
FY 17 EIIHA PLAN 
Early Identification of Individuals with HIV/AIDS 
 
1) EIIHA 
a) Plan for linking people to prevention and care services. Include community partners and 

other resources utilized and major collaborations. 
 
The EMA’s EIIHA strategy focuses on five areas for advances that align with HRSA’s 

priorities:  
 Normalize HIV testing and use of new technologies to detect HIV more quickly:  

Not only does this increase the likelihood of identifying individuals who are living with HIV 
and making them aware of their status so they can undertake the steps necessary to improve 
health outcomes, but it also serves to reduce the stigma surrounding HIV disease by integrating 
HIV testing into regular health care. Moreover, this initiative should reduce the number of “late 
testers” (in Georgia, 23% of persons diagnosed with HIV were diagnosed with AIDS/Stage 3 
within 3 months, in other words they tested late).   This objective is addressed through increasing 
the number of sites providing routine opt-out HIV screening as part of the battery of tests for all 
patients (e.g., health care facilities, other services such as housing programs and substance abuse 
services), media campaigns targeted toward geographic areas identified as having a high 
community viral load and the presence of other co-morbid conditions, and other testing 
initiatives that aim to reduce stigma associated with HIV testing (such as   social network testing 
which utilizes peers to encourage HIV screening). 
 Widespread linkage to care options, enabling PLWH to access treatment early:  

Linkage to care is a critical step on the path to viral suppression. This objective is achieved 
through revising HIV testing algorithms to use  different rapid tests to confirm an original rapid 
test result so that results may be given immediately and the individual linked to care if positive, 
clients are provided with a choice of providers from which to select, Rapid Entry Clinics have 
been developed to initiate care  and treatment for clients who have to wait for an appointment 
with their “long-term care provider, use of patient navigators, insurance navigators, and medical 
case managers to facilitate access to services and benefits, and changes in protocols to facilitate 
access and reduce barriers. 
 Broad support for PLWH to remain engaged in comprehensive care, including support 

for treatment adherence:  
Successful outcomes in HIV depend on not only the rapid initiation of therapy but also upon 

the rapid establishment of a sustainable HIV care plan. Clients are screened for the need for 
further assessment for medical case management, mental health, and substance abuse services 
(EMA screening tool must be used) and linkages made as indicated. Based on the initial 
assessment of potential barriers to successful linkage to care, a plan should be put in place to 
address both immediate and long-term barriers. Based on the identification of barriers to linkage 
and retention in care, a contingency plan is identified for potential problems such as missed 
appointments, missed dosages of ART, inability to fill medications at the pharmacy, etc. Patients 
are given clear guidance on how to get help and support and remain connected to the clinic. 
Treatment adherence is provided by clinicians and Medical Case Managers. 
 Universal viral suppression among PLWH: 

Viral suppression not only improves the health outcomes of the individual but also improves 
population health through the reduction of community viral load. Viral suppression is also key to 
treatment as prevention.  The EMA funds stop-gap ART medications to have on hand for 
provision to clients for immediate initiation of therapy (clients are encouraged to take the first 
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dose during the visit). Stop-gap medications are available at Rapid Entry Clinics and traditional 
clinics. Eligibility staff assist with enrollment in ADAP and Patient Assistance Programs; ADAP 
applications may be filed electronically.     
 Increase infrastructure and access to biomedical interventions including full access to 

comprehensive pre-exposure prophylaxis (PrEP) services for those whom it is 
appropriate and desired, with support for medication adherence for those using PrEP:  
Several PrEP clinics have been established in the EMA including one which focuses on 

uninsured individuals. Educational campaigns have been launched. Part A medical providers are 
sharing their knowledge with others who prescribe PrEP. Individuals who test negative for HIV 
but are high-risk are linked with PrEP clinics and other prevention modalities.  

An overarching objective is to target the HIV response to the geographic areas where 
epidemiological data indicate there are high risks and high prevalence.  Surveillance data are 
analyzed to examine HIV disease prevalence interconnected with other diseases (syndemic 
approach) such as STI, TB, and hepatitis data. 

 
Partners include: Other Ryan White Parts, Testing and Prevention Programs, subrecipients, 

Metropolitan Atlanta HIV Health Services Planning Council, local jails, Department of 
Corrections, Behavioral Health and Developmental Disabilities, Fulton County HIV Task Force, 
CDC-directly funded providers, Jurisdictional Prevention Planning Group, Department of Public 
Health Surveillance Section, Georgia DPH Office of STD, HOPWA, Georgia Prevention and 
Care Council, Fulton County GIS, Southeast AIDS Training and Education Center (SEATEC), 
TB programs, Hepatitis Programs, Integrated Plan Team. 

b) Planned EIIHA activities for FY17: 
(1) Primary activities:  

The importance of reducing stigma cannot be underestimated. The Part A Program and 
subrecipients will participate in The Roots of Health Inequity online learning collaborative for 
the public health workforce.  This course provides an online learning environment from which to 
explore root causes of inequity in the distribution of disease, illness, and death. This tool offers a 
starting point for those who want to address systemic differences in health and wellness that are 
unfair, unjust and actionable. Based on a social justice framework, The Roots of Health Inequity 
course introduces public health practitioners to concepts and strategies for taking action in every 
day practice. This technical assistance tool can be used by participating stakeholders on a local level 
to address stigma, health disparities and social determinants of health impacting communities and the 
root causes of these disparities to ultimately improve health outcomes.1 This training will inform all 
primary activities of the EIIHA plan. 

 
 Normalize HIV testing: 

Broader use of new HIV screening algorithm using antigen/antibody combination assay.  
Increase enhanced testing (Fourth Generation Testing) to identify and treat highly-infective 

persons with acute HIV who would otherwise not be detected due to the “window period” of 
standard HIV testing. Implementation of new specimen pooling strategies to reduce the cost of 
NAAT without compromising capacity to detect acute HIV infection. 

                                                           
1 HRSA, FOA HRSA-16-187, May 11, 2016. 
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Testing for acute HIV infection in persons from areas of high HIV prevalence who seek STI 
services will be performed because it has been shown that concurrent STI increases the 
susceptibility and transmissibility of HIV.  

Widespread testing programs such as universal opt-out perinatal HIV screening for pregnant 
women, expanded routine HIV testing at hospitals, homeless shelters, substance abuse facilities, 
community clinics and health centers, and HIV testing at health fairs in highly affected 
neighborhoods. Testing will also take place at beauty salons and barber shops, storefronts, clubs, 
house parties and sex clubs. Part A and the Fulton County Task Force are working to institute 
opt-out HIV testing in all Fulton County operated health programs (including Behavioral Heath). 
Once implemented, this will be rolled out to the other health departments in the EMA 

Perinatal HIV Transmission Prevention: The assessment of care is an overall evaluation to 
determine client needs and to channel all social services needs to case management services so 
that connections are maintained throughout the continuum of care from when the mother links to 
primary care during and after the birth of the baby and also until the baby has been tested within 
the first 14 to 21 days of life, at age 1 to 2 months and age 4 to 6 months. The core components 
of the new model are to: create infrastructures supportive of internal and external information 
exchange, renew networks that are supportive of social services to address barriers to care, 
expand provider reporting and expanded services collaborations. 

Utilize (SEATEC) to train providers on new testing technologies. 
Work with the Fulton County HIV Task Force on strategies to implement HIV testing in high 

school clinics. 
To ensure a strategic and coordinated approach to routine and targeted testing throughout 

Fulton and DeKalb Counties, the HIPP launched its Test Atlanta initiative. Test Atlanta is a 
jurisdiction-wide community-government partnership designed to increase efficiency and 
effectiveness of HIV testing in metro Atlanta. Test Atlanta is a mobilization initiative 
coordinated by FCDHW with the goal of increasing the proportion of Fulton and DeKalb County 
residents who know their HIV status and are connected to care, if needed. Test Atlanta is 
comprised of seven strategic focus areas: Business, Community, Education, Entertainment, 
Faith, Government and Healthcare. The three overarching objectives are: 1) to make HIV 
screening a routine part of all medical care in Atlanta; 2) to increase the coordination and 
coverage of HIV testing efforts within Atlanta; and, 3) to raise awareness and inform the public 
about HIV testing and HIV care. 

 
 Widespread linkage to care options, enabling PLWH to access treatment early:  

Refinement of the CAREWare database to include testing and linkage data, including testing 
data from non-Ryan White facilities to better monitor the HIV Care Continuum.   

Work on development of a linkage verification system in conjunction with prevention and 
HOPWA. 

Expansion of the patient navigator program in primary care sites to assist linkage 
coordinators with enrollment and retention in care of newly diagnosed. 

Full implementation of Health Information Exchange and integration of other sites. 
Upon implementation of new Policies and Procedures for our Part A subrecipients, work will 

be undertaken to change organizational culture at many health departments that rely on outdated 
clinical models requiring lab results before the first clinician visit. This was grounded in the 
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premise that viral load results needed to be in place in order to introduce ART. Protocols are 
being revised in FY16 and will be fully implemented and evaluated in FY17. 

Increased coordination between CDC directly-funded organizations and public health 
departments for the provision of partner services. Expansion of partner services to include 
availability of non-Ryan White funded OAHS and other core and supportive services.   

Expansion of the patient navigator program in primary care sites to assist linkage 
coordinators with enrollment and retention in care of newly diagnosed.  

Increase in OAHS funding to support rapid entry clinics to ensure newly diagnosed clients 
receive their first clinician visit within 72 hours and are offered ART.  This will address long 
wait times for OAHS appointments at other Part A clinics. 

Expand use of syndemic planning that examines spatial relationships between multiple 
factors or co-occurring epidemics, and use the results to target HIV testing efforts and treatment 
services. 

Utilize MAI funds to connect late testers to care. Late testing results in missed opportunities 
for prevention and treatment of HIV infection and emphasizes the need for earlier testing, 
linkage, and retention in care for persons living with HIV infection. 

Utilize MAI funds to support care teams to assist youth as they transition from Teen Clinic to 
Adult Clinic. 
 Remain engaged in comprehensive care, including support for treatment adherence: 

Increase the number of Disease Investigation Specialists and Community Health Workers to 
help locate and re-engage individuals lost to care and individuals never in care. 

Allocation of additional funds for insurance navigators to augment limited resources in the 
EMA for enrolling HIV positive individuals in insurance coverage through the Marketplace.  

In FY16 work was undertaken to clarifying policies and procedures related to: documentation 
required for Ryan White eligibility; acceptable documentation of HIV status (increased 
flexibility); implementation of presumptive eligibility; and, the use of modified adjusted gross 
income in situations where gross income is just shy of the FPL. Policies and procedures These 
programs will be evaluated in FY17 for compliance and to determine impact of changes.  

Raise the financial eligibility requirement from 300% of federal poverty level to 400% to 
allow more individuals to qualify.  

Collaborate with HOPWA program and providers to evaluate possible integration or 
interconnectivity with Pathways, the database used by HOPWA providers. 

Ensure linkage coordinators are co-located with all HIV testing programs. 
Social Marketing, Media and Mobilization to encourage people in highly burdened areas to 

get tested, know their status, get in care and become virally suppressed through “Greater Than 
AIDS” and “We Are Family”. 

Formulation of a re-engagement plan for those who are identified as out-of-care using the 
eHARS data and to develop an internal database to track all positive clients identified through 
HIPP and verified through eHARS, as well as the various surveillance databases 

On-the-spot treatment initiation and genotype testing for HIV+, with linkage to ongoing care  
Increase cultural sensitivity and competence of all staff delivering HIV, substance, abuse and 

mental health care and educate on principles of trauma informed care. 
Undertake CQI to decrease long clinic wait times (this refers to the time the client waits at the 

clinic from check-in to meeting with the clinician). 
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 Universal viral suppression:  

Increased funding of stop-gap medications which allow immediate initiation of ART while 
awaiting coverage by ADAP or patient assistance programs. 

Revised medical case management RFP to have greater emphasis on treatment adherence. 
Increased funding for medical case managers and clinicians who will provide treatment 

adherence. 
Increased funding for eligibility staff to enroll clients in ADAP and PAP. 
Utilize SEATEC to train clinicians on protocols for initiating ART in the absence of 

documented CD4 and viral load lab results. 
Implement community awareness and education programs to promote ART at the time of 

HIV diagnosis, regardless of CD4 count. 
Explore ways to optimize drug delivery systems to ensure patients have consistent access to 

ART and other therapies. 
Expedite enrollment in HICP for eligible patients to enhance access to medical care and ART 

through insurance. 
Establish systems for pharmacies to communicate with patient and clinician immediately 

when a prescription is not picked up. 
Expand recognition events for persons achieving undetectable viral loads.  

 Increase infrastructure and access to comprehensive pre-exposure prophylaxis (PrEP) 
services for those whom it is appropriate and desired, 
Increase community awareness and education about PrEP especially among disproportionately 

affected populations and in high prevalence geographic areas. 
In conjunction with DPH and SEATEC, increase awareness and knowledge of PrEP among care 

providers. 
On-the-spot PrEP meds and linkage to ongoing PrEP care for high-risk negatives 
Coordination with prevention and disease control/intervention programs to refer clients who 

tested negative to appropriate prevention services including PrEP clinics (including publicly-
funded clinics that serve the uninsured). 

Ensure clinicians are knowledgeable in the provision of medication adherence.  
Explore the development of multiple access points for PrEP including PrEP clinics in college 

and university health services, FQHCs, pharmacies, urgent care clinics and CBOs.  
(2) Major collaborations including prevention and surveillance include: 

The Atlanta Part A program, unlike those in many other areas, is not a part of a health 
department. As such, we have had to rely on surveillance staff at DPH and local health 
departments. The FY17 budget includes funding for an epidemiologist who will be embedded in 
the surveillance section of DPH.  

Assisting Counseling, Testing and Linkage (CTL) sites in verifying enrollment in primary 
care and receiving tests for CD4 and viral load through the CAREWare database. 

Part A CAREWare data match with DPH surveillance section’s eHARS database to complete 
case reporting variables including gender, race, and risk. 

Coordination between the prevention program’s linkage staff and Rapid Entry Clinics. 
Part A had developed a new relationship with a FQHC in a high impact area that has been 

underserved. Part A is funding a Rapid Entry Clinic and the FQHC is introducing HIV care and 
treatment into its menu of services and is initiating a PrEP clinic. By integrating HIV services 
with other programs reduces the stigma associated with receiving services at a dedicated HIV 
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clinic. This new service will allow HIV discordant partners to receive services at the same 
location. 

Work with the surveillance section of DPH to evaluate methods for improving data collection 
for those testing negative for HIV as these data will serve as indicators of high risk behavior and 
can be used for geospatial analysis. 

The EMA will continue to work with DPH in the development and dissemination of anti-
stigma campaigns. 

Collaboration is taking place through the Integrated HIV Prevention and Care planning 
group, which developed the integrated prevention, for evaluation of progress toward meeting 
goals and objectives.  

Working with the National Association of County and City Health Officials (NACCHO) on 
the “Ryan White HIV/AIDS Program Building Care and Prevention Capacity: Addressing the 
HIV Care Continuum in Southern Metropolitan Areas” funded by the Secretary’s Minority AIDS 
Initiative, the goal of the project is increasing capacity to serve minority populations with a focus 
on men who have sex with men (MSM), youth, cisgender and transgender women, and people 
who inject drugs (PWID), resulting in improved health outcomes along the HIV care continuum. 
allow providers within southern jurisdictions to implement innovative evidenced-based 
interventions along the HIV care continuum to address poor health outcomes among minority 
PLWH with a particular focus on MSM, youth, cisgender and transgender women, and PWID. 
 

Locally, referral to medical care is where significant coordination with Part B and Part D 
occurs, and this coordination will continue. As an example, Part A clinicians and case managers 
will work with Part D staff to assist in the transition of clients from the teen clinic to the adult 
clinic to improve engagement and retention (see Section 4 Minority AIDS Initiative). 

Work with HIV Task Force to have local governments authorize syringe accees programs for 
the legitimate medical purpose of preventing HIV, HBV and HCV, and other blood-borne 
infections. 

For transgenders, there has been a lack of surveillance data on indicators across the HIV care 
spectrum.  Collaboration with DPH is taking place on improving transgender data collection 
including the revision of forms to include sex at birth and current gender. Working with state on 
transgender data collection – Implement new forms 

Continued collaboration with HIV Surveillance to incorporate HIV prevalence data to assist 
with program planning of activities to aid in targeted outreach and screening among those 
geographic regions with the highest burden of disease.  

Participation of Part A Planning Council member on the DPH Prevention and Care 
Community Planning Group and Fulton County prevention program’s Jurisdictional Prevention 
Planning Group. The Director of the Ryan White Program also serves on the DPH Prevention 
and Care Community Planning Group. 

Part A Planning Council Members and the Director of the Ryan White Program serve on the 
recently established “Fulton County HIV Task Force” which is developing a roadmap for the 
elimination of new cases of HIV in Fulton County. 

Part A Planning Council members and the Ryan White Director serve on DPH’s Legal and 
Ethical Workgroup. 
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Inclusion of HIV counseling and testing at the annual AAOI to identify HIV positives aware 
and unaware of their status and facilitate enrollment in care. This year’s AAOI will include a 
housing fair supported, in part, buy HOPWA. 

 
(3) Anticipated outcomes 

Increase in HIV screening. 
Seamless entry from CTL sites into primary care with services and strategies in place to 

retain clients in care. 
A coordinated system for CTL, prevention and treatment programs in the EMA that reduces 

duplication of services and maximizes all funding sources. 
Ongoing reduction in health disparities and access to care through geographically located 

primary care sites, provision of antiretroviral medications, and allocation of all MAI funding to 
the treatment of minority populations. 

Increased use of ART.  
Increased use of PrEP. 

 


