally and nefederally funded HIV/AIDS programs were considered, along with

service utilization data and performance measure data. Committee members received statistical
data and presentations from the Georgia DPH, Geongaa R/hite Part B Program, HIV
Surveill ance, and HIV Prevention. Georgi abs
(CAPUS), as well as local presentations 1) counseling, testing and linkage services; 2) current
and anticipated funding for ADAP and HICB;r8ental health and substance abuse funding;

and, 4) HOPWA funding.

Atlanta EMA FY20B Ryan White Part A-ulton County Government H89HAO00007 50



In addition to funding the continuation of most #0416 services to respond to the different

stages of the HIV Care Continuum, new initiatives funded iB(@% were included as part of
thebase for FR017: insurance navigators with specific knowledge of the needs of PLWH to
facilitate linkage to care and retention in care; up to funding in OAHS (andvédital Case
Management, and Medical Transportation) to support quicker linkage t@ceess to ARVs to
achieve and maintain viral suppression without the need to diminish funding for OAHS services
provided to existing clients to support retention in care and access to ARVs to achieve and
maintain viral suppression.

v. Significant changes in the prioritization and allocation processThere were no significant
changes in the prioritization and allocation process during the FY2017 Planning Council year.
The process continues to reflect the requirements set forth by HRSA and mah&airiegrity

of having noraligned individuals participate in the process.

The Priorities Committee finished its deliberations for FY&@fiority setting and resource

allocations process with full approval of the Planning Council. Durifgi s year 6 S pr ocC €
accomplished the following: 1) Utilized a dataven planning tool to develop service priorities

an determined funding allocations based oftai@ate information regarding PLWH needs,

service utilization and gaps; 2) Establidl@ore and Support Services reflective of the needs of

the Atlanta EMA with greater than 75% being allocated for Outpatient Ambulatory Health

Services.

The requests included: 1) An increase in FY2018 Resource Allocations by 5%, totaling
$1,190,636.13; Pwith justification being based on prior years funding and the increase in the
number of individuals entering the care system through Rapig Estwvell as Prevention efforts

in linking clients to care. 3) Core Service funding is being requested assahlan 88.7% of the
final award. This decision is based on service utilization analysis data which supports the need
for additional resources in Core Services. 428¥8 funding ranges were established at base
allocation percentages to remain the samieY&017. 5) Outpatient Ambulatory Health Services
continues to demonstrate the greatest need among people of color; therefore, MAI funding was
allocated to OAHS with the intent of increasing treatment capacity for MAI clients.

During the FY2018 allocatims process there were several directives issued to the Recipient:

A OAHS: To the greatest extent possible increase access to care through the implementation of
co-locations of agencies and for the expansion of hours for areas with disparate health
outcomes as identified by the Assessment Committee;

A Oral Health Care (Capacity)o the greatest extent possible, expand oral health care options
within the EMA by contracting with an oral healthcare provider who will accept referrals
from all Ryan White Part A agencies;

A Medical TransportatiorProvide greater access to care by fagdadditional forms of
medical transportation including ndraditional methods such as gas cards, Uber, etc.;

A Patient Navigation (Care and Retention of Key Populatibmjough the Patient Navigation
Program, increase care and retention of persons hitigHIV; explore ways to expand
Patient Navigation to include Rapid Entry to care to the greatest extent possible;
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A ADAP Pharmaceutical Formulary Stop G#my unallocated dollars remaining in this
category during the Outside Review Committee Processhmayoved to the Outpatient
Ambulatory Health Services (OAHS) category for OAHS medications;

A Mental Health/Substance Abugaue to the interelationship between Mental Health and
Substance Abuse, funds may be moved between categories if all approvessdeave been
funded at some level under the Priority Category. Example: if all initiatives under Mental
Health have been at least partially funded, remaining Mental Health funds may be moved to
fund SA initiatives;

A Support Services Fundinindividual Support Services categories must be funded at a level
no less than 50%; if funding remains above 50% and Outside Review Committee did not
approve additional applicants/services; then funding may be moved to other Support Services
categories;

A Continuum 6 Care: Expand access to care to include areas outside of the urban core and
within the EligibleMetropolitanArea. Continue to explore ways in which to integrate Rapid
Entry to Care to the greatest extent possible;

A Professional ServicedJt i | i ze Pir®@tfleessi onal Serviceso cate
specifically for legal services as identified in theZ0¥6 definition of legal services:
provision of services to an HIV positive individual to address legal matters directly
necessitated by theindv i dual 6s HI V status. This provisi
action suits unless related to access to services eligible for funding under the Ryan White
HIV/AIDS Program,;

A Atlanta Area Outreach InitiativeContinue to fund AAOI during Fiscal e 2018.

2) Administrative Assessment

a) Assessment of grant recipient activities

The FY2017 Administrative Assessment was performed by the Evaluations Committee of the
Planning Council.There werel7 funded agencies during the EQL7 fundingcycle. Each

FY2017 subrecipient was provided a confidentialquestion assessment which

covered: Request for Proposal, Contract, and Financial Performabaeh agency was asked to
score each question in accordance to their experience with the Recighergcoring ranges

were: met none, met some, met most, met all or exceeded; of the fifteen respondents the

maj ority of r epor tEdeweme teficencieseported m ihe reviewd @ d O .
the administrative mechanisnDuring thiseva uat i on period the EMAOGOsS a
FY2017 was received electronically by HRSA prior to the deadlirfee Total Part A Funds for
FY2017 was $25,525,919.00, with $15,388,141.00 Formula, $7,765,662.00 Supplemental and
$2,376,116.00 MAI. The Recipientet all HRSA deadlines for the submission of2BY7

reporting requirements.

FY2017 was the third year of a three year contract pesoao RFP was issued for the
continuation of services. A Funding Opportunity Announcement was releasedZ0t 7y
allocate residual funding from budget revisions and residual funds.

Proposals were received for all the established Priority Categories and funding has been
awarded. During this perigthe Recipient conducted owoe-one TA sessions to assist with data
collection and to improve quality management efforts. In continuation of the effort to enhance
guality improvement, there was notable collaboration between the Recipient and the Planning
Council with the initiation of several discusssmoncerning standds of care and process
improvement.
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The Recipient also provided a program update at each of the Executive and Planning Council
meetings. Agency budget revision requests that were between priority caagoedrought to

the Executive Committee and Plamgp Council for approval. An update was received on the
completion of the FZ016 grant expenditure in addition to financial and programmatic site visits
along and status updates regarding the progress on ongoing data reports, quality management
enhancemest and chart review audits, for E817.

b)Part A jurisdicti on oTherewers poaefisiencies.o def i ci enci
3) Letter of Assurance from Planning Council Chair- SeeAttachment 6

4) Resource Inventory
a) Coordination of Services and Fundindgstreams

i. Coordination of Services and Funding Streamssee Attachment 5

ii. Narrative identifying neededresources
The most notable decrease within the Atlanta EMA is the projected decrease for hiMmiag.
specifically, funding generated througloPWA. For FY 17 the City of At
Award is $23,085,738.00By 2022 it is projected that the HOPWA award to be a little over $9
million.

HOPWA will experience severe cuts over the next 5 years with the largest reduction in funding
between ¥2021 and F2022. The funding is being cut due to a new formula to determine
HOPWA awards.The prior formula calculated the number of historical AIDS cases in a
jurisdiction, which included those that were deceased. The new formula will utilize the total
number of PLWA.

The National AIDS Housing Coalition has estimated tha@tropolitanAt | ant ads t wo mc
populous counties, DeKalb and Fulton, the unmet need for HIV housing exceeds 8,000

households. The vast majority of people living with HIV/AIDSnetropolitanAtlanta reside in

the core 5 counties: Fulton, DeKalb, Gwinnett, Cobb amytGh. Some estimates are that 93

95% of people living With HIV/AIDS reside in these central counties, thus the majority of

HOPWA resources are centered in these countie
Georgia Tech forecast that the populatdmpersons living with HIV/AIDS (PLWHA) needing

housing assistance will double by 2019. The number of PLWHA that will require housing

assistance is derived by estimating the population of PLWHA that is low income (projected at

72% based on prior analygerformed by Collaborative Solutions and incorporated in the-2009

2104 ConPlan), and then estimating that 78% of those are in need of housing assistance. The
analysis also indicated that the demand for permanent housing services will increase at a faster

rate than other housing services.

While the change in formulaoses an opportunity for increased funding, the inverse has been
projected. It is imperative that the federal agencies including HRSA and the Department of
Housing and Urban Development (HUDDk together to insure that there is shared data from
both HOPWA and Ryan White Part A Recipients.
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WORK PLAN

A. HIV Care Continuum Table and Narrative

1) HIV Care Continuum Table i seeAttachment 7

2) HIV Care Continuum Narrative

a) Describe how you currently utilize the HIV care continuum in planning

The AtlantaEMA and RWHAP Part A HIV Care @htinuum datareprovided to théPlanning
Council 6s Priorities Committee, E.)Dat@aretaisov e Com
provided to compare viral suppression among those retained in care by race/etncigy,
and transmission categorihe Priorities Committee of the Planning Coundilizes the data for
the HIV Care Continuum, including populati@pecific continuumsto inform decisions on the
rankings, to prioritize service categories, and to target funds terisigand high need areas.

TheEMA usedHIVCare@nt i nuum data in the development o
Prevention& Care Plan201720210 ampthn implemetation of collaborations within

jurisdictions to improve outcomes along the various stages of the continuum. In addition to

targeting MAI funds, OAHS funds were allocated to suppoi B/ clinic in a targeted

underserved area with high matity levels.

Each Part A subrecipient must develop an implementation plan which tracks health
improvements along the continuum by funded priority service category. Part A staff monitors
these data to evaluate the impact on health outcomes, perforamahsaccess in meeting
continuum targeten a quarterly basis

b) Describe how you evaluate efforts to impact the HIV care continuum in the jurisdiction.

The Atlanta EMA Part A ealuates impact of the HIV Careo@tinuum by monitoring
subrecipientdéds efforts and activities through
requirements, quarterly reports, and quality management. The RFP allows for agencies to
specifically provide information related efforts to addreach stage of the HIV Care

Continuum, including challenges and successes of intervention. This information is used to set

the parameters for program evaluationhaf 20172021 Georgia Integrated HIV Prevention and

Care Plarand to guide service deliverecommendations based on best practices. Current efforts
under evaluation include:

Activity Stages of HIV Care Continuum Addressed
Utilization of mobile clinics to increase acces A Diagnosed
to care A Linked to Care
A Diagnosed
Establishment and standardizatiorRapid A Linked to Care
Entry Clinics A Engaged in Care
A Prescribed ART
Increase variety of medical transportation | A Retention in Care
options
Use of peer staff to aid in patient follewp A Retention in Care
protocol

Contractual requirements alldar routine sharing and documentation of program outcomes.
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Subrecipients participate aengage with Planning Councib@mittees, such as Comprehensive
Planning, Assessment Committee, and Quality Management Committee. The Council meets

monthly to share and discuss progress towards achieving the goalgiobtkeo r gi a | nt egr a
HI'V Pr event i aminprouhg th&€areFCbndnmiwn outcomes.

Subrecipients are contractually required to enter data into CAREWare following each service
encounter. Taesedata feeds into the performance measure feature of CAREWare and allows for
reporting. The Ryan White Part A office rews HV/AIDS Bureau (HAB) performance

measures data from CAREWare quarterly with subrecipients and presents data to the Planning
Council. HAB performance measures are used by the Ryan White Part A office, Assessment
Committee, Quality Management and Contaresive Planning Committee to assess the efficacy

of programs and to analyze and improve gaps along the continuum. Recommendations are made
by Commttee Members for improvements or further investigation, such as a special study or
guality improvement projg.

The Ryan White Part A office reviews quarterly reports from subrecipients which includes an
implementation plan for HIV Care Continuum measures and progress reports. The Part A
guarterly reports are used to document target goals, objectives, arahpangivities for the

year that impact HIV Care Continuum. Subrecipients submit implementation plans to the
Recipient with CAREWare performance measures aligned with program activities and reflective
of the HIV Care Continuum.

The Quality Management Pragn evaluates services prded and develops strategies to

improve health outcomes using the Atlanta EMA QM Plan to serve as the basis of program
evaluationThe QM Committee and subrecipients submit Work Plans as an addendum to the QM
Plan that also higtdht very specific goals, and program activities aimed to impact the HIV Care
Continuum that may not be measurable by CAREWare. At the end of the fiscal year, the QM
Specialist evaluates the Atlanta EMA and subrecipients work plath®M Plangor outcomes

and impact.

B. Funding for Core and Support Services

1) Service Category Plan

a) Savice Category Plan Table seeAttachment 8

b) Service Category Plan Narrative:MAI Initiatives that impact positive health outcomes
along the continuum of care fpopulations experiencing health inequitisslude two separate
but complementary proposals.

Thefirst is an evidencdased intervention known as Enhanced Personal Contact {EPC)

modified to include a Specialty Pharmd8P)Programdesigned to address barriersdtention

in care and adherence among MSM, YBMSM, cisgender females, and transgender women from
communities of color. The service WGHS) be i mp
Infectious Disease PrografibP) which serves the majority of PLWH in the EMAperates the

| argest HIV pediatri c/ yout mandspecialtyicaretargetinGe or gi a
transgender persons of color, including initiation and maintenance monitoring of hormone

% Gardner, L. I., et al. Retention in Care Study Group. (2014). Enhanced personal contact with HIV patients improves retention
in primary care: A randuaized trial in six US HIV clinics. Clinical Infectious Diseases, 59,-728
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therapy. These pgces are enhanced by opportunities to coordinate with medical specialists in
the newly established GHS Transgender Clinic.

This initiative is anchored by a new Grady Retention Enhancement Assistance Team (GREAT).
Referral to GREAT will be initiated by primary care providers and will be largely based on the
barriers to retention and adherence that are identified during tia mnédical visit. Patients

linked to the team will be offered the following services:

A enrollment in Specialty Pharmacy services

A appointment reminders and post visit folloyy checkins with focus on ART adherence and
care retention

missed visit followup

team based retention support with linkage to psychosocial/case management support

> >

GREAT teams will be expected to mobilize rapidly should a patient demonstrate early warning
signs of poor adherence (e.g.-stthedule medication pick up) or report bagitr retention in

care (e.g., transportation challenges, housing concerns, substance abuse) so that linkages can be
made to appropriate resources or support services. This type of rapid response is key to
preventing patients from completely falling outoaire.

Because missed visits are associated with increased ityottety will be handled as an

immediately actionable event, along with missed osoffedule medication piekp. IDP data

reveal that a predictor of poor retention is a phone numlaggehin the previous 12 months,
exposing the limitations of solely relying on phone contact for a retention in care inter¥&ntion.

In the proposed intervention, MAI teams will increase the intervention intensity for any patient
who misses a clinic visit bgdding the following components to the baseline EPC protocol:
tailored patient contact between visits and after missed visits to the mode of contact the
individual most prefers; expanded collection of preferred contact information for patients such as
emal and social media (within the scope of currentgecy policies and regulations

comprehensive assessment of factors that resulted in a missed appointment or missed
prescription pickup in order to develop a tailored a plan for the patient that iasltatilitating

linkage to services such as case management, medical transportation, mental/behavioral health
and substance use services, clinical pharmacists, and partner agencies.

In the event a client cannot be reached for six months or longewithég placed on an otdf-

care list. The oubf-care list will be sent to the Georgia Department of Public Health to be
matched with HIV surveillance data to identify patients who are out of care as opposed to those
who transferred care. This aspectlad intervention is based on the evidence informed approach
studied in theClinic-Based Surveillanctnformed Patient Retractingitervention. This

intervention has demonstrated improvement in retention, higher rateiri€age to care and

more rapid rdinkage to care compared to cohorts who did not receive this interv&htion.

% Colasanti, J., Stahl, N., Farber, E., del Rio, CArénstrong, W. An Exploratory Study to Assess Individual and
Structural Level Barriers Associated with Poor Retention andrigagement in Care Among Persons Living with
HIV/AIDS. Journal of Acquired Immune Deficiency Syndromes 1 February 20bfume 74- Issue- p S113

S120

" Bove, J.M., Golden, M.R., Dhanireddy, S., Harrington, R.D., & Dombrowski, J.C. (2015). Outcomes of-a clinic
based surveillanemformed intervention to relink patients to HIV cadAIDS 70, 262268
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Along with the standard of car®P services that aim to address barriers to retention (e.g.,
mental health, substance use services), GREAT will provide specialty pharmacy services
designed to address systemic barriers (e.g., transportation to pick up prescriptions) that may
contributeto interruptions in medication adhererif&@hese specialty pharmacy services include
home delivered medication, prescription pigk monitoring, and ADAP and RW recertification
reminders.

To address the recurring challenge of transportatioriabdild off the successful pilot, the SP
program i s being added as a key component of
clinic for medication pick up can become a considerable financial burden on patients, while for
others work schedules orittttare needs may prohibit reliable pick up. Patients and providers

alike have routinely requested systematic strategies to remind patients of their RW and ADAP
recertification dates to avoid unexpected treatment interruption. These barriers are dddresse
through the SP program.

Early clinical outcomes prend postSP enroliment for this cohort were also promising, with a
statistically significant increase in CD4 (350 cells/mL to 413 cells/mL), and viral suppression
(78% to 91%). In addition, emerggnroom usage/hospital admission significantly decreased
among those enrolled in the SP program (40% to 29%). This could suggest improved
engagement in care or morbidity in this cohort. By integrating the highly successful program
elements of enhanced pensil contact and SP, this strategy will seek to improve both retention
and viral suppression in the MAI target populations. Finally, using out of care lists can improve
time to relinkage, increase the proportiorrlneked and even retention in care as destrated

by Bove et af® Combining strategies from EPC with expanded SP services, the MAI
intervention aims to improve both retention in care and viral suppression. It is increasingly
recognized that Xehonth retention metrics fall short of predicting tinue goal of HIV care:
continuous retention and viral suppression. Improving-kemng retention should result in
increased viral suppression rates. IDP data show that 82% of those continuously retained in care
for 36 months were virologically suppressemmpared to only 25% of those who were not
continuously retained during the same time peffod.

The program will serve 1,200 unduplicated cliégntf which 331 will be women, and youth:
85% (1,020) of the 1,200 will receive specialty pharmacy servi€8s;(2,080) will receive
OAHS; 77% will be retained in care; 95% will be prescribed ART; and, 80% will achieve viral
suppression.

Thesecondproposed initiative is designed to improve linkage to care and initiation of ART.
Fulton County Board of Healthperates a mobile clinic to bring HIV testing to highly impacted
communities and local colleges and universities. This proposal is to use Ryan White Part A MAI
funding to fund the addition of a Nurse Practitioner (1.0 FTE) to provide physical examination
onthe mobile unit. This would result in almost instantaneous linkage to care. As part of this

% pPhase Il Progress Report Biliiig the Strategy to End AIDS in Fulton County: Progress and Priorities, Fulton
County Task Force on HIV/AIDS, July 31, 2017

% Colasanti, J., Kelly, J., Pennisi, E., Hu;X, Root, C., Hughes, D., et al. (2016). Continuous Retention and Viral
SuppressiofProvide Further Insights Into the HIV Care Continuum Compared to the-6€eotienal HIV Care
CascadeClinical Infectious Disease$48654
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initial medical appointment the client will be offered a 7 day supply of ART and counseled on
treatment adherence. Disease Investigators and Community Healterd/atho staff the mobile
clinic, will link the client to one of the EMAs Rapid Entry Clinics to continue medical care until
such time the client has his/her first medical appointment with histezngmedical care

provider.

The program will serve 300 unduplicated; 80% (240) will be linked to-teng medical care;
90% (270) will be retained in care; and, 6(280) will achieve viral suppression.

c) Core Medical Services Waiveri Not applicable.

RESOLUTION OF CHALLENGES

Challenges/Barriers | Proposed Resolutiond  Intended Outcome | Current Status
Part A Program
Different Federal Poverty | Collaboratewith Resolve ADAP and Both Part A and B
Levels (FPL) are being Georgia DPH to HICP application issues| programs utilize
utilized between Part B | discuss the benefits of for clients. the same FPL
(O 80 %) and Part A having the same FPL. (O400%).

(CB00%)which caused
challenges to clients in
providing documentation
andto subrecipients in
verifying income

eligibility.

CDC nolonger requires | Collaborate with JPPQ Explore the best options In Process
recipients to utilize a to formulate a to continue

planning body as a grant | prevention iniative Integrated HIV

requirement. Ta City of | within the Part A Prevention and Care

At |l ant a6 s alb KR Planning Council, Plan, 20172021

Counties) Jurisdictional [pr i or t o J| activities via both
HIV Prevention Planning | meeting on December planning bodies.
Group (JPPG) willend, | 7,2017.
December 2017.

HIV Care Continuum

Increase linkage to care | Part A Program now Increase in the numbej In Process

and improve retention requires agencies fund¢ of PLWH linked to
rates. in FY2018 to provide care in 30ays and to
services to PLWH improve retention in

during nontraditional care rates.
hours (i.e., evenings an

weekends).
Intimate Partner Violence| The FCRWP is All subrecipients will | Draft policies have
is pervasive in the developing policies and| be competent in been developed.

community at large and | procedures to guide addressing IPV issues
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among the populations we
serve. Clinicians have
varying levels of expertise
in addressing the issue ar
in working with clients to
identify when IPV may be
present.

clinicians and will
partner with the ADS

Education and Training| plans accordingly.

Center tainings.

with their clients ad
modifying treatment

EVALUATION AND TECHNICAL SUPPORT CAPACITY
A. Clinical Quality Management (CQM)
1) Performance measure data are analyzed to evaluate disparities in cgremarily based

upon the stages of the HIV Care Continuum with a focus on the later stages: Prescription of
ART, Viral Load Suppression, andral Load Suppression among those Retained in Care. Data
are primarily drawn
race, ethnicityand transmissionategory and health outcomes data by geographical locations.
Data are analyzed for new clients who are just entering the Ryan White Part A system of care
and compared against clients who are continuing Esta are analyzed for Part A clients as a
whole as well as clients served by each subrecipient. These analgaendertaken by the Part

A Office in partnership with the Quality Management Committee of the PC. Data are used by
other committees to inform their processes. For exampléddgbessment Committee analyzes
health disparities data by geographical lamn#. The Assessment committee has identified zip
codes with the highest concentration of PLWH and the highest concentration of poor health
outcomegi.e., higher viral loads and opportunistic infection ratBs3parities data showed

service provider lodans and times needed to travel to and from medical appointments utilizing
the public transportation system ranged from 30 to 125 miriDéga.were also used by the
Priorities Committedo identify populations with significant health disparities altmgcare
continuum that should be the focus of MAI funding (YBMSM248 BMSM 2544, Black/AA
females, and transgender individuals).

fdatabasantahestratiiddldy dge, g€hdeR E Wa r e

Part A subrecipientsdentify disparitiesvithin their patient population usirdggalth outcomes
data stratified by gender, race/ethnicity, and transmission cateqdnyecipients have noted
higher incidence of STI infections among AA MSM agee2#3 and chronic diseases such as
diabetes, colorectal and gastrointestinal health issumeishypertension among African

American clients.

The CQM process for the EMA is set forth in the following logic model:
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Activities Participation Short Term Medium Term Long Term

Review each stage of the
Care Continuum by Increased funding to

race/age/gender/transmistion - service categories ano
S . initiatives such as Rapid

to identify at risk or emerging [ L— Entry Clinics and

populations (AA MSM, AA Pri C i Instrance Nevi =S
female, transgender)

Plan and allocate resources Increased

knowledge of at risk
and emerging

HIV Care
Continuum Data

populations

Disparities Data

Review chronic disease

Expand medical
prevalence data by

categrory definition to
include gas vouchers
and Uber

g
category

Health Outcomes

Review VL, CD4, Ol data by l
geographical zipcode

Identification and

awareness of Collaborate with
Assessment defined issues
Committee

l_l

Ll

Review medical transportation| mobile clinics

utilization by zip code

Quality

Service Gaps
Review performance measure Committee
data for all funded service

categories

Train and educate

staff with standard
practices of service
delivery

Conduct quality improvement
activity

Actions taken to eliminate disparitiesn FY2016 included:

A ThePriorities Committee of the Planning Council utilized the disparities data for the HIV

Care Continuum to target efforts to improve access by prioritizing and estabfishdtigg

of three rapid entry clinics to link newly diagnosed persons to care anducedhat all

persons have access to antiretroviral therdpye rapid entry clinic was established

through a partnership with an existing FQHC in one of the areas identified as having some

of the poorest health outcomes and some of the highest hesgttrities.

A TheAssessment Committee of the Planning Council advocategtdater access to care
for identified zip codes and to improve linkade. partnership with prevention programs,
two subrecipients established-location of agenciethrough theutilization of mobile
clinics, expandedorttraditional transportation methods such as gas cards in remote areas
and Uber (to reduce travel times).

A Subrecipients reviewed and analyzed their internal processes and resources that impact
patient care and outcas. Monitoring of lab results and appointment compliance has
increased with the improvement of accurate and frequent client level data reports. Nurses
and midlevel practitioners are working more collaboratively with retention staff to
communicate with idatified patients monthly. Subrecipients have increased partnerships
and MOAs with specialty care providers to care for advanced stages of chronic disease.
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