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ii. Project Narrative 
INTRODUCTION   
The purpose of the Atlanta Eligible Metropolitan Area (EMA) Ryan White Part A (RWPA) 
program is to improve the availability and quality of culturally appropriate care for low-income, 
uninsured, and underinsured individuals and families affected by HIV in the 20-County Atlanta 
EMA (Barrow, Bartow, Carroll, Cherokee, Clayton, Cobb, Coweta, DeKalb, Douglas, Fayette, 
Forsyth, Fulton, Gwinnett, Henry, Newton, Paulding, Pickens, Rockdale, Spalding, and Walton 
Counties). Funds include core medical and support services which address all stages of the HIV 
Care Continuum. The program serves a large number of Persons Living 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 publicly-funded programs. RWPA funds will continue to be used to address 
service needs and gaps. Funds are also used to support the Quality Management (QM) program 
and Metropolitan Atlanta HIV Health Services Planning Council (PC), the planning body that 
undertakes comprehensive planning activities, establishes service priorities and allocates funds in 
the EMA.  Funded services include: Outpatient Ambulatory Health Services (OAHS), Oral 
Health Services, Medical Case Management, Mental Health Services, Substance Abuse Services 
– outpatient, Medical Nutrition Therapy, Non-Medical Case Management, Referral for Health 
Care and Support Services (including insurance navigation), Food Bank/Home Delivered Meals, 
Psychosocial Support (including patient navigation), Medical Transportation, Other Professional 
Services (for legal services), Linguistics Services, and Childcare Services. Minority AIDS 
Initiative (MAI) funds are allocated to OAHS, Non-Medical Case Management, Referral for 
Healthcare and Support Services, Emergency Financial Assistance, and Medical Transportation  
to improve health outcomes of people of color. The Atlanta EMA continues to align 
programming and services with the National HIV/AIDS Strategy 2020 (NHAS) and with the 
Georgia Integrated HIV Prevention & Care Plan, 2017-2021. 
 

NEEDS ASSESSMENT 

A. Demonstrated Need 

1) Epidemiologic Overview 

a) Summary of Epidemic in EMA: 

By population, Metropolitan Atlanta is home to 55% (5,705,071) of Georgia residents and is the 

ninth largest Metropolitan Statistical Area (MSA) in the nation.1 The Atlanta EMA’s population 

is greater than the individual populations of 31 of the states and of Puerto Rico and the District of 

Columbia.  The HIV epidemic in Metropolitan Atlanta is concentrated primarily in one 

downtown geographic area that includes portions of Fulton and DeKalb Counties – the largest 

counties by population.  The prevalence rate of HIV within the cluster is 1.34% and is 

compatible with what the World Health Organization (WHO) would describe as a “generalized 

epidemic”.  In comparison, outside the cluster the HIV prevalence is 0.32.2 As shown below in 

Table 1:  Atlanta EMA HIV Prevalence by County, 2015, 2016, 2017; in 2016, 89% of the 

EMA's prevalent cases were located in the urban core of the EMA (Fulton, DeKalb, Cobb, 

Gwinnett, and Clayton). Henry and Douglas were the only remaining counties with a prevalence 

>1%. The distribution of county of residence for Part A clients is commensurate with the 

geographic distribution of PLWH in the EMA. 
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Table 2: Atlanta EMA HIV Incidence (New Cases) by County, 2015, 2016, 2017 shows the same 

pattern with the majority of cases being in the urban core. Three of the five core Metropolitan 

Atlanta counties – Fulton, DeKalb, and Clayton are among the top counties nationally in rates of 

new HIV diagnoses.3 

  

 

County

# % # % # %

Fulton County 16,228   43 16,524   42 16,544 41 49.19

DeKalb County 9,213     24 9,580     24 9,794 24 21.27

Cobb County 3,153     8 3,297     8 3,385 8 7.16

Gwinnett County 3,015     8 3,217     8 3,295 8 8.80

Clayton County 2,356     6 2,471     6 2,672 7 6.11

Henry County 615        2 685        2 742 2 1.61

Douglas County 520        1 551        1 578 1 1.28

Newton County 329        <1 354        <1 374 <1 0.81

Cherokee County 327        <1 348        <1 352 <1 0.35

Rockdale County 331        <1 345        <1 347 <1 0.71

Paulding County 244        <1 258        <1 275 <1 0.33

Coweta County 254        <1 270        <1 270 <1 0.28

Carroll County 216        <1 221        <1 256 <1 0.27

Spalding County 193        <1 210        <1 210 <1 0.26

Bartow County 189        <1 186        <1 200 <1 0.43

Fayette County 182        <1 178        <1 194 <1 0.31

Walton County 162        <1 174        <1 191 <1 0.53

Forsyth County 158        <1 173        <1 179 <1 0.12

Barrow County 125        <1 127        <1 136 <1 0.43

Pickens County 39          <1 41          <1 44 <1 0.01

TOTAL 37,849   100 39,210   100 40,038   100 100.00

% of Part A 

Clients Served in 

2017

Table 1. Atlanta EMA HIV Prevalence by County, 2015, 2016, 2017
2015 2016 2017
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Information on the rate of HIV infection by the Centers for Disease Control (CDC) has strong 

implications across Georgia and in Atlanta specifically. According to the CDC, 1 in 51 

Georgians will be diagnosed with HIV in their lifetime.  Since starting a routine testing program 

in 2013, the nationally-renowned medical center, Grady Hospital, has diagnosed an average of 2-

3 patients with HIV every single day. The issue is particularly acute for young gay and bisexual 

black men. One Emory University study followed a group of Atlanta-area men ages 18 to 39 

who had sex with men during 24 months and found that 12 % of black men under 25 contracted 

HIV, compared to only 1.0 percent of white men under 25. This is “one of the highest figures for 

HIV incidence ever… recorded in a population in the resource-rich world,” according to the 

National AIDS Manual of the Overseas Development Institute. What is more, AIDS is the 

leading cause of death among black people in Georgia ages 35 to 44, according to the Georgia 

Department of Public Health (DPH).4 Recent Unmet Need estimates indicate that 19,147 (51%) 

people in the EMA are living with HIV, but are not in care.  

 

County

# % # % # %

Fulton County 674        40 743        39 625 37

DeKalb County 388        23 437        23 361 21

Gwinnett County 111        7 181        10 188 11

Cobb County 156        9 208        11 167 10

Clayton County 136        8 113        6 140 8

Henry County 42          3 49          3 36 2

Douglas County 20          1 14          <1 35 2

Cherokee County 22          1 22          1 20 1

Coweta County 15          <1 16          <1 16 <1

Fayette County 15          <1 7            <1 13 <1

Forsyth County 5            <1 11          <1 13 <1

Newton County 16          <1 24          1 13 <1

Spalding County <5 -- 7            <1 12 <1

Rockdale County 15          <1 23          1 11 <1

Paulding County 9            <1 12          <1 9 <1

Carroll County 16          <1 16          <1 8 <1

Barrow County <5 -- 8            <1 7 <1

Walton County 7            <1 5            <1 7 <1

Bartow County 9            <1 7            <1 6 <1

Pickens County <5 -- -         -- <5 --

TOTAL 1,656     100 1,903     100 1,690     100

Table 2. Atlanta EMA HIV Incidence (New Cases)  by County, 2015, 2016, 2017

2015 2016 2017
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The Atlanta EMA 

represents 1.8% of 

the population of 

the United States 

(325,719,178)5, 

yet accounts for 

3.2% of the 

nation’s prevalent 

HIV cases and 

3.8% of all 

incident cases.6 

According to 

CDC HIV 

surveillance data 

for 2016 and 

released in 2018 

(the most current 

year for which 

data are 

available), 

Metropolitan 

Atlanta had the 4th 

highest rate of 

new HIV 

diagnoses; among 

malesi, the 3rd 

highest rate; 

among Black 

males, the 1st 

highest rate; 

among males ages 

25-34, the 2nd 

highest rate; and, 

among males 45-

54, the second 

highest rate. The epidemic is primarily among Black males particularly Men who have Sex with 

Men (MSM).ii Despite medical advances HIV-related deaths continue, and the EMA ranked 9th 

among males, and 11th overall.6  

 

Table 3 provides 2016 incidence and prevalence data for the EMA by selected characteristics 

including ranking among all MSAs. 

 

 

 

                                                           
i Unless otherwise indicated, male refers to cisgender males and female refers to cisgender females. 
ii The EMA population is primarily Black/African American, White, and Hispanic as is the HIV epidemic in the EMA. 
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b) Socio-demographic characteristics:  

Information in the following sections is based upon information contained in Attachment 3: 

Atlanta EMA HIV/AIDS Demographic Table. Please note that in Attachment 3 incidence and 

prevalence numbers are based upon cases known to the Georgia DPH which differ from those 

provided by CDC, which does not report “incomplete” cases such as those missing a variable 

(e.g., date of birth, gender) and DPH includes cases that are “mostly complete”.   

 

i. Demographic data  In 2017, there were 1,690 persons newly diagnosed with HIV (slightly 

more than the 1,665 in 2015) and 40,038 PLWH which was a 6% increase over 2015 (37,849). 

Figure 1 illustrates the 2017 race/ethnicity of incident and prevalent cases in the EMA compared 

to the EMA population as a whole. Due to the lower prevalence of other racial groups in the 

Atlanta EMA, the focus will be on Black, White and Hispanic. Blacks make up only 36% of the 

# Rate Rank # Rate

Males and Females 1,523 32 4 31,163 667

Males 1,262 55 3 24,558 1098

Black/African American Male 922 129 3 15,935 2294

Hispanic/Latino Male 107 47 20 1,834 823

White Male 179 15 19 5,320 461

13-24 years, All Races/Ethnicities 344 72 4 1,164 244

25-34 years, All Races/Ethnicities 506 129 3 5,416 1411

35-44 years, All Races/Ethnicities 192 49 13 5,427 1386

45-54 years, All Races/Ethnicities 150 37 7 7,524 1877

≥55 years, All Races/Ethnicities 70 12 9 5,027 862

Females 261 11 10 6,605 271

Black/African American Female 211 24 23 5,298 626

Hispanic/Latino Female 11 5 -- 420 206

White Female 22 2 20 544 45

13-24 years, All Races/Ethnicities 35 7 9 237 51

25-34 years, All Races/Ethnicities 76 18 7 969 237

35-44 years, All Races/Ethnicities 46 11 14 1,705 397

45-54 years, All Races/Ethnicities 60 14 8 2,076 469

≥55 years, All Races/Ethnicities 44 6 7 1,618 229

Deaths 420 19 11

Male 328 15 9

Female 92 4 19

Transmission Category Black Hispanic White Black Hispanic White

# # # # # #

Male to Male Contact (M to M) 813 100 156 12,564 1,503 4,670

Injection Drug Use (IDU) 34 3 6 1,750 138 297

M to M and IDU 10 1 11 832 100 365

Heterosexual Contact 274 14 29 5,849 491 494

Other 2 0 0 238 22 39

Table 3. Incidence and Prevalence by 

Selected Characteristics, 2016

Incidence Prevalence

Incidence Prevalence
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EMA population but comprise a much larger proportion of both incident (74%) and prevalent 

(70%) cases. Both Black and Hispanic populations had higher proportions in incidence than 

prevalence, which may be indicative of increasing rates in these populations.  

 

 
 

Persons newly diagnosed: In 2017, among people in the EMA newly diagnosed with HIV, 74% 

(1,249) were Black, 80% (1,351) male, 52% (875) Black Men who have Sex with Men (BMSM),  

77% (1,308) were younger than 45, 71% (1201) MSM, and 1.1% (18) were transgender 

individuals. Within 12 months of HIV diagnosis, 18% (309) had a Stage 3 diagnosis. From 2015-

2017, there was a 1.5% relative increase in the number of people in the EMA newly diagnosed 

with HIV. Blacks comprised 36% of the EMA population while accounting for 74% of the new 

diagnoses, a relative increase of 5% in the number of new cases compared to 2015. While there 

was a 2% reduction among males overall, there was a relative increase among Black MSM (1% 

vs. 2015). There were increases among women overall (15%) and among Black females at 18% -

- with a corresponding increase in persons with a transmission category of heterosexual. The 25-

44 age group comprised 28% of the EMA population while accounting for 56% of the new 

diagnoses (Figure 2). This age group saw a 7% increase and the 60+ age group had an increase 

of 17% compared to 2015.  
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The rate of Black males with a recent HIV diagnosis is 5 times that of White males (Figure 3). 

The rate of Black males with a recent HIV diagnosis is 9 times that of Hispanic males. The rate 

of Black females with a recent HIV diagnosis is 7 times that of White females. The rate of Black 

females with a recent HIV diagnosis is 14 times that of Hispanic females.7 The estimated percent 

of Stage 3 (AIDS) diagnosis within 3 months of initial HIV diagnosis was 17%. 
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PLWH: Compared to newly diagnosed population, the total PLWH population had a greater 

proportion of White individuals (19% vs. 15%), was older (people 45-59 had a higher proportion 

with 41% vs. 19% as did people 60+ years of age at 13% vs. 4%),   Young Black MSM 

(YBMSM) 13-24 comprised a lower proportion (2% vs. 15%) as did BMSM 25-44 (25% vs. 

31%). The proportion of people with a transmission category of injection drug use (IDU) was 

higher (6% vs. 3%) as was MSM & IDU at (4% vs. 1%). From 2015-2017, there was a 6% 

increase in the number of PLWH in the EMA, the majority were Black but the change of 4% was 

less than 12% relative change among Black MSM. There was an 11% increase among Hispanics.  

There was a 26% decrease in prevalence among PLWH <13 years of age and a 28% increase 

among PLWH 60+ years old. The rate of Black males living with an HIV diagnosis is 3 times 

that of White males (Figure 4). The rate of Black males living with an HIV diagnosis is 10 times 

that of Hispanic males. The rate of Black females living with an HIV diagnosis is 10 times that 

of White females. The rate of Black females living with an HIV diagnosis is 13 times that of 

Hispanic females.8    

 

Although there is not yet a systematic surveillance system in Georgia for compiling data for the 

transgender population, it has been estimated in recent studies that 41% to 63% of Black 

transgender women, 14% to 50% of Hispanic transgender women, and 4% to 13% of Asian-

Pacific Islander transgender women are HIV-positive. 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 HIV-

positive.8 CAREWare, which is the HRSA provided client-level electronic database, was used to 

collect client level data on transgender clients served in the Ryan White system. In 2017, there 

were 270 individuals who were reported as transgender (16% increase from the 233 served in 

2016) including 15 female-to-male (FTM), 245 male-to-female (MTF) and 10 unknown.  

 

Demographic characteristics among people at higher risk for HIV:  It is reasonable to 

assume, based upon analysis of trends in incidence from 2015-2017, that the demographics of 

persons at higher risk for HIV infection would mirror those of individuals recently diagnosed 

with HIV. In the Atlanta EMA, there are more incident cases of HIV among Blacks, males, 

persons aged 13-44 and Black MSM than would be expected based on their distribution in the 

EMA population. 

  

ii. Socioeconomic data:  EMA data from DPH are collected from lab data and do not include 

socioeconomic variables.  In some instances, data are available for the EMA population as a 

whole and for the Ryan White HIV/AIDS Program (RWPA) population.  

 

Poverty – EMA: 7% (354,270) had incomes ≤  50% of the Federal Poverty Level (FPL); 19% 

(1,029,650) had incomes ≤  125% of FPL; 22% (1,193,883) had incomes ≤ 138% of FPL; 33% 

(1,758,713) had incomes ≤  200% FPL; 49% (2,628,062) had incomes ≤  300% FPL; and, 62% 

(3,323,135) had incomes ≤  400% FPL. RWPA:  34% (5,853) had incomes ≤ 50% FPL; 74% 

(11,218) had incomes ≤ 138% of FPL; 77% (13,305) had incomes ≤ 200% FPL; 85% (14,596) 

had incomes ≤ 300%; and, 87% (14,970) had incomes ≤ 400% FPL. The poverty rate for 

children was 19% overall, but 29% for Black children, and 35% for Hispanic children. 9 Census 

data for the 20 MSAs that cover the 24 Ryan White Part A EMAs show that the Atlanta 

Metropolitan area had the: 8th highest unemployment rate (8%); 8th highest number of 
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households receiving food stamps/SNAP (13%); 9th highest percentage of families whose income 

in the previous 12 months was below FPL (11%); and, 9th highest percentage of people 18-64 

years of age whose income in the previous 12 months was below FPL (13%).10     

 

Income – EMA:  median household income was $57,077 and among the counties ranged from a 

low of $40,548 to a high of $91,842. Average household income was $59,000. 42% (813,107) of 

households earned $50,000 or less with 6% (120,509) having incomes <$10,000; 4% (79,381) 

having incomes $10,000-14,999; 9% (174,498) having incomes $15,000-$24,999; 9% (181,072) 

having incomes $25,000-$34,999; and, 13% (257,647) having incomes $35,000-$49,999. 10  The 

median income for Black residents was $9,730 less than the EMA median and $13,102 less for 

Hispanic residents.9  Census data for the 20 MSAs that cover the 24 Ryan White Part A EMAs 

show that the Atlanta Metropolitan area had the: 12th highest number of households with 

incomes less than $10,000 (6%); and, 11th highest number of households with incomes less than 

$15,000-$24,000 (9%);   In Metropolitan Atlanta a single parent with two children would need to 

make $26.68 an hour for the family to be financially self-sufficient. The minimum wage in 

Metropolitan Atlanta is $7.25 an hour. The minimum wage would need to be nearly four times 

higher for a single parent with two children to meet the living wage with a minimum wage job. 

RWPA:  2% (323) had incomes of $50,000 or greater; 54% (8,168) having incomes ≤ $10,000; 

19% (2,958) having incomes $15,000-$24,999; 8% (1,152) having incomes $25,000-$34,999; 

and, 4% (556) having incomes $35,000-$39,999.   

 

Educational Attainment – EMA:  Of the EMA population 25 years and over:  5% had a less 

than 9th grade education; 24% had attained a high school diploma or equivalency; 21% had some 

college, but no degree; 7% had an associate’s degree; 24% had a bachelor’s degree; and, 14% 

had a graduate or professional degree.  In examining educational attainment among racial and 

ethnic groups: White, non-Hispanic residents were more likely to have attained a high school 

diploma or higher (93%) than Black, non-Hispanic (90%), or Hispanic residents (63%).  The 

difference was even more marked among White, non-Hispanic residents with a bachelor’s degree 

or higher (44%) compared to Black residents (29%) or Hispanic residents (18%).   

 

Health insurance status – EMA: Health care coverage: the majority of residents had private 

health insurance (55%) and 17% were uninsured.  RWPA: The majority (47%; 8,044) had no 

insurance, 17% (3,006) had Medicaid, 16% (2,679) had Medicare, 13% (2,271) had private 

insurance through their employer, and 5% had individual pay private insurance.  Census data for 

the 20 MSAs that cover the 24 Ryan White Part A EMAs show that the Atlanta Metropolitan 

area had the: 5th highest percentage of residents without health insurance (15.4%); 5th highest 

percentage of the Black population without health insurance (17%); 5th highest percentage of the 

White, not Hispanic population without health insurance (10%); #1 highest percentage of the 

population with incomes below 138% of FPL without health insurance (31%).11   

 

Language barriers – EMA: 4% (208,530) of residents speak English “not well” or “not at all; 

9% (478,995) speak Spanish; 4% (194,110) speak other Indo-European languages; 3% (173,722) 

speak Asian and Pacific Island languages; and, 2% (77,319) speak other languages.12  

 

One data source utilized to provide information on the demographic characteristics among 

PLWH including those outside of the Ryan White system of care is the Medical Monitoring 
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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 the sub-state level; nonetheless, similar patterns 

within EMA and outside EMA provide a reasonable approximation. 

 

An estimated 71% (560) of patients were male, 28% (224) were female, and 1.3% (11) were 

transgender. Nearly half (49%) of patients identified themselves as heterosexual, or straight; 40% 

(314) as homosexual, gay, or lesbian; and 11% (87) as bisexual. An estimated 69% (550) were 

Black or African American, 21% (170) were White, and 5% (34) were Hispanic. More than two 

thirds (71%, 568) were aged at least 40 years. More than half 52% (420) had received an HIV 

diagnosis at least 10 years earlier, and 26% (195) received their diagnosis less than 5 years 

before.  More than half (56%, 444) had more than a high school education, and 95% (752) were 

born in the United States. The estimated prevalence of homelessness in the previous 12 months 

was 9% (66).  Over the previous 12 months, 6% (42) had been incarcerated for more than 24 

hours. Most (94%, 750) had health insurance or coverage for antiretroviral therapy (ART) 

medications: 27% (165) had Medicaid, 39% (324) had coverage through the Ryan White 

HIV/AIDS Program, 30% (223) had private health insurance, and 27% (215) had Medicare. 

More than half (57%, 244) had household incomes less than $20,000 – with 38% (305) having 

SSI or SSDI as the primary source of income and 41% (325) having a salary or wages.13 

 

MMP data from the 2014 survey of Metropolitan Atlanta MSM included findings from 631 

people including 102 Young MSM 18-24.14 The majority were Black (70%, n=71), had a high 

school diploma or GED and some college or technical school education (53%, n=54), and an 

annual household income of less than $20,000 (27%, n=28). Approximately 79% (n=81) of the 

men had not visited a healthcare provider in the last 12 months; 21% (n=21) had.  Approximately 

21% (n=21) of the 102 young MSM (18-24 years) said they have never told a health care 

provider about their sexual orientation. Overall, 69% (n=70) of respondents met the criteria for 

“heavy drinking” in the past 30 days, which was defined as an average of two or more drinks per 

sitting. 56% (n=57) of respondents reported using non-injection drugs in the past 12 months. The 

majority of the young men (91%, n=55) reported using marijuana 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 another male. Among the 102 young MSM ages 18-24, 

101 men consented to HIV testing as part of the survey. Twenty-two percent 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% indicated they were not aware of their HIV-positive 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. Approximately 3% (n=3) reported having no sexual partners, 18% 

(n=18) reported one, 57% (n=57) reported 2-5 partners, 14% (n=14) reported 6-10 partners, and 

8% (n=8) reported having >10 partners in the past 12 months. Sixty-six percent of Hispanic 

young MSM had no health insurance compared to 27% of Black males and 27% of White males. 

Among respondents who had an HIV-positive 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. 
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c) Relative rates of increase in HIV diagnosed cases within new and emerging populations, 

and most disproportionally impacted subpopulations:  

i. Emerging populations: Emerging populations in the United States are those populations who 

have yet to achieve institutional power or recognition and may include racial/ethnic minorities 

and other groups such as persons who are homeless. In the Atlanta EMA, emerging populations 

that have high increases in relative rates of new HIV diagnoses would include Black MSM, 

Black females and individuals identifying as transgender. 

 Black MSM: At a time when there was a 2% decrease in the proportion of males who were 

newly diagnosed in 2017 compared to 2015 (Attachment 3), there was a relative increase of 

9% among Black MSM 25-44 years old which was 8 times greater than the increase for all 

Black MSM and 1.7 times greater than Blacks as a whole. Of those BMSM diagnosed, 

retention in care and viral suppression are a challenge. As of 2016, only 76% of newly 

diagnosed BMSM were linked to care. Only 47% of BMSM in Fulton County were retained 

in care (having two medical appointments within a year at least six months apart).  Unmet 

need is defined as the number or percent of persons diagnosed who are not in care. In Fulton 

County, 35% of BMSM (2,587 persons) have unmet need. Consequently, less than half of 

BMSM in Fulton County (49%) were virally suppressed. Linkage and retention are 

fundamental to achieving viral suppression and viral suppression is key to persons who have 

an HIV infection not passing the infection to someone else.     

 Black Females: As shown in Attachment 3, from 2015-2017 there was a relative increase in 

new diagnoses of 18% among Black females which was 12 times higher than the increase for 

the EMA as a whole, 4 times greater than all Blacks, and 1.3 times greater than females as a 

whole.  

 Transgender: In 2017, DPH surveillance data began to capture information on transgender 

persons; therefore, no trend data are available. Nonetheless, a recent meta-analysis by Jeffrey 

Herbst of the CDC and colleagues estimated a U.S. HIV prevalence of 28% among MTF 

transgender persons.  Based on four studies in which HIV status was confirmed by testing, a 

mean prevalence of 12% was found among MTF transgender persons across 17 studies 

relying on self-reported HIV status. Rates of HIV infection are believed to be much lower 

among FTM persons; for example, a 2% HIV prevalence among FTM persons was found in a 

San Francisco-based study in which HIV status was confirmed by testing, and up to 3% 

prevalence has been reported in nationwide studies in which HIV status was self-reported.15  

Atlanta EMA CAREWare data show a 39% increase in transgender clients served from 195 

people in 2015 to 270 in 2017.  In 2015, 2.8% of the newly diagnosed clients served were 

transgender; the percentage increased to 3.6% in 2017.   

 

Unique Challenges include barriers which obstruct awareness of HIV status.  This includes 

access to general HIV information, the benefits of early treatment, lack of targeted prevention 

messages, poverty, stigma, access to regular health care, racism, discrimination, homophobia and 

reluctance to talk about sex and drug use. Additional challenges include informing individuals of 

their status after they have moved and contacting relocated clients. 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): Challenges facing the Black MSM population include: racism, social 

and economic oppression, mistrust of treatment from a medical system they perceive as racist 
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and homophobic, lack of knowledge of HIV status, substance use, depression, shame, 

discrimination, “othering”, lack of social support, health literacy, education, incarceration, 

unemployment, lack of stable housing, HIV criminalization, and misinformation about HIV 

risk/transmission and sex. In a series of focus groups, providers also expressed some of the 

inherent challenges: Patient and provider priorities are out of sync: – “…you have to understand 

these individuals don't look at treatment care the way you're looking at it as a caregiver so their 

priority is to eat, sleep, go to work, live a normal life”; Ineffective retention strategies: – 

“Keeping up with their contact information. Their phone changes rapidly, their address. We’ve 

got a lot of couch surfers. We can’t use social media to locate them, so I think that’s one of the 

biggest challenges”; Lack of resources/training on culturally appropriate care for Black MSM 

patients: – “We’re removed a couple of generations and just keeping up with the 

language…there is so much information I don’t know”; Patient fear of being associated with 

HIV-specific providers; Enrolling patients in available insurance and benefits programs: – “And 

I think that's been one of the biggest barriers. They're trying to help them understand it. The 

paperwork we do, we have to do in order to stay available.” 16 Negative attitudes about 

homosexuality (including complacency), discriminatory acts, bullying and violence can make it 

difficult for some MSM to be open with others about same-sex behaviors, which can increase 

stress, limit social support, and negatively affect health.17 A meta-analysis, presented to 

the 19th International AIDS Conference shows that the exceptionally high rates of HIV infection 

seen in Black 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 of other ethnic groups, Black 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 

rather than individual level. Consequently, the majority of BMSM in Fulton County are not 

virally suppressed (51% - with many unaware of their status) and within tight knit social and 

sexual networks, primarily comprised of other BMSM, new infections continue at an alarming 

pace.  In other words, the profound rates of infection of BMSM in Fulton County are fueled by 

BMSM in Fulton County not being linked or retained in care.  In 2016 alone, there were 367 new 

diagnosis of HIV among BMSM in Fulton County. This figure is significant considering that the 

definition of an epidemic is if 1% of a population has an infection or disease. In Fulton County in 

2016, FCBH diagnosed 3% of the population of BMSM with unknown status as having HIV. 

Thus, in a typical year, FCBOH are diagnosing a population at 3 times the rate of epidemic while 

the standing documented prevalence is 42 times the rate of epidemic (and as discussed 

previously, that is an undercount).  Additionally, new data from CDC’s National HIV Behavioral 

Surveillance System for metro Atlanta show that Black MSM with high-risk behaviors are 

significantly less likely to have ever been on PrEP (8%) than White MSM (45%) or to remain on 

PrEP after initiation (6% v 29%).    

Black Females: Risk factors and barriers include not recognizing risk of HIV infection; the 

belief that their family responsibilities take precedence over self-preservation; being unaware of 

their sexual partners’ HIV risks is a primary factor placing Black females at risk for infection; 

competing needs (e.g., child care, substance use, mental health, lack of self-care, etc.). Many 

face significant discrimination as a result of race/ethnicity and sex and are impacted 

disproportionately from poverty, low-health literacy, lack of access to high-quality HIV care, 

lack of transportation, housing, confidentiality, community stigma, personal finances, work 

challenges, lack of health insurance, lack of treatment-specific and general social supports, 
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intimate partner abuse towards HIV-infected women particularly if the HIV-infected woman is 

dependent on the abuser for affection, money, or transportation, lack of trust in health care 

providers and the medical community, lack of programs focused on sexual health and 

reproductive health, and  the lack of HIV medical care tailored to the needs of women.18  

 

Transgender: The biggest barrier to health care reported by transgender individuals is lack of 

access due to the paucity of providers who are sufficiently knowledgeable on the topic. Other 

barriers include: financial barriers, discrimination, health systems barriers and socioeconomic 

barriers.19 Healthy People 2020 reports that “Transgender individuals have a high prevalence of 

HIV/STDs, victimization, mental health issues, and suicide and are less likely to have health 

insurance than heterosexual or LGB individuals.” Attempts at suicide are 26 times higher than 

the general population. Transgender individuals face many barriers including social rejection, 

marginalization, and insensitivity to their transgender identity. In addition, many providers have 

not had training on the health issues transgender persons may experience or their unique needs.20  

Transgender patients face many barriers in their access to healthcare including historical 

stigmatization, both structural and financial barriers, and even a lack of healthcare provider 

experience in treating this 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 transition-related 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. Transgender 

patients report that lack of providers with expertise in transgender medicine represents the single 

largest component inhibiting access. Moreover, healthcare providers acknowledge that 

information is lacking regarding the unique needs and long-term outcomes for transgender 

patients, which contributes to the inability to provide appropriate care.21 HIV behavioral 

interventions developed for other at-risk groups have been adapted for use with transgender 

people. However, the effectiveness of these interventions is understudied. Effective behavioral 

interventions that address the full range of risk factors and health concerns are needed to improve 

the health of transgender people. 

 

Estimated costs to the Part A Program: calculated by taking the number of PLWH in the 

EMA who are not in care and multiplying by 44% (the percentage of EMA PLWH served by 

RWPA). This number was then multiplied by the 2017 cost of serving one RWPA client for the 

service which gives an estimate of the one year cost for the service. Tables 9A and 9B show the 

OAHS costs for selected populations.  

 

Table 9A. Estimated Cost to RWPA 

Target Populations Not in Care (N) 
Cost of OAHS 

Care/Per Person 

Total 1 Year Cost of 

OAHS Care 

YBMSM 283 *.44 = 125 $1,060 $131,991 

BMSM 25-44   4,405 *.44 = 1,938 $1,060 $2,054,492 

Black Female 3,022 * .44 = 1,330 $1,060 $1,409,461 

OAHS Total 3,393 $1,060 $3,595,944 

 

http://www.healthypeople.gov/2020/topics-objectives/topic/lesbian-gay-bisexual-and-transgender-health
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The RWPA served 38.5% more transgender clients from 2015 to 2017 (195 to 270). If a similar 

increase were to happen from 2018 to 2019 there would be 99 additional clients served. 

 

Table 9B. Estimated Cost to RWPA 

Target Population 
Increased Number to 

be Served 

Cost of OAHS 

Care/Per Person 

Total 1 Year Cost of 

OAHS Care 

Transgender 99 $1,060 $104,940 

 

Table 10 shows the overall cost increase by priority service category based upon the estimated 

number of clients to be served in 2019 of 3,491 (3,392+99=3491) by the service utilization cost 

and average cost/client:  

 

Table 10. Cost Increase by Service Category 

Service # to 

Serve 

2017 

% of 

Utilization 

2017 

Average 

Cost/Client 

2019 Total 

Additional 

Cost Estimate 

Oral Health  

 

 

 

 

 

 

3,491 

18.5% $661 $426,897 

Mental Health 16.4% $499 $285,689 

Substance Abuse 7.2% $969 $243,560 

Medical Case Management 41.2% $224 $322,177 

Medical Nutrition Therapy 5.9% $210 $43,253 

Food Bank/Home Delivered Meals 12.8% $2,665 $1,190,850 

Non-Medical Case Management 52.8% $28 $51,611 

Child Care Services 0.7% $265 $6,476 

Linguistics 1.7% $231 $13,709 

Medical Transportation 17.9% $44 $27,495 

Referrals for Healthcare and Support 

Services - General 

33.6% $104 $121,990 

Referrals for Healthcare and Support 

Services - Insurance Navigation 

2.8% $307 $30,009 

Psychosocial Support - General 16.0% $103 $57,532 

Psychosocial Support – Peer Navigation 7.7% $74 $19,892 

Other Professional Services (Legal) 0.6% $943 $19,752 

TOTAL $2,860,892 

 

The 2019 estimated cost would be: $6,561,776 ($3,595,944+$104,940+$2,860,892). 

 

ii. Increasing need: Overall, the incidence of new cases has increased in the EMA by 1.5% in 

2017 relative to 2015. Large increases were observed among the following subpopulations: 

Black MSM aged 25-44 years (9%), White (5%), Black (5%), Black female (18%), Female 

(14%), 25-44 year olds (7%), 60+ year olds (17%), Persons Who Inject Drugs (PWID) (14%), 

and Heterosexuals (22%). From 2015-2017, there was a 6% increase in the number of PLWH in 

the EMA, with large increases among the following subpopulations: Black MSM (12%), 

Hispanics (11%), PLWH 60+ years old (28%).  
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PLWH are living longer due to antiretrovirals and prevalence is increasing in older age groups. 

PLWH are also developing chronic conditions such as cardiovascular disease, certain cancers, 

diabetes osteoporosis and liver and kidney diseases at higher rates and at earlier ages than the 

general population.22 Chronic comorbidities often associated with aging are becoming much 

more important in the overall care of PLWH. A recent California study showed that these 

comorbid conditions “add substantially to treatment costs for PLWH”23.  
 
2) HIV Care Continuum  
Figure 5 depicts the HIV Care Continuum using calendar year 2017 data for Ryan White Part A 
Clients and the Atlanta EMA. The number and percent of PLWH in the EMA prescribed ART 
are unavailable. 
 

 
 
The following definitions were utilized to create the population-based EMA and Ryan White 
Care Continuums:  
 
Linkage to Care (L): The number of people diagnosed with HIV in 2016 with one or more 
documented medical visit, viral load or CD4 tests within 30 days of diagnosis is the numerator. 
The total number of people diagnosed with HIV in 2016 is the denominator. For the Atlanta 
EMA, the Linkage to Care percentage was calculated by dividing the numerator of 1,292 
individuals by the denominator 1,689 resulting in 76%. For the Ryan White Part A, the Linkage 
to Care percentage was calculated by dividing the numerator of 606 individuals by the 
denominator 876 resulting in 69%. 
 
Engaged in Care (E): The number of diagnosed individuals who had one documented medical 
visit, viral load, or CD4 test performed in the measurement year is the numerator. The total 
number of people diagnosed with HIV is the denominator.  For the Atlanta EMA, the Engaged in 
Care percentage was calculated by dividing the numerator of 24,774 individuals by the 
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denominator 37,892 resulting in 65%. For the Ryan White Part A, the Engaged in Care 
percentage was calculated by dividing the numerator of 12,931 individuals by the denominator 
14,663 resulting in 88%.  
 
Retained in Care (R): The number of diagnosed individuals who had two or more documented 
medical visits, viral load or CD4 tests performed at least three months apart in 2017 is the 
numerator. The total number of people diagnosed with HIV is the denominator. iii For the Atlanta 
EMA, the Retained in Care percentage was calculated by dividing the numerator of 18,745 
individuals by the denominator 37,892 resulting in 49%. For the Ryan White Part A, the 
Retained in Care percentage was calculated by dividing the numerator of 9,886 individuals by 
the denominator 12,134 resulting in 81%.  
 
Prescription of ART (A): The number of people with a documented ARV prescription is the 
numerator. The total number of people with at least 1 OAHS visit in 2017 is the denominator. 
Data are only available for Ryan White clients; For the Ryan White Part A, the Prescription of 
ART percentage was calculated by dividing the numerator of 12,629 individuals by the 
denominator 14,385 resulting in 88%.  
 
Viral Suppression (VS): The number of individuals whose most recent HIV viral load in 2017 
was less than 200 copies/mL is the numerator. The total number of people diagnosed with HIV is 
the denominator. iii For the Atlanta EMA, the Viral Suppression percentage was calculated by 
dividing the numerator of 20,333 individuals by the denominator 37,892 resulting in 54%. For 
the Ryan White Part A, the Viral Suppression percentage was calculated by dividing the 
numerator of 11,024 individuals by the denominator 14,385 resulting in 77%.  
 
Viral Load Suppression among Retained (VSR): The number of individuals whose most recent 
HIV viral load in 2017 was less than 200 copies/mL is the numerator. The total number of 
diagnosed individuals who had two or more documented medical visits, viral load or CD4 tests 
performed at least three months apart is the denominator. Approximately 58% of PLWH in the 
Atlanta EMA had no viral load reported in 2017, and are considered not suppressed in this 
analysis. Missing viral load measurements may lead to an underestimate of VS and VSR. For the 
Atlanta EMA, the Viral Suppression among Retained percentage was calculated by dividing the 
numerator of 16,491 individuals by the denominator 18,745 resulting in 88%. For the Ryan 
White Part A, Viral Suppression among Retained percentage was calculated by dividing the 
numerator of 8,817 individuals by the denominator 10,336 resulting in 85%.  
 

                                                           
iii Ryan White Part A Data from CAREWare HAB Measures whereas denominator  is clients with 1 or more OAHS 

visit  
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Figure 6 illustrates the viral suppression rates for three of the most disproportionately impacted 

minority populations, YBMSM, BMSM 25-44, and Black Females.  

 

 
 

Health disparities are highlighted by comparisons with the overall viral load suppression for 

Ryan White Part A clients (77%). Suppression among Black females was higher at 84%. Black 

MSM aged 13-24 had much lower rates (63%), while rates of VL suppression among Black 

MSM aged 25-44 was also lower (73%) than the overall population. 
 

3) Co-occurring Conditions: Please see Attachment 4. 
 

4) Complexities of Providing Care 

a)  Impact and Response to Funding Reduction  

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

ii. Response: Not Applicable 

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

i.   Data are not available for the EMA’s PLWH population; however, data are available for the 

EMA’s general population as well as the Ryan White population. The EMA’s PLWH estimates 

likely fall somewhere between these two populations for each of the categories below.  

 

The Atlanta EMA serves clients with incomes ≤400% FPL.  
 

EMA General Population: 5  
Table 11A. Estimates on poverty and health care coverage 

Insurance Type # % 

 

i. 

Medicaid 537,884 11 

Medicare 172,454 3 

Private Health Insurance 2,924,336 55 

Direct Purchase Private Insurance 328,020 6 

ii. Uninsured 708,350 17 



18 Atlanta EMA FY2019 Ryan White Part A Fulton County Government H89HA00007 

iii. ≤ 138 % FPLiv 1,193,883 22 

 ≤400% FPL 3,323,135 62 

 

Ryan White Population: 24   

Table 11B. Estimates on poverty and health care coverage 

Insurance Type # % 

 

i. 

Medicaid 3,006 17 

Medicare 2,679 16 

Private Health Insurance 2,271 13 

Direct Purchase Private Insurance 933 5 

ii. Uninsured 8,044 47 

iii. ≤ 138 % FPL 11,218 74 

 ≤400% FPL 14,970 98 

 

The Ryan White population is poorer and more likely to be uninsured or rely on public health 

insurance than those in the general EMA population. 
 
c)   Relevant factors limiting access to healthcare:  
 

Geographic variation: With an 

EMA of 20 counties covering a 

land area of 6,208.7 square miles 

(larger than the State of 

Connecticut), it is challenging to 

ensure geographic parity so that 

services are accessible where 

clients reside as well as where 

special populations congregate. 

Limited resources must be 

carefully targeted for cost 

effective results. Services are 

dispersed through a number of 

ways:  

 Each of the 20 counties in the 

EMA is served by Public Health 

Districts which provide varying 

levels of core and support 

services, but all of which provide 

OAHS. 

                                                           
iv 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 1960s and based 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 poverty based on the FPL more 
likely reflect a picture of people living in extreme poverty.   
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 All Part A funded subrecipients must accept clients from any of the 20 counties. As 

illustrated previously in Table 1, the percentage of clients served from each County is in line 

with the HIV prevalence of each County. 

 The central core cluster of census tracts mentioned previously is associated with higher 

levels of poverty, lower density of multi-racial residents, IDU and MSM. In the study, 

researchers concluded that “efforts targeted to the population living in this area as well as 

efforts to address the specific needs of these populations may be most beneficial in 

curtailing the epidemic within the identified cluster." Of Atlanta AIDS Service 

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

minutes by car.25   

 The Atlanta EMA added two service providers in FY2018 (18 total). One of the new 

providers was selected due to the number of clinics operated (10) and the location of these 

clinics - with seven of the ten located in zip codes identified by the CDC with the highest 

HIV prevalence (1,032+/100,000 residents) and eight of the ten located outside of the 

central core cluster. The EMA continues to fund seven clinics in areas outside of the urban 

core. This brings the total number of clinics to 23.  

 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 takes special consideration to ensure that 

support services, including medical transportation, are available to facilitate access to and 

retention in OAHS, as well as client choice. Medical Transportation funds are used for 

public transit, taxi cabs, on-demand services (e.g., 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 insurance plans that vary throughout the geographic area. 

 

Adequacy of health insurance coverage: The majority (74%; 11,218) of the EMA’s Ryan White 

clients has incomes ≤ 138% of FPL and do not qualify for coverage under ACA.  

 

It is too early to know what the impact of the changes the Center for Medicare and Medicaid 

Services (CMS) made in 2017 to the Affordable Care Act (ACA) Enrollment Period as well as 

requirements for participating insurers will be.  It is also not known if additional changes will 

be made by CMS or if Congress will pass legislation impacting ACA. At the state level, the 

Governor’s Office is exploring submission of a Medicaid waiver that would increase coverage. 

The Atlanta EMA will continue to monitor the federal and state healthcare landscape to 

identify changes that could impact delivery of HIV primary care services. 

Although the ACA has made significant progress in the State of Georgia for people having pre-

conditions, the entire state of Georgia has suffered from the lack of Medicaid expansion. The 

State’s denial of this expansion left hundreds of thousands of Georgia’s most vulnerable 

residents, including PLWH, without access to affordable coverage in what is called “the 

Medicaid Gap.” Because Georgia also chose not to develop a state-run marketplace exchange, 

plan prices are higher than those in states that facilitate their own exchanges. These factors 

created a system that leaves individuals locked out of coverage, particularly those in low-income 

households or those with strained financial resources. 
  
Prior to 2018, for those not falling into the Medicaid gap, there were premium tax credits, cost-
sharing reductions (“subsidies”), and health insurance premium assistance available for PLWH 
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meeting certain criteria. These tax credits, subsidies, and assistance made monthly payments 
affordable to those that would otherwise not be able to meet the financial obligations of an 
insurance plan. Beginning in the 2019 plan, however, the subsidies will be eliminated, making 
out-of-pocket costs rise significantly. Because of the end of these subsidies, consumers will have 
higher out-of-pocket expenses such as co-pays and deductibles. 

 

Language barriers: In Metropolitan Atlanta counties, 4% of households are comprised of persons 

not proficient in English.26  In the 2014 consumer survey, 12% of respondents indicated a need 

for linguistic services (it is presumed that this number should be higher, but language barriers 

may have prevented some individuals from responding to the survey). To address language 

barriers, the Atlanta EMA funds Linguistic Services, which includes translators, interpreters 

(including sign language interpreters), language lines, and bi-lingual staff. Additionally, the 

RWPA has an adopted Title VI Compliance Policy which requires all subrecipients to provide 

specific language services to inform persons with Low English Proficiency (LEP) of free 

interpretation and translation services that are available. This notice must be provided in a 

language that LEP persons will understand to include: posting signs notifying individuals of 

language assistance 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 common languages; and, 

ensuring that vital documents are translated.  

 

Transitioning to Adult Services: The HIV Care Continuum for the Atlanta EMA shows a marked 

decrease (-11% change) in the retention rates for all PLWH 13-24 and the rate for PLWH 25-44 

at 54% and 48% respectively. The trend is similar for engagement rates with a -10% change in 

the rates all PLWH 13-24 and the rate for PLWH 25-44 at 73% and 66% respectively. It is 

opined that a portion of this decrease is related to the challenges youth face when transitioning 

from youth clinics to adult clinics. 
 
Adolescence (13-24 years) is associated with distinct psychosocial and physical developmental 

changes. Evidence has shown that implementing age-appropriate interventions can facilitate 

improvement of individual health outcomes for adolescents and young adults and reduce 

secondary HIV transmission, interventions that can be challenging to develop, implement, and 

sustain. The Grady Family, Youth and Women’s Clinic (FYWC) has found that in addressing 

challenges related to medication adherence and retention in care, services must effectively 

address an adolescent’s stage of development as well as education level, health literacy, and 

coping ability. In addition, providers working in the clinic have developed national guidelines on 

transitioning HIV-infected youth to adult clinics and have shared their expertise and experiences 

on HRSA webinars and local and international conferences.  

 

Approximately two-thirds 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 for HIV-exposed 

infants throughout the state. The FYWC medical providers, Social Workers, and Patient 

Navigator work together to help youth transition from FYWC into adult medical care and case 

management. This is done through a developmentally informed primary care transition protocol 

to maintain continuity of care, prevent treatment lapses, and support the 24-27 year old clients in 

transitioning their care from pediatric/adolescent providers to adult providers. The provider, the 

youth, and caregivers jointly create an individualized transition plan with appropriate 
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timeframes. Social Workers in the Pediatric/Adolescent clinic provide case management to youth 

until their 25th birthday. Conversations about transition begin between the youth and appropriate 

caregivers 1-2 years prior to the youth’s 25th birthday. Transition plans are developed with the 

youth based on his or her needs. Attainable clinical goals are set to help the transitioning youth 

learn to navigate the adult healthcare setting. At the 25th birthday, 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 (IDP) FYWC Patient 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 within the IDP (Women’s Clinic or Main Clinic). Three to six months 

before a 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) to 

the staff (including 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 with interest and expertise in caring 

for young adults.   
 

Housing Instability/Homelessness: It is estimated that there over 10,000 PLWH in Metropolitan 

Atlanta are in need of stable housing.27 There are approximately 6,301 homeless persons in the 

EMA including 1,757 who are unsheltered.28 Furthermore, there is a large number of homeless 

and runaway youth. It is estimated that in a typical summer month in Metropolitan Atlanta there 

are approximately 3,374 homeless and runaway youth living on the streets, 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 Gwinnett counties and multiple municipalities. The vast 

majority of homeless youth surveyed were Black (71%), cisgender men (61%) between the ages 

of 20-25 (71%). Approximately 28% of Atlanta’s homeless youth surveyed reported symptoms 

indicating the possibility of serious mental illness. The majority of the homeless youth in the 

survey use alcohol (58%) and/or marijuana or hashish (64%), and nearly two-thirds (63%) of 

those who use have a high likelihood of having a substance use disorder. Only one-quarter (25%) 

of the homeless youth surveyed have a regular doctor or medical facility that they go to for 

health care, but more than half (60%) had gone to a hospital emergency room in the past 

year. The majority (89%) of homeless youth surveyed report having been tested for HIV 

infection. Nearly half (49%) 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% of the homeless youth surveyed self-identified as Lesbian, Gay, Bisexual, and/or 

Transgender (LGBT).29 Another analysis indicates that although only 7% of the general 

population of youth identify as LGBT, a shocking 40% of homeless youth are LGBT. This 

disparity is made even more alarming by the fact that LGBT youth are more likely to be 

victimized than non-LGBT youth on the streets.30 

 

A growing body of empirical evidence shows strong correlations between improved housing 

status and reduced HIV risk behaviors, improved access to health care for PLWH, and better 

health outcomes. 31 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 housing, people 

with HIV are better able to access comprehensive health care and supportive services, begin HIV 
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treatment, take HIV medication consistently, and see their health care provider regularly. 

However, individuals with HIV who are homeless or lack stable housing are more likely to delay 

HIV care, have poorer access to regular care, and are less likely to adhere to their HIV 

treatment.32  To help address this issue, the federal government allocates resources specifically to 

alleviate homelessness among PLWH 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 manages the Metropolitan Atlanta region’s HOPWA program -- the HOPWA award 

total in FY2017 was $23,085,738.00 and for FY2018 the proposed award is $23,101,950.00. The 

City of Atlanta’s percentage of PLWH homeless is much higher than other large cities, 8-9% vs. 

1%. The large 2014 increase in HOPWA funds has been allocated to longer-term tenant-based 

rental assistance. This funding increase is projected to reduce homelessness among HIV+ 

persons.  

 

Due to the availability of HOPWA funding at an amount almost equal to the EMA’s Part A 

funding, it has been determined by the Planning Council that Part A funds would not be allocated 

to 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 group for the 

City of Atlanta’s HOPWA Program. Staff from the HOPWA Program serve as Co-Chairs within 

the body and obtain ongoing feedback on concerns related to housing. Additionally, the 

committee conducts an annual 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. There continues to be 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 Permanent Supportive Housing (PSH) beds but these will be able 

to house only 10% of the point-in-time population in need, less if annualized numbers are 

considered.  

 

In an effort to address the housing shortage in the Atlanta region the Housing Committee works 

diligently with the City of Atlanta to adopt and move toward a “Housing First” approach in all 

HOPWA contracts. “Housing First” is a proven method of ending all types of homelessness and 

is the most effective approach to ending chronic homelessness. “Housing First” offers 

individuals and families experiencing homelessness immediate access to permanent affordable or 

supportive housing. Without clinical prerequisites like completion of a course of treatment or 

evidence of sobriety and with a low-threshold for entry, Housing First yields higher housing 

retention rates, lower returns to homelessness, and significant reductions in the use of crisis 

service and institutions.33 Additionally, the Committee is working to create a mechanism to assist 

service providers and Community Based Organizations (CBO) to identify, monitor, and report 

the most pressing and recurrent housing needs of clients, and ensure that service providers and 

CBOs are equipped to provide hard-copy information on the most relevant housing assistance 

needs of PLWH in Fulton County and to create an online resource portal for HOPWA resources 

and ensure that service providers and CBO 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 RWPA is seeking to collaborate with the City of 

Atlanta for the sharing of client level data. 
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Sex Trafficking: Atlanta is ranked number 1 for sex trafficking and sexual exploitation in the 

U.S.34  Every month, 7,200 men purchase sex from a minor, accounting for more than 8,000 sex 

acts. Another study by Georgia Cares claims that more than 90% of Domestic Minor Sex 

Trafficking victims in Georgia were enrolled in school at the time of their exploitation.35 Sixty-

five percent of men who purchase sex with female children in Metropolitan Atlanta live in 

suburban areas. Pimps often look for young teenagers to exploit, homeless girls and boys who 

walk the streets alone, usually approaching the teens within 48 hours of leaving home or being 

homeless. 

 

Of these homeless youth, 40% are LGBTQ, though they only make up 7% of the general 

population, according to the Polaris Project, a national nonprofit organization that fights sex 

trafficking. In Georgia, adolescent females controlled by the child sex trafficking trade are 

sexually exploited by an adult male on an average of three times per night.36 “Sex 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 trafficking victims are modern-day 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, and many other places where they don’t have access to safer sex tools. Even when 

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. Women and girls 

enslaved in commercial sex also are forced to endure sex with multiple partners, many of whom 

may also have had unprotected sex with multiple partners, which increases victims’ risk of 

contracting HIV. They further must endure the riskiest types of unprotected 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 serve men without seeking medical attention. As a result, trafficked 

women may have high-risk, unprotected sex with multiple partners despite having open genital 

cuts and abrasions.”37 There are significant resources being devoted by local police forces to 

rescue these sex-trafficking victims and providing them with those supportive services provided 

to rape victims including HIV testing, post exposure prophylaxis, or HIV treatment. CBOs are 

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

 

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

1)  The FY2019 Planned EIIHA Activities  

In 2019, the goals of the EIIHA Plan are to continue: (1) identifying individuals with HIV who 

do not know their status, (2) making such individuals aware of their status and enabled to use 

health and support services, and (3) reducing barriers to routine testing among affected 

subpopulations and historically underserved populations. 

 

a) Primary activities for the EIIHA Plan:  

 Identifying individuals who do not know their status 

 System level changes - Efforts to require opt-out HIV testing at all Fulton County operated 

medical clinics will continue. Policies require that all entities contracting with Fulton County 

for the provision of mental health and substance abuse services will provide HIV testing and 

linkage to care; expanding partner services that will be provided at CBO’s by health 
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department staff; and, working to fully embed HIV testing into routine medical laboratory 

testing. 

 Ryan White OAHS sites will be required to provide HIV testing for partners, friends, or 

family members of Ryan White clients (funded via CDC Prevention funding). Rapid and 

INSTI testing will 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. The utilization of HIV Mobile units for testing have been especially beneficial; 

testing times on average are two minutes. 

 More thorough implementations of Data to Care strategies is being employed in order to use 

surveillance data to identify HIV-diagnosed individuals not in care, link them to care, and 

support the HIV Care Continuum. Some very promising initiatives are: 

o The utilization of eHARS to perform record searches on reactive clients while the client 

was still in the clinic to determine their HIV status as well as their in-care status; eHARS 

will also be used to determine if an individual had recent labs as a proxy for being in HIV 

medical care. 

 

o Another mechanism is the use of Georgia’s Health Information Exchange. Last year 

conversations began between the Ryan White Part A office and the State Department of 

Public Health on how data could be shared to identify individuals who had either dropped 

out of care or registered with a different Part A clinic to receive services. Work continues 

in this regard. Cross referencing this information will help in the elimination of false “out 

of care” numbers.   

 

In this effort, last year there were three Part A clinics working with Georgia DPH to 

implement an HIV Health Information Exchange (HIE) to re-engage in care those out-of-

care persons accessing health care for reasons unrelated to HIV. Several methods were 

employed to help identify and engage PLWH who may not be aware of their status. 

Using the CDC-generated SAS program, Georgia DPH HIV Surveillance 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 generated an Out of 

Care (OOC) “watch list” from eHARS lab data. By matching Medicaid Administrative 

Care (MAC) data collected from select health districts EMR data with an OOC “watch 

list” generates a list of OOC individuals with non-HIV-related clinic visit dates, facilities, 

and updated contact information for the previous 12 months.v  

 

o Individuals testing for TB at local clinics, which is a pre-requisite 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. 

 Continue to expand routine testing in local jails and juvenile justice facilities. 

 

 

                                                           
v Data from the initial HIE implementation period (10/15 – 1/16) 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, showing the challenges to long-term retention and viral suppression for 

many clients. 
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Making individuals aware of their status, and enabling them to use health and support 

services 

 Beginning in 2018, all Part A subrecipients are required to have weekend and/or evening 

hours to facilitate access for individuals who are not able to make regular weekday daytime 

appointments.   

 The expanded use of Rapid Entry Clinics to link PLWH to care within 72 hours, and 

immediate access to ART.   

 Utilizing a full cadre of staff and volunteers to facilitate status neutral linkage to care, CDC 

Prevention funded Peer Navigators are available to support clients from the time of their new 

diagnosis through linkage to care (including linkage to PrEP for individuals at high risk for 

HIV), and continue to assist clients as needed to help them adjust to life with HIV.  

 Ryan White funded Patient Navigators serve clients in multiple roles, including education, 

peer counseling, support, and assistance with navigating the healthcare system. PLWH are 

often uniquely qualified to assist individuals newly diagnosed with HIV as they try and 

navigate the healthcare system; trained peers living with HIV often have shared 

characteristics and circumstances as well as direct disease-relevant experience and 

knowledge of local community strengths, challenges, and resources. Some have anecdotally 

concluded based on similar models with cancer and other chronic diseases that the 

characteristics of the person responsible for linking the patient to HIV care strongly influence 

the success of linkage to care efforts, with the highest success rates occurring when the staff 

member and client had similar social and cultural backgrounds. Further, navigators because 

of their own experience are more concerned with the individual patient rather than the health 

care system as a whole. Because of these kindred experiences, as a person also living with 

HIV, Patient Navigators share strategies to help those newly diagnosed remain engaged in 

HIV Care, and navigate through the challenges which often become barriers to care and 

impact continued engagement. Initial feedback has shown an increase in linkage to care and 

as a result 2019 will continue with the implementation and expansion of the current EIIHA 

Plan. 

 Medical Case Management remains an effective tool in enabling clients to use health and 

support services. These services will continue to be used to assist with identifying the needs 

of those newly diagnosed or enrolled into care, to help link clients to the appropriate services, 

supporting client’s continued engagement and retention in medical care, and help clients 

achieve the ultimate goal of viral suppression. Medical Case Managers are also providers of 

medical adherence counseling, and facilitate access to services, including linguistic services 

for those who need translation support at appointments, medical transportation assistance to 

case management and clinic appointments, and mental and oral health services. Medical Case 

Managers work with clients to develop an individualized service plan which helps identify 

and address both immediate and long-term issues. Clients are also educated on the 

importance of remaining in care, adhering to the schedule of HIV care appointments, 

medication scheduling, accessing prescriptions, etc., as well as how to communicate with 

either case managers or health center staff to address those concerns should they arise.   

 As an option, the Non-Medical Case Manager (Self-management Coordinator) helps to 

facilitate linkage to and continued engagement in care by offering medically stable clients 

support to address any episodic social service needs as they arise. The Referrals for 

Healthcare and Support staff (Client Benefits Specialists) are also included as a component 

of the EIIHA strategy as this position helps clients access resources that they may not have 
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otherwise known they were eligible to receive. This happens by assisting clients in the 

completion and submission of application for client assistance programs and referring them 

to ACA counselors and navigators of other benefit programs. These efforts ensure additional 

“safety nets” for informing the newly diagnosed of their status. 

 Placing clinicians on mobile testing units has proven to be very effective. This practice will 

be continued so that individuals testing positive can immediately have their first medical 

appointment including initiation of ART (high-risk individuals) or a non-responsive test 

result may initiate PrEP (medications paid for by non-Ryan White source). 

 The pilot program using “Alere Determine HIV - ½ AG/AB Combo”, proved successful and 

other agencies are considering using the same product.  This is the first FDA approved rapid 

point-of-care test that detects both HIV -1/2 antibodies and free HIV-1 p24 antigens.  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 used antibody test. If the 

Alere Determine test is reactive for antigens or antibodies, an INSTI test 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 their status. This enhancement is in 

direct support of NHAS priorities and is especially important due to its ability to identify 

clients that may be in a stage of acute infection, which means they are more likely to transmit 

the virus. Additionally, by identifying clients who are still in the process of seroconversion, 

follow-up testing is eliminated, thus increasing the ability to both successfully identify 

people that recently contracted HIV and link them to care quickly. 

 Efforts will remain in utilizing the State Electronic Notifiable Surveillance System 

(SENDSS) Linkage Module to join information about the client’s Lab testing history 

including name of agency where tested, with the client’s partner services interview(s) 

inclusive of named partners, with the client’s linkage referral and linkage outcomes. 

 Ryan White providers will continue to observe the EMA Policies and Procedures which 

allow individuals with only a preliminary positive test result to enter care and that Part A 

funds may be used for confirmatory HIV testing; ensuring clinicians are following current 

protocols which call for initiation of ART regardless of CD4 count or viral load  – several 

providers are following outdated practices of waiting for lab results before providing the first 

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) which 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 that eligibility 

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 paperwork to each provider from whom they seek services.  

 

Reducing barriers to routine testing – affected and underserved 
 Culturally sensitive outreach to normalize awareness of HIV status maintains a position of 

importance. HIV prevention funded CBOs will continue in 2019 to focus their HIV 

messaging, outreach, and HIV testing and counseling activities to members of target groups 

in ways that are culturally and linguistically appropriate and that address culturally-

established patterns for avoidance of HIV status awareness. Activities include Effective 
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Behavioral Interventions (EBIs) and other health education strategies (e.g., health fairs, 

awareness days, social marketing). 

 Steps towards the normalization of HIV testing has resulted in an increase in the number of 

sites where testing is available. Opportunities to provide HIV testing in non-threatening and 

non-medical settings has advanced more than previous years; partnering with CBOs, faith-

based agencies, group homes, beauty salons, barber shops, gas stations, bars, night clubs, 

extended stay motels, and higher education institutions in disproportionately affected ZIP 

Code areas to provide testing, counseling, and education will remain a priority. 

 Efforts towards couple HIV testing and counseling will continue as will the practice of 

encouraging testers to bring their partners in to facilitate early diagnosis, care and treatment 

services. Work will continue on increasing HIV testing in geographical areas with high 

burden of disease among priority populations BMSM, Transgender, Black Females, and 

Hispanics. 

 Stigma plays a significant role in whether a person gets tested. Since stigma surrounding HIV 

disease persists and many HIV infections occur as a result of unrecognized, underestimated 

or ignored risk factors, strategies will continue to utilize social marketing, social media, 

education and awareness-raising, and routine HIV testing. The EMA will work to normalize 

HIV testing and use of new technologies to detect 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 among high-risk communities in 

geographic areas. 

 Housing plays a significant role in HIV prevention. A multi-state 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 population.
 
Even after accounting for other factors such 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. The U.S. 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 testing, including fear of exclusion from housing 

or shelter. Partnerships between Housing and Urban Development’s (HUD) housing 

programs and other service organizations present important opportunities for HIV education 

and testing to support HIV prevention, timely HIV diagnosis, and linkage to ongoing medical 

care for both HIV positive and HIV negative persons.38 

 CDC recommends HIV screening all patients over age 13. During 2018 the state of Georgia 

changed its law allowing patients who were 13 years of age or above to obtain HIV testing 

without a parent’s permission, reducing barriers to testing for youth. Efforts will continue to 

fully embed HIV opt-out 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 HIV screenings part of the routine battery of tests for all patients in Federally Qualified 

Health Centers (FQHC), medical clinics and emergency departments, college and university 

student health clinics, adult health, STD, TB, refugee, family planning, perinatal, maternal 

and child health clinics, travel clinics, and  maternal and child health clinics. Efforts will 
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continue with the Atlanta Board of Education to implement HIV testing in high school 

clinics. 

 

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 including the “Georgia Integrated HIV Prevention & Care 

Plan, 2017-2021”. The EIIHA goals will be met with the following new and ongoing 

objectives:    

 Partner with agencies funded by CDC for HIV testing, to ensure linkage protocols are in 

place. 

 Collaborate with the CDC-funded High Impact Prevention Program (HIPP) as part of the 

Atlanta Area Outreach Initiative (AAOI). Continue to develop and disperse a resource 

directory of testing sites, care and treatment programs. 

 Maintain partnerships with HOPWA and other housing providers to host the annual 

Housing Forum. 

 Continue to partner with Part D to address vertical transmission of HIV. 

 Collaboration between groups that are testing in jails and prisons (prevention funding) 

and pre-release planning (Part A and Part B funding). 

 Improve utilization of the Part A CAREWare database to assist Counseling, Testing and 

Linkage sites in verifying enrollment in primary care and receiving lab results for CD4 

and viral load.   

c) Anticipated outcomes: As a result of implementing the EIIHA Plan activities, the EMA 

expects to achieve outcomes including increased awareness of HIV status and improved 

linkage to care among the target populations, both HIV-positive and HIV-negative. Long-

term outcomes for the overall EIIHA strategy include: 

 The percentage of individuals in the EMA who have ever tested for HIV should continue 

to increase with all individuals age 13-64 receiving at least one HIV test and individuals 

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

 Late diagnoses will decrease to 30% for all racial/ethnic and risk groups. 

 Perinatal HIV transmission will continue to improve with a goal of zero transmission 

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

 Targeted populations will continue to be tested and identification of individuals who test 

positive for HIV will continue to improve. For example, recent EIIHA activities in Fulton 

County for the provision of testing in non-healthcare settings have seen high impact in 

the identification and diagnosis of young persons and MSMs with a positivity rate of 

2.9%; HIV testing in the healthcare setting has also proven even more effective and has 

seen positivity rates higher than 2.0% for MSM and MSM/IDU. 

 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 medical treatment of minority populations. 

 

In alignment with the “Georgia Integrated HIV Prevention & Care Plan, 2017-2021”, the 

following outcomes will be achieved: 

 By December 2021, increase the percentage of PLWH who know their serostatus to 90%. 

 By December 2021, reduce the number of new diagnosis by at least 25%. 
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 By December 2021, increase the percentage of newly diagnosed persons 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 correctional facilities to ensure newly released persons are 

linked to a medical appointment within 30 days of release. 

 By 2021, increase the percentage of PLWH from 85% to at least 90% who are virally 

suppressed.   

 Prescribe antiretroviral medications for at least 90% of clients enrolled in medical care. 

 Reengage individuals identified as out of HIV care within 7 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%. 

 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 efforts to remove legal barriers to routine HIV testing: Work started in 2017 and 

continued in 2018 to repeal HIV criminalization laws continue. 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 transmission occurred or 

whether there was intent to infect another person. It is anticipated that legislation will be 

introduced that would modernize and reform Georgia’s current HIV criminalization statues to 

reflect the scientific understanding of HIV transmission 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 services. 

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. 

 

Presently, efforts are underway to develop and introduce a broad HIV Modernization Omnibus 

bill during the 2019-2020 legislative session. The proposed legislation would be the first major 

update of a broad spectrum laws and regulations that affect prevention and care services 

for PLWH. In its current draft form, the legislation will focus on six key areas: reforming HIV 

criminalization laws; ensuring statewide access to syringe service programs; removing barriers 

for adolescents seeking PrEP; standardizing opt-out testing regulations; improving access to 

ARV therapy across government-sponsored funding sources; and developing mechanisms to 

address racial disparities. There will also be continued opposition to broad religious-

exemption legislation that could open the door to discrimination in healthcare and housing for 

people based on sexual orientation and/or gender identity or which could restrict access to PrEP. 

 
 
3) Target Populations:  

a) The target populations, YBMSM, BMSM24-44, and Black Females were selected for 

the EIIHA Plan based on the following:  

Black/AA accounted for 74% of newly diagnosed individuals in 2017 (5% increase from 2015). 

Black MSM accounted for 52% of newly diagnosed individuals in 2017 (a relative change of 1% 
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from 2015). These groups constitute three of the six targeted populations highlighted in the 

NHAS 2020.  

 

YBMSM: 15% of all new diagnoses in 2017 were among YBMSM and there was a relative 

decrease of 7% from 2015. Despite the decrease this population continues to need targeted 

strategies to maintain gains and further improve health outcomes. YBMSM are estimated to have 

an unmet need of 48% and viral load suppression rate of 52%. MSM are over forty times more 

likely to become infected with HIV compared with other men. Most recent data from Fulton and 

DeKalb Counties indicate that in routine testing in healthcare settings all priority populations had 

a positivity rate above 0.1% with YBMSM being the highest at 5.3%. In non-healthcare settings, 

close to 3,000 testing events were captured under HIPP 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 CDC, the presence of some 

STIs greatly increases the likelihood of acquiring or transmitting HIV. Rates of gonorrhea and 

syphilis are higher among black men than among white or Hispanic men. Rates of syphilis have 

increased in recent years among MSM.  

 
BMSM 25-44: Accounted for 31% of new diagnoses in 2017 (a relative change of 8.6% over 
2015). BMSM 25-44 years are estimated to have an unmet need of 52% and viral load 
suppression rate of 50%. Gay and bisexual men continue to be most affected by the HIV 
epidemic in the U.S. At current rates, 1 in 6 MSM will be diagnosed with HIV in their lifetime, 
including 1 in 2 BMSM.39 

 

Black 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 52%) among women in the EMA. Nationally, annual HIV 

diagnoses declined 20% among women from 2010 to 2014.40 The number of cases among all 

women increased by 14% in the EMA from 2015 to 2017, while the number of cases increased 

by 18% for Black Females.   
 

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

Challenges or opportunities for working with the targeted population include barriers that 

obstruct awareness of HIV status including access to general HIV information and the benefits of 

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 after they have 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: Negative attitudes about homosexuality (including complacency), discriminatory acts, 

bullying and violence can make it difficult for some MSM to be open about same-sex behaviors 

with others, which can increase stress, limit social support, and negatively affect health.  A meta-

analysis, presented to the 19th International AIDS Conference shows that the exceptionally high 

rates of HIV infection seen in BMSM 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 of other races, black men have either 

comparable rates of risky behavior, or less but they are much more likely to report 
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socioeconomic problems and barriers to accessing care, 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, the Young 

Black Gay Men’s Leadership Institute, the consumer caucus of the Planning Council and support 

groups to determine issues, barriers and opportunities to increase success along the care 

continuum.   

 

The CDC identifies the following barriers:41 

 Inadequate Sex Education: The status of sexual health education varies throughout the United 

States and is insufficient in many areas. Many curricula do not include prevention 

information for young gay and bisexual men. In addition, sex education is not starting early 

enough: in no state did more than half of middle schools meet goals set by CDC. Sex 

education has been declining over time. The percentage of U.S. schools in which students are 

required to receive instruction on HIV prevention decreased from 64% in 2000 to 41% in 

2014, according to the School Health Policies and Practices Study. 

 High rates of sexually transmitted diseases (STDs): Some of the highest STD rates are among 

youth aged 20 to 24, especially youth of color. The presence of another STD greatly 

increases the likelihood that a person exposed to HIV will become infected. 

 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 mean that they are 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 obstacles to utilizing HIV 

prevention services, testing, and treatment. 

 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 

likely than heterosexual 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 2015 Youth Risk Behavioral Survey (YRBS), 34% of gay, lesbian, or bisexual 

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

 

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 

BMSM may delay HIV awareness due to fear of rejection by family or friends because of their 

diagnosis and/or sexual orientation. Conversely, not all MSM identify as gay or bisexual, and, as 

a result, may not perceive themselves to be at risk for HIV, thereby further delaying awareness. 

The “down low” trend in the African American community best exemplifies this challenge. For 

those who are MSM-identified, cultural norms in the MSM community such as “HIV fatigue” 

may also obstruct awareness. Experience with discrimination related to race and/or sexual 

orientation can also be a barrier. 

 

The CDC identifies several prevention challenges for these groups. “Stigma, homophobia, and 

discrimination put gay and bisexual men of all races/ethnicities at risk for multiple physical and 

mental health problems and may affect whether they seek and are able to receive high-quality 

health services, including HIV testing, treatment, and other prevention services. In addition to 
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stigma and other risk factors affecting all gay and bisexual men (a larger percentage of men with 

HIV in sexual networks; a significant proportion of the population engaging in receptive anal 

sex, or “bottoming,” which is the riskiest sexual behavior for getting HIV; more sex partners 

compared to other men), several factors are specific to African American gay and bisexual men. 

These include: 

 Smaller and more exclusive sexual networks: African American gay and bisexual men are a 

small subset of all gay and bisexual men, and their partners tend to be of the same race. 

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. 

 Lack of awareness of HIV status: Among African American gay and bisexual men who have 

HIV, a lower percentage know their HIV status compared to HIV-positive gay and bisexual 

men of some other races/ethnicities. People who do not know they have HIV cannot take 

advantage of HIV care and treatment and may unknowingly pass HIV to others. 

 Socioeconomic factors: Having limited access to quality health care, lower income and 

educational levels, and higher rates of unemployment and incarceration may place some 

African American gay and bisexual men at higher risk for HIV than men of some other 

races/ethnicities.42 

 

Black Females: The risks, barriers and opportunities specific to Black Females were discussed 

previously in the Emerging Population section. Though the vast majority of HIV transmission 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 sign of distrust 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 transmission and, as a result, delay prenatal care. As primary care-givers 

for partners, children, and even aging parents, many women delay seeking self-care in general. 

Overall, competing demands on time and resources may de-prioritize HIV for this target group. 
 

The CDC identifies the following barriers: 41   

 The greater number of PLWH (prevalence) in African American and Hispanic 

communities and the fact that people tend to have sex with partners of the same 

race/ethnicity result in women from these communities facing a greater risk of HIV 

infection with each new sexual encounter. 

 Because some women may be unaware of their male partner’s risk factors for HIV (such 

as injection drug use or having sex with men), they may not use condoms. 

 Assuming no prevention methods (such as condoms or medicines 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 

heterosexual women at increased risk of HIV infection, 92% of HIV-negative women 

reported having vaginal sex without a condom in the previous year, and 25% reported 

having anal sex without a condom. 

 Some sexually transmitted diseases, such as gonorrhea and syphilis, greatly increase the 

likelihood of getting or transmitting HIV. 
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 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 sex without a condom. 

 

c) Specific strategies:  

 Expand resources and clinic hours in underserved geographic areas to provide PLWH with 

more access to care options. 

 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.  

 Require 100% of Ryan White Part A providers to implement at least one strategy annually in 

each of the CLAS component categories: 1) Governance, Leadership, and Workforce; 2) 

Communication and Language Assistance; and, 3) Engagement, Continuous Improvement; 

and 4) Accountability. 

 Direct MAI funds to providers possessing HIV treatment expertise and experience in 

addressing treatment barriers experienced among socially marginalized and isolated 

populations. Establish partnerships with MAI providers equipped with resources to treat 

patients with high rates of serious medical comorbidities, significant oral disease, severe 

mental illness, neuropsychiatric conditions, chronic substance dependence, and multiple 

psychological challenges.  

 Increase efforts to improve HIV care access, retention, and treatment adherence among 

underserved individuals.  

 Expand Ryan White Clinic operating hours (i.e., evening hours and/or weekends) in at least 

three of five targeted zip codes in order to better meet the needs of “hard-to-reach” 

populations. Continue to allocate resources to increase appointment scheduling flexibility 

and for walk-in (no appointment) clinics.  

 Build partnerships with youth leaders, adult allies, and youth-serving organizations for 

policies and programs that recognize young peoples’ rights to scientifically and medically 

accurate sexual health information. 

 Continue to implement anti-stigma campaign inclusive of print and digital media and 

marketing such as Georgia’s “Speak Out HIV” campaign which was developed to empower 

young, gay and bisexual men to reduce 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 events, social media and other outlets. Additional campaigns include “Ask the HIV 

Doc”, a YouTube series featuring three well-known HIV physicians who address popular 

topics and answer question posed by channel subscribers. In addition, the “Empower Trans” 

series was 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. 

 Partner with existing community clinics to provide HIV services in targeted areas. Expand 

evening and weekend clinic hours to allow more options for accessing care. Develop and 

implement awareness communications plan to inform PLWH in targeted communities about 

available HIV services.  



34 Atlanta EMA FY2019 Ryan White Part A Fulton County Government H89HA00007 

 Conduct outreach to Spanish speaking communities. Provide linguistics services to 100% of 

Spanish speaking clients. Provide assistance for 100% of clients with vision and/or hearing 

impairments. 

 Conduct support training for provider staff and partner agencies (e.g., pharmacies, specialty 

vendors, etc.) on: Office of Minority Health’s National CLAS; providing culturally and 

linguistically appropriate care for LGBT, gender identity and sexual identity expression, non-

English speaking populations, African Americans and Hispanics, precariously housed and 

homeless, formerly incarcerated, substance users, individuals with mental health problems, 

and lower socioeconomic populations; health disparities and the impact of stigma and 

discrimination. 

 Continue to provide child care services and other support services such as medical 

transportation, grocery vouchers and psychosocial support (including Patient Navigators).  

 

C. AIDS Pharmaceutical Assistance – Not Applicable. The EMA does not fund an 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 access within 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 for services that improve health 

outcomes of PLWH. These include: inpatient and outpatient hospital services; physician and 

nurse practitioner services; laboratory and x-ray services; nursing facility services; family 

planning; early and periodic screening, diagnosis, and 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 critical 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 community-based care, designed to help individuals with disabilities remain independent and 

live in their communities.43 Medicaid is a means-tested entitlement program, jointly financed by 

the federal and state governments. Some people become qualified as a result of pregnancy as a 

parent of a dependent child; however, most PLWH 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). Thus, PLWH who are healthy often do not qualify 

for coverage. The 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 $16,400 a year income 

for an individual in 2017). This change would serve to reach millions of low-income Americans, 

including many people with HIV. However, the 2012 Supreme Court ruling on the 

constitutionality of the ACA effectively made expansion a state option. As of July 27, 2018, 34 

states (including DC) adopted to expand their Medicaid programs and 17 (including Georgia) 

have not. 
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The following table details Georgia’s Medicaid coverage for HIV services for the past year: 

 

Table 12. Georgia’s Medicaid Coverage 

 
 

Children’s Health Insurance Program (CHIP): PeachCare for Kids® (Georgia’s CHIP) is a 

comprehensive health care program for uninsured children living in Georgia. The health benefits 

include primary, 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 has a Georgia Families Care Management Organization 

(CMO) who is responsible for coordinating the child's care. Eligibility is limited to children 

(ages 0-18) of US citizens and qualified immigrants with a family income ≤ 247% of FPL.                               

 

Medicare: The federal health insurance program for people 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 Services, starting January 1, 2006, 

Medicare prescription drug coverage became available to everyone with Medicare. If someone 

has both Medicaid and Medicare, then Medicare will help pay for prescription drugs. Some 

individuals may qualify for extra help paying for Medicare prescription drug costs. Medicare 

drug plans cover all antiretroviral medications. While some PLWH qualify for Medicare as a 

result of permanent disability, others become eligible when they reach the age of 65. This source 

becomes increasingly important as health outcomes improve and the population of persons living 

with HIV ages. As shown in Atta  

 

The majority of Medicare beneficiaries with HIV are dually eligible for Medicare and Medicaid, 

and receive low-income subsidies under Part D. While some PLWH qualify for Medicare as a 

result of permanent disability, others become eligible because they have reached the age of 65.  

This source becomes increasingly more important as health outcomes improve and the PLWH 

County 
Patients 

Professional

Net Pay 

Professional

Patients 

Facility
Net Pay Facility

Patients 

Rx
Net Pay Rx Patients Net Payment

Barrow 23 $93,279.81 19 $265,174.69 20 $389,896.29 23 $748,350.79

Bartow 32 $86,718.16 30 $173,353.33 17 $381,019.94 32 $641,091.43

Carroll 42 $84,703.87 41 $159,341.02 21 $708,607.87 44 $952,652.76

Cherokee 22 $59,637.24 12 $126,442.38 13 $383,712.10 22 $569,791.72

Clayton 322 $1,212,162.01 283 $3,186,768.80 212 $4,253,623.61 339 $8,652,554.42

Cobb 218 $822,878.60 187 $1,432,667.18 137 $3,229,820.76 228 $5,485,366.54

Coweta 40 $172,997.67 31 $263,028.62 24 $1,077,256.51 40 $1,513,282.80

DeKalb 929 $3,205,271.68 828 $7,140,826.95 554 $12,040,701.21 981 $22,386,799.84

Douglas 44 $138,811.39 44 $393,521.74 21 $409,708.26 48 $942,041.39

Fayette 15 $7,574.91 11 $72,246.73 7 $101,945.50 15 $181,767.14

Forsyth 8 $16,044.07 6 $80,378.81 2 $20,811.49 8 $117,234.37

Fulton 1,861 $7,041,985.06 1,779 $21,421,033.52 1,216 $25,667,337.97 1,971 $54,130,356.55

Gwinnett 167 $380,072.88 131 $922,852.99 85 $1,700,898.66 175 $3,003,824.53

Henry 101 $385,862.52 75 $858,167.13 64 $1,362,687.67 104 $2,606,717.32

Newton 48 $154,789.01 42 $260,851.70 27 $689,726.18 50 $1,105,366.89

Paulding 22 $34,015.07 22 $28,902.41 11 $248,788.70 22 $311,706.18

Pickens 7 $7,015.58 5 $8,972.05 4 $99,361.41 8 $115,349.04

Rockdale 37 $121,643.75 36 $275,669.06 23 $451,530.21 40 $848,843.02

Spalding 49 $120,890.23 43 $374,761.70 25 $641,063.34 51 $1,136,715.27

Walton 38 $165,086.87 31 $177,609.18 25 $625,690.03 39 $968,386.08

Total 4,025 $14,311,440.38 3,656 $37,622,569.99 2,508 $54,484,187.71 4,240 $106,418,198.08
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population ages.  As shown in Attachment 3: HIV/AIDS Demographics Table, there has been a 

relative increase of 35% in the prevalent cases of PLWH 60+ years of age- from 3,330 (9% of all 

cases) in 2015 to 4,482 (11%) in 2017. The three main pathways to Medicare eligibility are 

based on age, disability, and disease state and in most cases require an enrollee to have sufficient 

work credits based on their employment history which excludes many disenfranchised persons 

who have minimal work credits.44  Enrollment in Medicare Part D presents challenges and 

compromises the ability of many clients to receive and/or afford their ARVs. The standard drug 

benefit defined in the Medicare Modernization Act of 2006 has a $320 deductible and 25% 

beneficiary coinsurance in the initial benefit period. The initial benefit period ends after $2,930 

in total drug costs. From this point up until catastrophic coverage begins, the beneficiary pays 

100% of drug costs. This gap in coverage is commonly referred to as the “doughnut hole”. The 

Affordable Care Act changed which out-of-pocket expenses count toward the Medicare Part D 

annual out-of- pocket threshold. As of January 1, 2011, ADAPs became “TrOOP” (True-Out-Of-

Pocket) eligible entities. Following connectivity between the state’s Pharmacy Benefit Manager 

(PBM) and the Center for Medicare and Medicaid Services, Georgia’s ADAP directly pays 

Medicare Part D co-pays. 

 

Health Insurance Marketplace:  Under the ACA, people have the opportunity to buy insurance 

coverage if they do not have another source of insurance albeit either through an employer, 

Medicaid or Medicare. Under ACA, coverage cannot be denied or higher rates charged because 

of pre-existing health conditions, including HIV/AIDS.   

 

Georgia uses the federally-run health insurance exchange, and enrollments are completed via 

HealthCare.gov. Enrollment dropped by 16% in 2017, which was considerably more than the 

national average (across all states that use HealthCare.gov, enrollment was down about 5%, 

nationally). But for 2018 coverage, enrollment in Georgia’s exchange only fell about 2.6%, 

versus a national average of about 3.6%. 

 

The average full-price premium was $431/month in 2017; however, 87% of the enrollees 

qualified for premium subsidies, and their average after-subsidy premium is just $122/month.  

By February, among those who had effectuated their coverage, 90% were receiving premium 

subsidies that averaged $358 per month. No allocation was made to support Health Insurance 

Continuation Program (HICP) or cost sharing support, as Georgia’s Part B Program indicated 

sufficiency of funding to cover EMA clients.   

 

For 2018, there will be four insurers (down from 5 in 2017) but only14 of the State’s 159 

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 of more than 31% if cost sharing reduction funding 

continues and 54% if it does not. 

 

Marketplace plan options differ significantly from county to county. In 2018, those counties in 

the EMA are similar; outside the EMA plan offerings are much different. Historically, for 

example, in Fulton County in 2016 there were 44 plans available, but in another Ryan White 

EMA county Paulding, there were only 23 plans available to consumers. The difference in plan 

options was also rooted in the difference in health insurance companies wherein Fulton County 

had four companies with offerings, while Paulding only had two companies offering plans 
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through the Marketplace. In 2018, both Fulton and Paulding counties had only 20 plans from two 

insurers. Plans are released on the first day of the Open Enrollment period (November 1), so 

insurance navigators will not know until that date exactly what offerings the Marketplace will 

have for 2019.   

 

This difference in availability directly impacts access to providers, as an individual may obtain 

care in a county that offers different plans compared to their home county. Additionally, 

providers may not accept plan(s) that are accepted in other certain parts of the EMA, thereby 

significantly reducing the number of choices a consumer has to obtain care.  

  

Consumers who have insurance that visit our Ryan White providers minimize their cost of 

obtaining non-Ryan White services. On the other hand, consumers who have insurance who visit 

outside providers (non-Ryan White funded providers) experience higher out of pocket costs (i.e. 

co-pays, co-insurance, deductibles and other costs tied to obtaining medical services). Meaning 

when consumers have issues not related to their HIV disease and they go to another facility, the 

costs tied to the services they receive through the Ryan White Program oftentimes are not 

included so they have higher out of pockets costs for non-Ryan White services. Another 

challenge is consumers often assume that once they have insurance, they can use their insurance 

with any provider. It is of fundamental importance that the consumer visits clinics and medical 

personnel that are in-network to ensure maximized cost savings. 

  

Another common misconception for consumers is that these services will be covered at 100% if 

they pay their premiums. Consumers do not take into account additional costs tied to enrolling in 

private insurance; including, but not limited to, deductibles, co-pays, co-insurance, and out-of-

pocket maximums.   

 

Veteran’s Administration:  The Veterans' Health 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 service-connected disability (currently, for any service-

connected disability, regardless of compensation); or (2) who is unable to defray the expenses of 

necessary medical care and services. The Act Authorizes the Secretary, with respect to veterans 

not otherwise eligible for such care and services, to furnish needed hospital, medical, and nursing 

home care.45 The Department of Veterans' Affairs (VA) is one of the largest providers of HIV 

care, with over 25,000 PLWH 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 PLWH who reside primarily in northern Georgia, but including some 

patients from Alabama and South Carolina. Veterans may choose to receive some or all of their 

services at the VA or through the RWPA.46  

 

Ryan White Program, AIDS Drug Assistance Program, and Health Insurance 

Continuation Program: The Ryan White Program provides primary medical care and essential 

support services to more than a half million people each year. Through the program, PLWH who 

have no insurance or are underinsured can receive HIV medical care and other support services 

they need. ADAP works with cities, states, and local community-based organizations to provide 
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HIV care and treatment services. The ADAP program reaches approximately 52% of all people 

diagnosed with HIV in the United States. 

 

In the most recent Georgia data (measurement year ending July 2018), there were 10,904 

unduplicated clients served by ADAP with 6,935 (64%) of clients residing in the EMA. There 

are 27 ADAP enrollment sites located conveniently throughout the state to ensure access to all 

eligible PLWHA in Georgia. Various sites are located in outlying or rural areas which provide 

easy access to ADAP services. Upon completion and approval for enrollment, clients are 

provided a list of the 24 pharmacies within the ADAP Contract Pharmacy Network (ACP). The 

ACP Network affords clients a mechanism of obtaining medication from convenient pharmacy 

locations, or through delivery services to their residences. ADAP funds Hepatitis C treatment in 

Georgia. ADAP funded Hepatitis treatment for 112 PLWH in the recent year, with 42% (n=47) 

of these clients reside in the EMA.  

 

HICP is a state administered program which assists eligible persons who need assistance with 

health insurance payments. This program pays a maximum monthly health insurance premium of 

$1,100.00, which may also include a spouse and children on a family health insurance plan, as 

well as dental and vision benefits. To obtain assistance under this program, the client must be a 

Georgia resident and is enrolled through one of the 27 enrollment sites throughout the state. The 

client 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% FPL. In Georgia as of July 

2018, there were 1,242 unduplicated clients served by HICP with 835 (67%) of clients residing 

in the EMA, with 75% of EMA HICP (n=630) clients virally suppressed. 

 

2) Changes in the health care landscape affect:  

a) Service provision and complexity: Although the most pivotal change to the health care 

landscape was the elimination of pre-existing conditions as a consideration for health insurance 

coverage, the current administration is working to re-structure the Affordable Care Act (ACA), 

which might eliminate this caveat. Additionally, the restructuring of the ACA might also impact 

yearly/lifetime spending caps.  

 

When working with consumers in assisting them to choose plans, insurance navigators strive to 

ensure that consumers have an understanding of the total cost of receiving health care beyond the 

monthly premium, inclusive of prescription costs. Most of the HIV medications that are covered 

through the Marketplace are currently tiered at a higher cost level. This oftentimes directly 

impacts a consumer’s decision. Many consumers have opted to stay in their current care home of 

Ryan White and ADAP because of concerns about their ability to cover their medication costs.  

  

Insurance Navigators work in collaboration with Case Managers following plan selection to 

ensure that consumers are able to sign up for drug assistance programs, include co-pay cards, 

Patient Access Network (PAN), Prescription Assistance Program (PAP), and other similar 

programs, including HICP. With regard to prescription coverage, not every drug a consumer is 

prescribed is necessarily included within a plan’s formulary. In addition to ensuring a provider 

accepts an insurance plan, insurance navigators also work on the front end to ensure the 

medications required for consumers’ health are covered. If for some reason medications are not 
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covered, direct follow up with their case managers occur to be connected to outside support 

programs to ensure consumers stay within their programs.  

  

In their work for 2017 coverage, licensed Health Initiative insurance navigators assisted nearly 

500 Ryan White eligible clients (486 per CAREWare report) with over 600 appointments (609 

per CAREWare report) as many individuals require more than one appointment when evaluating 

their health insurance options in order to fully understand all options available to them. 
 

b) Changes in RWPA Part A allocation:  For 2019, the Marketplace will no longer offer cost-

sharing reductions (also known as “subsidies”). This means that while Advance Premium Tax 

Credits remain to reduce premium costs, deductibles and other out-of-pocket expenses will no 

longer be reduced. This challenge greatly decreases access to care for individuals across the 

board, as the out-of-pocket expenses may go beyond what PLWH can reasonably afford, even 

with PAP, PAN, and other assistance programs. Additionally, the personal shared responsibility 

(also known as “individual mandate”) will no longer be in effect. This means that consumers will 

no longer be penalized for not having health insurance. However, this motivating factor likely 

means that consumers who are eligible for plans will not enroll in comprehensive health 

insurance plans that can address all of their health needs, choosing instead to rely solely upon 

Ryan White programs for their health. 

  

The Health Insurance Continuation Program (HICP) is a large factor that makes this out-of-

pocket expense more manageable, as consumers can try to balance these expenses. With the 

elimination of the cost-sharing reductions, it is likely that participation in HICP will rise.  

 
B. Planning Responsibilities 

1) Planning and Resource Allocation 

a) Description of community input process:  
i.   How PLWH are involved and their priorities considered: The active, informed 

engagement of PLWH is essential to the planning process and helps ensure that PC decisions 

address the needs of consumers. Central to the community input process is the PC itself, which is 

not only representative of the mandated membership categories, but is reflective of the epidemic 

in the Atlanta EMA. The PC is comprised of 55 individuals with one vacancy in the State 

Medicaid representation. This number includes 51% that are non-aligned consumers of Part A 

services including PLWH who are not consumers of Ryan White funded services. For example, 

of the total voting membership: 67% are African American; 61% are male; 2% are transgender; 

of non-aligned consumers: 82% are African American; 75% are males; 37% are Female; 4% are 

transgender. In addition, there are 57 non-voting members of the Planning Council who serve on 

each Committee and the Consumer 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 input. Each Committee has a 

Chair and a Vice-Chair wherein at least one is a non-aligned consumer. The Chair of the 

Planning Council, First and Second Vice-Chair are all non-aligned consumers who are openly 

disclosed PLWH. In addition to community input gathered from members of the Planning 

Council, the PC itself represents a broad cross-section of the HIV community; including the 

HRSA mandated service categories, HIV Care and Support agencies, and other PLWH. Public 

testimony is a regular part of every Council meeting. Council members also bring the perspective 

of the community at large and many members sit on other planning bodies and/or client advisory 
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boards. And annually, the PC hosts the Atlanta Area Outreach Initiative (AAOI), held this year 

on February 4, 2018, which provided a variety of perspectives on the needs and challenges faced 

by consumers not in care.  

 

The consumer survey and needs assessments informs the committee on PLWH priorities 

obtained through surveys and focus groups, including individuals not in care. PLWH needs are 

discussed throughout the year at various meetings hosted by the Consumer Caucus. These 

meetings include partnerships for collaborative listening sessions. This has proven to be 

extremely beneficial in assessing the needs and concerns of BMSMs as well as staying on the 

pulse of housing concerns within the EMA. During the FY2019 Priorities session there were 14 

members of the Priorities Committee: eleven unaligned consumers of Ryan White services, two 

PLWH who are not consumers and one additional member with varying degrees of expertise in 

consumer representation and experience 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 prevention. The committee members brought an 

understanding of the community’s needs at large. The data were comprehensive and the system 

of review allowed for insight in questions and prioritization of resources. 

 

ii.   How the input of the community was considered and whether it adequately addressed 

any funding increases or decreases in the RWPA Part A award:  In accordance with the 

spirit of the Ryan White legislation, the EMA used an inclusive and representative process to 

ensure Consumers, other PLWH, and community stakeholders were involved in every step of the 

Priority Setting and Resource Allocation (PRSA) processes. Community members bring a wide-

array of individual perspectives as well as the perspective of their peers. The Planning Council 

meets 7 times per year and provides a forum for community input on the needs of PLWH in the 

EMA and ways to improve health outcomes as people move along the HIV care continuum. The 

PC hears presentations throughout the year on service usage, quality of services, as well as health 

outcomes of PLWH as a whole and of target populations. In addition, all PC Committees include 

a diverse range of consumers, providers, and other stakeholders and provide extensive 

opportunity for public comment. The Consumer Caucus also serves to lend a voice to PLWH and 

affords additional opportunities to better understand the needs of the community. 

 

Based upon input received by the community, the Priorities Committee implemented several 

changes in ranking of priority service categories (as illustrated in Attachment 8: FY2019 

Service Category Plan Table). The rankings were developed in an effort to improve linkage to 

care, retention in care, access to antiretrovirals, and viral suppression. For example: Medical 

Case Management was ranked higher in FY2019 than FY2018 to reflect the importance of  

treatment adherence services in response to community input on the need to ensure that PLWH 

understand how treatment adherence leads to improved health outcomes.    

 

The input received by the community was utilized by the Priorities Committee to develop 

allocations to address the social determinants of health which impact linkage to care, retention in 

care, access to antiretrovirals, and viral suppression. Based upon the funding ceiling for the EMA 

set forth for the EMA from HRSA, all priority categories would receive an increase in funding 

over FY2018 with additional allocations to: OAHS for the provision of medications and for 

increased Rapid Entry services; Referral for Health Care and Support Services to facilitate access 
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to medical benefits including antiretrovirals; and, Non-Medical Case Management at Rapid 

Entry Clinics to support access to essential supportive services such as housing. The following 

Reallocation Range Scenarios were established: 

 
 Decrease of >$250,001: The Priorities Committee will convene to reconsider allocations.  

 Decrease of $1 to $250,000: Allocations will be commensurate with FY2019 Rankings and 

Allocations percentages. 

 Funding up to $24,847,327: Allocations will be commensurate with FY2018 planned funding 

allocations.  

 Funding up to $25,223,448: Allocation will be commensurate with FY2019 Rankings and 

Allocations percentages. 

 

The PC’s data-driven planning tool allows for more objective, advance planning for funding 

increases or decreases. The tool includes built-in weighted formulas based on the prioritized 

ranking of the services that automatically calculate funding increases or decreases for each 

service category contingent upon the actual award. 

 

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 almost 90% of the people served by Part A in the EMA are 

racial/ethnic minorities. Given the trend of late diagnosis, lower linkage, 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 is consistent with the EMA’s prioritization of OAHS as the number one core priority 

service category. This was based on data from FY2017 and FY2018 that showed that minority 

populations served with MAI funding achieved viral suppression earlier and showed improved 

retention in care.  

 

Deliberations and data review supported the need to provide a mechanism for advancing the 

retention of high risk minority groups served through Ryan White MAI funding established to 

improve health outcomes of people of color. New for FY2019, emphasis was placed on the 

addition of support services that facilitate access and retention in care – specifically Non-

Medical Case Management, Referral of Health Care and Support Services, Emergency Financial 

Assistance, and Medical Transportation.  

 

FY2019 funds will be again targeted toward YBMSM, BMSM 25-44, Black Females, and 

transgender individuals. Data showed continued gaps in these services for these populations, 

justifying the need for ongoing targeted programs. Subrecipients will be required to implement 

new or innovative approaches to serving these target populations that go above and beyond Part 

A funded services.   

 

iv.   How data were used in the priority setting and allocation process: The Priorities 

Committee utilized a data-driven planning process to develop priority service category rankings 

and funding allocations. Data included: Ryan White Part A Grant Narrative, Needs Assessment, 

Atlanta EMA Demographic Table, Atlanta EMA Care Continuum, Atlanta EMA Demographic 
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and Service Utilization Data, Atlanta EMA Ryan White Cost Analysis including cost per client 

and cost per service unit, Unmet Need data, results of Quality Improvement efforts and studies, 

and other incidence and prevalence data which supported services to women, infants, children 

and youth.  

 

In an effort to respond to the needs of persons at risk for HIV infection and PLWH, data from 

other federally and non-federally funded HIV/AIDS programs were considered. Committee 

members received statistical data and presentations from the Georgia DPH, Georgia Ryan White 

Part B Program, HIV Surveillance, and HIV Prevention as well as local presentations on: 1) 

counseling, testing and linkage services; 2) current and anticipated funding for ADAP and HICP; 

3) mental health and substance abuse funding; 4) HOPWA funding; and 5) Medical Nutrition 

Therapy. In addition to funding the continuation of FY2018 services to respond to the different 

stages of the HIV Care Continuum, additional funding was provided in FY2019 for: 1) insurance 

navigators with specific knowledge of the needs of PLWH to facilitate linkage to care and 

retention in care; 2) OAHS; 3) Non-Medical Case Management; and 4) Medical Transportation 

to support quicker linkage to care, access to ART to achieve and maintain viral suppression 

without the need to diminish funding for OAHS services.  

 

 The PC reviewed data highlighting the needs of historically underserved populations, 

including racial and ethnic minorities. Needs of PLWH of color were assessed through an 

analysis of epidemiologic trends, utilization patterns by race/ethnicity, disproportionate 

service needs, and comparison of geographic distribution of HIV/AIDS cases. As an 

example, an analysis of disparities in access to care supported the allocation of additional 

funds to Rapid Entry Clinics and to Psychosocial Support for Patient Navigators.  

 

 The PC used similar data to prioritize specific service categories that promote access to care 

for women, infants, children and youth such as child care services, funding for OHAS 

services through a women’s clinic and a youth clinic, and through partnership with Part D to 

address the needs of young adults transitioning from the youth services to adult services. 

Funding was also provided for Non-Medical Case Management and Referrals to Health Care 

and Support Services to facilitate access to Medicaid and PeachCare.  

 

 Data on unmet need and utilization of behavioral health services and knowledge of the 

barriers that persons with mental health issues face in access and retention in care, the 

priority ranking for Mental Health was increased from 4 to 3 and MAI funding was added to 

support Referral for Health Care and Support Services to facilitate access to mental health 

services.   
 

 Cost per unit data for medications were used to increase funding for stop-gap medications 

(used to provide medications listed in the ADAP formulary until such time that a client is 

covered by ADAP or a Patient Assistance Program). Utilization data were used, for example, 

to increase OAHS funding for lab services.  
 

Information was provided to the entire Planning Council throughout the year and encapsulated 

prior to Priority Setting and Resource Allocation (PSRA) deliberations. The PC allotted a full 

day for data review during the three day PSRA process. This session allowed for in depth review 

of data as well as questions to the RWPA, and other expert attendees. All information was used 
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as justification for decisions made during the allocations process. 

 

The Priorities Committee finished its deliberations for FY2019 PRSA process with full approval 

of the Planning Council. During this year’s process the PC accomplished the following: 1) 

Utilized a data-driven planning tool to develop service priorities, 2) Determined funding 

allocations based on up-to-date information regarding PLWH needs, service utilization and gaps; 

3) Established Core 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) A request for the full HRSA recommended funding level amount of 

$25,223,448.00; 2) Justification was based on prior years funding and the increase in the number 

of individuals entering the care system through Rapid Entry as well as Prevention efforts in 

linking clients to care; 3) Core Service funding is being requested at not less than 89.7% of the 

final award. This decision is based on service utilization analysis data which supports the need 

for additional resources in Core Services. 4) FY2019 funding ranges were established at base 

allocation percentages to remain the same as FY2018. 5) Outpatient Ambulatory Health Services 

continues to demonstrate the greatest need among people of color; therefore, MAI funding was 

allocated to OAHS and corresponding supportive services with the intent of increasing treatment 

capacity for MAI clients. 

 

v.   Significant changes in the prioritization and allocation process: There were no significant 

changes in the prioritization and allocation process during the FY2018 Planning Council year.  

The Priorities Committee and the Council used the same well-established process which 

continues to reflect the requirements set forth by HRSA and maintains the integrity of having 

non-aligned individuals participate in the process. 

 

2)  Administrative Assessment  

a)  Assessment of grant recipient activities: The FY2018 Administrative Assessment was 

performed by the Evaluations Committee of the Metropolitan Atlanta HIV Health Services 

Planning Council. During this evaluation period the EMA’s application for FY2018 was received 

electronically by HRSA prior to the deadline. The Total Part A Funds for FY2018 was 

$26,351,511.00 with $23,876,466.00 Base + Supplemental Award Amount and $2,475,045.00 

MAI. RWPA met all HRSA deadlines for the submission of FY2018 reporting requirements. 

 

RWPA also provided program updates at each of the Executive and Planning Council meetings.  

Agency budget revision requests/reallocations between Priority funding categories were brought 

to the Executive Committee and Planning Council for approval. An update was received on the 

completion of all financial and programmatic site visits along with a statistical updates regarding 

the progress of ongoing chart review audits. 

 

During the FY2018 funding year, greater emphasis has been placed on the development and 

presentation of improved data. A part-time epidemiologist was hired by the RWPA office and a 

full-time by the Planning Council. Client Utilization data is presented on a quarterly basis as well 

as other trending PSRA data. Other notable achievements include the integration of “People 

First” and “Meaningful Involvement of People Living With HIV” practices as well as the 

revision of  the Quality Management Program Plan which was revised with the following intent:  
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maintain a Quality Management Plan for the purpose of guiding the formal evaluation and 

assessment of the quality services provided in the Atlanta EMA; develop, maintain, and monitor 

standards of care for the purpose of assuring minimum level requirements for the provision of 

services in the EMA; develop and monitor quality performance measures for all Part A funded 

priority categories based on adopted standards of care; promote and foster continuous 

improvement initiatives across the EMA; and coordinate and collaborate across Ryan White 

Programs (Part A, B, C, and D) and other HIV Care and Prevention programs in planning 

Quality Management activities. 

 

Notable RWPA accomplishments during the year also included the following: 

 Reduction of new HIV Infections: 1) Increase in viral load testing, 2) Reduced barriers to 

routine testing.  

 Increased Access to Care: 1) Linking PLWH to care within 72 Hours, 2) Increase in 

Outpatient Ambulatory Health Services client utilization, 3) Policy change to increase access 

to care, 4) Multiple staffing to improve linkage to care, 5) Reduction in HIV-related health 

disparities, 6) Implementation of culturally and linguistically appropriate models of care, and 

7) Evaluation of and reduction in health disparities.  

 Enrollment: 1) Funding allocation for insurance navigators to assist clients with enrollment, 

2) Tracking PLWH who enrolled and maintained insurance through the ACA Marketplace, 

and 3) Tracking the exact number of clients who have successfully enrolled and maintained 

their insurance through the ACA Marketplace remains a challenge.   

 Achieving HIV Care Continuum Targets: 1) Improvements in ART, and 2) Improved viral 

suppression.  

 Programmatic and Fiscal Accountability: 1) Completion of annual programmatic and fiscal 

site visits and 2) Subrecipient reimbursements within 14 Days. 

 

There were 18 funded agencies during the FY2018 funding cycle, of the 18 there were 17 

respondents. While there were no deficiencies noted the committee recommended that the 

requirement for response be made a part of the subrecipient contract. Each FY2018 subrecipient 

was provided a confidential assessment which covered: Request for Proposals, Contract Process, 

Financial Performance, and Customer Satisfaction. Subrecipients were asked to score each 

question in accordance with their experience with RWPA. The scoring ranges were: Very 

Satisfied, Satisfied, and Dissatisfied. The majority reported “Satisfied or Very Satisfied”.   

 

b) Part A jurisdiction’s response to deficiencies:  There were no deficiencies noted within the 

FY2018 Administrative Assessment.   

 

3) Letter of Assurance from Planning Council Chair - Attachment 6 

a) How all 2018 project period Conditions of Award relative to the PC have been 

addressed  

b) How the 2018 project period formula, supplemental, and MAI funds awarded are 

being expended 

c) How the PC determined the 2019 project period priorities 

d) That ongoing, annual membership training occurred, including the date(s). 

 
4) Resource Inventory  
a) Coordination of Services and Funding Streams  
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    i. Jurisdictional HIV Resources Inventory - Attachment 5  

ii. Narrative identifying needed resources: Affordable housing for PLWH continues to be 

at the forefront of discussions within the Atlanta EMA. By 2022, it is projected that the  

HOPWA award for the Atlanta 29 County EMA will decrease substantially and resulting in 

funding equivalent to a little over $9 million.   

 

This reduction in funding will occur between FY2021 and FY2022. 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. While the change in formula poses 

an opportunity for increased funding, the inverse has been projected. 

 

Discussions have suggested that there is need for greater coordination between RWPA and 

the HOPWA recipient. The Metropolitan Atlanta HIV Health Services Planning Council’s 

Housing Committee is comprised of staff members from the HOPWA recipient’s office. 

Meeting discussions suggest an increase need to share data and to strategize on how to 

maximize resources especially in the area of Support Services. It is imperative that the 

federal agencies, including HRSA and HUD, work together to insure that there is shared data 

from both HOPWA and RWPA recipients. 

 

The National AIDS Housing Coalition has estimated that in Metropolitan Atlanta’s two most 

populous counties, DeKalb and Fulton, the unmet need for HIV housing exceeds 8,000 

households. It is estimated that 93-95% of PLWH reside in the EMA’s central counties, thus 

the majority of HOPWA resources are centered in these counties. The “Future of Housing” 

study conducted by Georgia Tech forecasts that the population of PLWH needing housing 

assistance will double by 2019.  

 

Developing a comprehensive strategy to address the ongoing HIV/AIDS epidemic in the 

Atlanta Metropolitan area as well as the needs of PLWHA related to housing and supportive 

services is a challenging and complex task. The changing face of HIV/AIDS, due in part to 

advances in treatment, as well as increasing incidence and prevalence rates of the disease 

create a difficulty in balancing the scarce availability of resources with a high level of need 

among PLWHA. 

 

WORK PLAN 

A. HIV Care Continuum Table and Narrative  

1) FY2019 HIV Care Continuum Table – Attachment 7  

2) HIV Care Continuum Narrative  

a) HIV Care Continuum data are utilized for comprehensive planning, priority setting and 

resource allocation; and monitoring service delivery on the impact on health outcomes. Data are 

provided to the Planning Council’s Comprehensive Plan Committee, Priorities Committee, 

Quality Management (QM) Committee and the Council as a whole. Data are also provided to 

compare viral suppression among those retained in care in the Atlanta EMA and RWPA Part A. 

HAB Core Measures are stratified by age, race/ethnicity, gender, and transmission category. The 

Comprehensive Plan Committee used HIV Care Continuum data in the development of the 

“Georgia Integrated HIV Prevention & Care Plan, 2017-2021” (Integrated Plan). The 

Comprehensive Plan Committee monitors the implementation of the Integrated Plan and engages 
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in collaborations within jurisdictions to improve outcomes along the various stages of the 

continuum. The Priorities Committee of the Planning Council utilizes HIV Care Continuum data 

to inform decisions on the rankings, to prioritize service categories, and to target funds to high-

risk and high need areas. Priorities Committee utilizes the HIV Care Continuum data to give 

directives to the RWPA office that address specific stages of the continuum such as funding 

Rapid Entry clinics to address linkage to care. The QM Committee reviews HIV Care 

Continuum data quarterly to assess outcomes for trends, to identify areas of opportunity for 

improvement, and to monitor the impact of quality improvement initiatives on health outcomes. 

The Planning Council is presented with HIV Care Continuum data by a Community 

Epidemiologist several times throughout the year including population-specific continuums that 

align with the monitoring of the Integrated Plan. The Council reviews and discusses the data to 

identify the needs of PLWH, and recommends available resources and initiatives to improve 

health outcomes. 
 
The RWPA’s QM team provides support and assistance to subrecipients in the development and 

monitoring of agency-level continuums using CAREWare. Each subrecipient reports HAB and 

local EMA performance measures data along the continuum with emphasis on retention and viral 

suppression for each funded service category. RWPA staff monitors these data to evaluate the 

impact on health outcomes, performance, data quality and success in meeting continuum targets 

on a quarterly basis. Subrecipients’ QM designees also provide information related to new 

developments in programming and targeting resources to improve patient care, health outcomes, 

and patient satisfaction. 

 

b) Changes were noted in the Linkage to Care, Engagement, and Prescribed ART stages of the 

continuum in the diagnosed-based HIV Care Continuum for 2015 to 2017 of Ryan White Part A 

Clients in the Atlanta EMA. 

 

L E R A VS VSR

2015 24% 91% 81% 91% 77% 85%

2016 49% 89% 81% 89% 77% 85%

2017 69% 88% 81% 88% 77% 85%
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Figure 7. Ryan White Part A Care Continuum, 2015-2017
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Linkage to Care: 187% percent increase from 2015 to 2017 

NHAS had an impact on the linkage to care stage of the continuum in the Atlanta EMA. The 

NHAS Indicator 4 reduced the linkage to care timeframe to 30 days from the HHS Common 

Indicator timeframe of 90 days. In response, the Planning Council and RWPA implemented 

changes to better align Part A service delivery to NHAS 2020. The Priorities Committee 

allocated funds to Patient Navigation as part of Psychosocial Support services in FY2015 and to 

Rapid Entry Clinics in FY2016 through the priority setting and resource allocation process. In 

FY2017, clients served by patient navigation and rapid entry services increased. During this 

same time period, the Recipient implemented policy changes for subrecipients to reduce barriers 

to care for PLWH. 

 

 Patient Navigation – The Patient Navigation program focuses on clients who receive a 

preliminarily positive and/or new confirmatory HIV/AIDS diagnosis, and clients identified as 

most at-risk for non-adherence to medical services. Patient navigation is an intervention to 

help patients overcome barriers to care through care coordination and support by Patient 

Navigators working closely with HIV testing teams, linkage coordinators and case managers 

to facilitate seamless engagement into care for clients. Clients served by patient navigators 

have higher linkage to care rates (78%) when compared to the Part A clients as a whole 

(69%) and to EMA PLWH (76%). In response, the PC allocated $143,301 to Patient 

Navigation in FY2019. 
  

Table 13. Funding Allocations and Service Utilization for Patient Navigation by 

Year 

Year Allocated Number of Sites Number of Clients served 

2015 $57,285 5 253 

2016 $101,444 6 426 

2017 $99,760 7 1,344 
 

 Rapid Entry Clinics – the goal is for a newly diagnosed or newly re-engaged patient to see a 

clinician to initiate HIV health care, be offered ART, receive treatment counseling, and agree 

on a sustainable care plan on the day of their diagnosis or re-engagement, or within 2-3 days 

if same-day initiation is not possible. Rapid Entry clients also receive support services (Non-

Medical Case Management, Referral for Health Care and Support, and Medical 

Transportation). In CY2017, linkage to care within 30 days was higher among clients who 

received a Rapid Entry service (91%) compared to the Part A clients as a whole (69%) and to 

EMA PLWH (76%).  
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Table 14. Rapid Entry Clinics Funding Allocations and Service Utilization by Year and 

Service Category 

Year 

Service 

Utilization 
Funding Allocations 

Clients 

Served 

Number 

of 

Clinics 

OAHS 
Non-

MCM 

Medical 

Transportation 

Referral 

for 

Health 

Care 

and 

Support 

Total 

Allocated 

2016 98 3 $688,263 $100,405 $24,888 - $813,556 

2017 349 3 $835,445 $114,848 $16,045 $7,351 $973,688 

 

In response, the Priorities Committee allocated $1,065,591 in FY2018 and $1,308,243.14 for 

FY2019 to fund current rapid entry clinics and the addition of two new Rapid Entry clinics; 

Grady IDP and DeKalb Board of Health. Grady IDP’s rapid entry program has proven to 

improve viral suppression with the immediate initiation of ART. DeKalb Board of Health 

provides weekly HIV testing and treatment on a mobile unit clinic in high-risk communities 

in DeKalb County. A seven-day supply of ADAP Stop Gap medications is dispensed to Ryan 

White clients on the mobile unit for the immediate initiation ART. 
 

 Policy changes – There were frequent delays in connecting clients with their first medical 

appointment that may be due to subrecipients’ administrative processes. Local Ryan White 

Policies, Requests for Proposals (RFPs), and EMA Standards were modified to incorporate 

NHAS Indicator 4, linkage to care within 30 days to clarify expectations for funded agencies. 

Other policy changes to reduce barriers to care include provisional enrollment. Individuals 

with a preliminary positive test result are deemed presumptive clients, eligible for care while 

awaiting certain forms of documentation and/or confirmatory results. Part A funds may be 

used to pay for the confirmatory test.  

 

Subrecipients are contractually required to enter data into CAREWare following each service 

encounter. These data feeds into the performance measure feature of CAREWare and allows 

for reporting. Contractual requirements support routine sharing and documentation of 

program outcomes. Subrecipients have the option to participate in data sharing agreement to 

scan eligibility documentation into CAREWare and reduce burden on the client. These data 

policies and practices can improve collaboration and communication with HIV Surveillance 

at DPH, subrecipients’ internal prevention team, and among other Ryan White Providers 

leading to better data quality for linkage to care data.  

 

Engagement: 3% percent decrease from 2015 to 2017 

The EMA provides an array of core and support services to facilitate engagement in care. Funds 

were allocated to support these clients in re-engaging in care through case management. 

Significant changes to the way in which case management was provided in the EMA occurred in 

FY2015-FY2017. 
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 Medical Case Management – Prior to FY2015, Medical Case Management services were    

centralized with one agency providing case managers to other subrecipients in the Part A 

service system. Some providers indicated that case managers would be even more effective if 

they were employees of the individual clinics with all of the rights and privileges of other 

clinic employees (e.g., access to electronic medical records and the ability to include notes in 

the EMR). In FY2015, four additional agencies received funding for Medical Case 

Management. The 5-Year Utilization Pattern (Table 15) shows an increase from a low of 

5,533 in 2013 to 7,185 in 2017, an increase of 30%. 
 

Table 15. MCM 5-Year Service Utilization and Funding Allocations by Year 

Year Allocation Number of MCM sites MCM Clients Served 

2013 $1,557,666 1 5,533 

2014 $1,471,563 1 7,540 

2015 $1,648,649 5 7,874 

2016 $1,799,028 5 8,285 

2017 $1,608,811 5 7,185 

 

In FY2019, $1,866,375 will support staff to work with clients and the medical teams to 

develop an individualized service plan to support the client in linking and engaging clients to 

care, accessing retroviral therapies and becoming and remaining virally suppressed 

(including provision of adherence counseling). Medical Case Managers will assist clients 

with active referrals and advocacy to meet clients’ medical and social needs.     

 

 New Service Categories – During the last three years, two closely related service categories 

were prioritized and funded to engage clients into care. Non-medical Case Management 

services (FY2015) and Referral for Health Care and Support Services (FY2017) became 

available to clients. Funds were used to support staff to work with clients obtaining ADAP, 

PAP, and if eligible ACA marketplace insurance, and other assistance that may reduce the 

barriers to care and adherence. In FY2017, the Priorities Committee allocated resources to 

ensure rapid entry clients had non-medical case management and referral for healthcare and 

support services available to them. By embedding Case Managers, ADAP Coordinators, and 

Insurance Navigators more fully into the care team, it is anticipated to increase use of the 

services and further serve clients as they seek to move along the continuum of care.  

 

 Care Coordination – It is important to recognize that movement along the Care Continuum is 

bi-directional and clients who have been in care sometimes move out of care. Clients may 

need assistance to become reengaged in care. Patient centered strategies that encourage 

partnerships between providers and clients have shown to enhance client engagement in HIV 

treatment.47 Quality improvement (QI) initiatives in the Atlanta EMA focus on client re-

engagement by targeting care coordination efforts on those out of care. Part D’s QI initiative 

is an example of a peer-led call campaign effectively re-engaging female PLWH into care. In 

this campaign, SisterLove identified women who had been out of care for 6-12 months. With 

a standardized call script, staff contacted women using confidential and documented changes 

in chart such as vital status, contact information updates, and readiness for care. Part A is in 

the developing stages of similar approach by first identifying those that are out of care. In 
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CY2017, 1,732 clients were not engaged in medical care, representing 12% of the Ryan 

White Population (Table 16A). 

 

Table 16A. Enrollment Status of Clients Not Engaged in Care 

Enrollment Status Number of clients 

Removed 30 

Relocated 14 

Referred/Discharged 86 

Inactive/Case Closed 23 

Incarcerated 1 

Active 1,560 

 

Data quality checks have been implemented by the RWPA QM team to determine if those not 

engaged in care in the Ryan White Part A network are receiving medical care elsewhere. Table 

16B shows the insurance status of active clients not engaged in care, with 33% (514) being 

insured suggesting clients may be receiving non-Ryan White funded medical care.   

 

Table 16B. Insurance Status of Active Clients Not Engaged in Care 

Insurance Type Number of Clients 

Medicaid 163 

Medicare 177 

Medicaid/Medicare 40 

Private Insurance 112 

Other Insurance 22 

No Insurance 646 

Unknown 400 
 
RWPA is providing support to agencies to improve data collection systems by identifying 

data available at the subrecipient level and recommending monitoring and evaluating tools. 

Collaborations with HIV Surveillance, DPH to compare eHARS and CAREWare data sets 

are underway. 

 

Prescription of ART: 3% percent decrease from 2015 to 2017  

ART reduces HIV transmission by decreasing the amount of virus in the body. ART is 

recommended for all PLWH, regardless of health status or length of time living with HIV48. The 

Ryan White Part A Program ensures PLWH in the Atlanta EMA have access to, are started on 

and adhere to their antiretroviral medications.  Systematic approaches to address gaps in 

antiretroviral use include:  

 Increasing access to antiretrovirals– The Planning Council increased funding for ART in 

FY2018 to $1,332,897 and $1,418,750 in FY2019 to allow clients to begin ART earlier. 

Rapid entry clinics and MAI providers are funded for ADAP Stop Gap medications for 

immediate prescription of ART for high-risk populations. Subrecipients have implemented 

additional options for pharmacy services to enable easier access to medications and remove a 

potential barrier to care by allowing clients to receive medication at the agency, through 

home delivery, or contracted pharmacies.  

 



51 Atlanta EMA FY2019 Ryan White Part A Fulton County Government H89HA00007 

 Enhancing resources for medication assistance program– Increased funding of the service 

provision, Referral for Health Care and Support Services, expanded ADAP coordinators at 

care sites to facilitate enrollment/re-enrollment into ADAP program. Clients are also 

provided benefits and financial counseling to assess eligibility into PAP. Through the rapid 

entry program, ADAP and Referral Coordinators work with medical staff and assists patients 

newly enrolling in care (or returning to care) with access to medications and continued 

provision until ADAP or PAP coverage begins.  

 Improving system-level responses and collaborations with partners– Electronic applications 

for ADAP are available at all primary care sites and at medical case management offices; 

new DPH ADAP policy to allow presumptive enrollment while awaiting all necessary client 

enrollment documentation.  

 Updating treatment adherence policies and educating providers – RWPA and Planning 

Council’s Quality Management Committee updates the standards of care in accordance with 

the Panel’s Recommendations for Initiating Antiretroviral Therapy (last updated 

10/17/2017). These HHS Guidelines were provided to subrecipients and discussed during the 

annual provider meeting. Furthermore, clinicians follow published guidelines, primarily the 

Guidelines for the Use of Antiretroviral Agents in HIV-Infected Adults and Adolescents (last 

updated 5/30/2018) and Guidelines for the Prevention and Treatment of Opportunistic 

Infections (last updated 5/29/2018). Additionally, clinicians follow local standards of care for 

treatment adherence counseling in the Outpatient Ambulatory Health Services and Medical 

Case Management service categories. RWPA monitors compliance with standards and 

CAREWare data related to the prescription of ART.  

 

B. Funding for Core and Support Services 

1) Service Category Plan  
a) Service Category Plan Table - Attachment 8   

i. RWPA Part A 

(a) 2018 project period service categories with priority number - Attachment 8  

(b) 2019 project period service categories - Attachment 8  

ii. MAI 

(a) 2018 project period service categories with priority number - Attachment 8  

(b) 2019 project period service categories - Attachment 8  

 

b) MAI Service Category Plan Narrative: MAI funds are allocated to the OAHS, Non-medical 

Case Management, Referral for Health Care and Support Services, Emergency Financial 

Assistance and Medical Transportation service categories to improve HIV care access, retention 

and treatment adherence among Atlanta EMA minority populations (YBMSM 13-24, BMSM 25-

44, and Black Females) disproportionately impacted by HIV in the EMA. These populations 

appear less likely to access HIV care and more likely to experience continued poor health 

outcomes. The provision of the additional four supportive services will address specific needs of 

the subpopulations and improve health outcomes. MAI-supported programming and service 

delivery are designed to respond to unique barriers and challenges faced by minorities and 

vulnerable populations most severely impacted by HIV by utilizing two separate but 

complementary approaches.  
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The first approach, to address barriers to retention in care and adherence among MSM, youth, 

and females from communities of color, Grady IDP will continue an evidence-based modified 

Enhanced Personal Contact (EPC) intervention based on a published randomized trial.49 The 

EPC intervention included a trained interventionist who established a personal relationship with 

the patient during an initial face-to-face meeting and subsequently remained in contact with the 

patient throughout the duration of the study. At each primary care visit, the interventionist met 

face-to-face with the patient to provide positive reinforcement for keeping appointments and 

answered patient questions. Interim phone contact occurred between scheduled primary care 

appointments along with personal reminder calls at seven days and two days before each 

scheduled appointment. Patients were contacted by phone within 24 hours after a missed visit. 

Following up on a missed visit is critical as missed visits predict mortality and are an actionable 

indicator that patients are falling off the care continuum.50 The EPC intervention resulted in 

improved visit constancy (measure of retention) compared to the standard of care arm.     

Grady IDP, an EMA MAI provider, has tailored the EPC intervention to include a Specialty 

Pharmacy (SP) program to address specific needs of the target populations. The SP intervention 

focuses on high-touch engagement support for patients to improve adherence to ART through 

counseling and education, pharmacy pick-up monitoring, and a medication delivery option. 

During the 3-year pilot period, 170 patients were enrolled in the SP program to assess feasibility 

and acceptability of the program as well as early clinical outcomes for pre- and post-SP patients. 

Pilot data indicated that patient acceptability and satisfaction of the SP program was extremely 

high, while initial clinical outcomes showed improved viral suppression of 91% vs. 78% pre-SP. 

The FY2019 MAI strategy employs evidence from the pilot by integrating the SP program into 

primary care and anchoring the MAI initiative by the utilization of the Grady Retention 

Enhancement Assistance Team (GREAT).   Each team is comprised of members from the 

pharmacy, primary care providers, nursing staff, and patient navigators to collaborating to ensure 

retention monitoring efforts are made and the reviewing of OOC list. Each team works with a set 

panel of patients by following protocols as indicated in Figure 8 the IDP MAI Intervention model 

flow diagram below based on the EPC Plus (modified in 2018) intervention.  

 

Referrals to the MAI teams are initiated by primary care providers and largely based on the barriers 

to retention and adherence that are identified during the initial medical visit. Patients linked to the 

team will be offered the following services:  

 Enrollment in Specialty Pharmacy services 

 Appointment reminders and post visit follow-up check-ins with focus on ART adherence and 

care retention 

 Missed visit follow-up 

 Team-based retention support with linkage to case management and other new MAI support 

services as needed 

 

Figure 8. 
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By combining strategies from EPC activities with expanded SP services, the MAI intervention 

will improve both retention in care and viral suppression. It is increasingly recognized that 12-

month retention metrics fall short of predicting the true goal of HIV care: continuous retention 

and viral suppression. Improving long-term retention should result in increased viral suppression 

rates. IDP data show that 82% of those continuously retained in care for 36 months were 

virologically suppressed compared to only 25% of those who were not continuously retained 

during the same time period.51 

This MAI strategy addresses the unique needs of the target population with the utilization of a 

personalized public health approach delivered by a dedicated team (GREAT). Any high-touch 

retention intervention can be resource intensive, with patients who fall out of care often requiring 

the most human resource time to re-engage. GREAT will identify the needs of the patient and 

mobilize rapidly should a patient demonstrate early warning signs of poor adherence (e.g. off-

schedule medication pick up) or report barriers to retention in care (e.g., transportation 

challenges, housing concerns, substance abuse) so that linkages can be made to appropriate 

resources or support services or direct support will be provided through MAI funds for medical 

transportation or emergency financial assistance. This type of rapid response is key to preventing 

patients from completely falling out of care.    
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Because missed visits are associated with increased mortality, they will be handled as an 

immediately actionable event, along with missed or off-schedule medication pick-up.  IDP data 

reveal that a predictor of poor retention is a phone number change in the previous 12 months, 

exposing the limitations of solely relying on phone contact for retention in care intervention.52 In 

the proposed intervention, MAI teams will increase the intervention intensity for any patient who 

misses a clinic visit by adding 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 email and 

social media (within the scope of current privacy policies and regulations); a comprehensive 

assessment of factors that resulted in a missed appointment or missed prescription pick-up in 

order to develop a tailored a plan for the patient that includes facilitating linkage to services such 

as case management, medical transportation, mental  health and substance use services, clinical 

pharmacists, and partner agencies to provide support services.   

In the event a client cannot be reached for six months or longer they will be placed on an out-of-

care list. The out-of-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 aspect of the intervention is based on the evidence informed approach 

studied in the Clinic-based Surveillance-Informed Patient Retracing intervention. This 

intervention has demonstrated improvement in retention, higher rates of re-linkage to care and 

more rapid re-linkage to care compared to cohorts who did not receive this intervention.53    

To address the recurring challenge of transportation and build off the successful pilot, the SP 

program has been added as a key component of IDP’s MAI efforts. Monthly transportation to the 

clinic for medication pick up can become a considerable financial burden on patients, while for 

others work schedules or childcare needs may prohibit reliable pick up. Patients and providers 

alike have routinely requested systematic strategies to remind patients of their RWPA and ADAP 

recertification dates to avoid unexpected treatment interruption. These barriers are addressed 

through the SP program. Early clinical outcomes pre- and post-SP enrollment 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, emergency room 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.  

The median age of the Specialty Pharmacy pilot program participants was 48.3 years old (IQR: 

28.5-56.3) which skews slightly older than the young adult population among the proposed MAI 

target population. Younger clients, especially younger BMSM may not have the stable housing 

needed to fully benefit from the medication delivery option offered by the SP program. Client 

housing will be assessed at the initial provider visit and consideration given to feasibility for this 

part of the program. In circumstances where medications cannot be mailed, the specialty 

pharmacy services will work with the patient to develop a personalized plan for the client to 

maximize adherence.   

With greater than 80% of clients at the IDP being African Americans, the volume of clients that 

could meet the MAI criteria and have needs that would make them candidates for the MAI teams 

could exceed the available capacity. Frequent communication between area leaders and MAI 
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team members will be critical to monitoring the workload to ensure that all clients are able to 

receive the personalized services planned. Frequent reassessment will allow patients who are 

navigating the care continuum successfully to move out of the program to create capacity for 

those with higher needs. Those who do cycle off will be monitored peripherally for early 

identification of the need to resume MAI team services. 

MAI services/activities will be seamlessly integrated into the already comprehensive menu of 

IDP services.  IDP medical and dental providers are aware of processes to link clients to 

behavioral health services in the Center for Well Being (CWB). Patients in need will be escorted 

to the CWB by patient navigators to ensure timely initiation of those services. Individuals with 

case management needs will be referred directly to the IDP medical case management supervisor 

for triage and assignment. Similar processes will occur for housing services, food services, 

nutrition and legal services, each available onsite. MAI teams will have access to each of the 

clinic directors throughout the IDP to ensure access or services when needed. The IDP’s medical 

case management supervisor as well as the managers and directors for other programs within 

IDP meet regularly to discuss coordination of services. 

Grady IDP will serve 1,200 unduplicated clients – of which 331 will be women, and youth: 85% 

(1,020) of the 1,200 will receive specialty pharmacy services; 90% (1,080) will receive OAHS; 

77% will be retained in care; 95% will be prescribed ART; and, 80% will achieve viral 

suppression. 

The second approach will continue to address and improve linkage to care and initiation of 

ART for the targeted MAI populations. Fulton County Board of Health (FCBOH), in its second 

implementation year as an MAI provider, plans to expand its MAI program to provide Rapid 

Entry services, Non-Medical Case Management services, and Referral for Health Care and 

Support services to at-risk populations (YBMSM 13-24, BMSM 25-44, and Black Females) that 

were screened for HIV Mobile Testing Unit.  

 

The Mobile Testing Unit has been successful strategy in reaching the most at risk and targeted 

populations identified by the Atlanta EMA’s EIIHA Plan and Georgia Integrated HIV Prevention 

Plan. The Mobile Unit has been able to reach the BMSM segment of the population, even young 

MSM between the ages of 13 -25 and has demonstrated an HIV positive rate of 2.9%. In the past 

three years (2015-2017), FCBOH, along with its funded providers, tested a total of 5,187 

BMSM. This figure represents roughly 51% of BMSM in Fulton County who are unaware of 

their status, a considerable reach into the BMSM community considering the number of HIV 

testing options outside of our limited funding resources. A staggering 15% of BMSM tested 

(n=779) tested HIV positive. To put this in perspective, CDC considers effective testing to 

priority populations if the positivity rate is at 1.5%. FCBOH positivity rate among BMSM is ten 

times the rate of effective targeted testing. Of those newly diagnosed, the overwhelming majority 

(84%) are younger than forty with 53% being between ages 20-29. Consistent with county wide 

trends, FCBOH has experienced challenges in linkage to care for BMSM. From 2015-2017, only 

52% (410) of BMSM newly diagnosed were linked to care within 90 days. Linkage to care 

represents a consistent challenge in HIV treatment. To look at this in a different way, FCBOH by 

itself diagnosed 483 BMSM from 2015-2017, mostly through FCBOH’s Sexual Health Clinic. 

But even with the testing taking place at the clinic or with a DIS person in field who is directly 
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tied to the clinic, only 60% of new positives got linked to HIV care.54 The ability to identify new 

diagnosis and those lost to care are important to the HIV continuum. However, being able to link 

those patients into primary care is an essential next step. It is anticipated that the utilization of a 

Mobile Unit Clinic will improve linkage to care and reduce disparities. 

 

In partnership with Prevention, this approach is tailored to the MAI populations through target 

HIV testing. Through the High Impact Prevention Program (HIPP), funded by CDC, FCBOH 

facilitates the testing for HIV in the typical screening processes of several health care providers 

(Southside Medical Center, Mercy Care, Grady Hospital, The Center for Black Women Wellness 

and Positive Impact Health Centers) across Fulton County. Additionally, the program provides 

universal testing within the healthcare setting to reduce stigma associated with HIV and to 

normalize HIV testing by offering it as part of the regular medical visit. The mobile testing units 

test at treatment centers, community center, pharmacies, apartment complexes, churches, parks, 

concerts and special events. Expanded testing is provided during non-traditional hours at MSM 

night clubs and other venues. Targeted testing is primarily provided through a Mobile Testing 

Unit utilizing surveillance mapping and rapid confirmatory testing kits.   
 

To address this crisis among YBMSM 13-24, BMSM 25-44, and Black Females, FCBOH is 

currently partnering with several neighboring Colleges and Universities such as Georgia State 

University, Morehouse College, and Clark Atlanta University to provide testing, partner 

notification, and linkage to care targeted to this population. These collaborations will continue to 

ensure a seamless enrollment process for current and newly diagnosed students and will include 

intensive case management services to ensure compliance. Individuals ages 24 and younger will 

be referred to Grady IDP’s Family and Youth clinic which uses a multi-disciplinary approach to 

medical care and support services.    

 

FCBOH will utilize MAI funds to provide treatment and care to newly diagnosed or re-engaging 

clients receiving Rapid Entry services. In FY2019, FCBOH will provide medical care to MAI 

patients seen in the Rapid Entry Mobile Unit as well as clients that present in clinic for rapid 

entry services. MAI OAHS are initiated with a physical examination completed by the Nurse 

Practitioner (NP) on the mobile unit. Medical examination, (e.g. baseline labs, medical histories, 

physicals, etc.) and education on the disease, ART, viral load suppression and medication 

adherence is provided to client. 

 

In addition, supportive services will address specific needs of the subpopulation and improve 

health outcomes. Disease Investigator Specialists (DIS) on the Mobile Unit facilitate the client’s 

referral to on-site medical care at FCBOH with the MAI NP or to another provider of the client’s 

choice. Funded by Non-Medical Case Management, a DIS will assess and screen clients for 

social service needs, support clients in appointments for Rapid Entry services (from both the 

mobile unit and in clinic), assist in the arrangement of transportation for follow-up visits, help 

complete all required enrollment forms, handle appointment reminders for clinic visits and aid in 

the transition to long-term care. Funding for Referral for Health Care and Support services will 

ensure clients have assistance enrolling and navigating the ADAP, PAP, and Ryan White 

recertification processes. This position will reduce barriers to access to medications and improve 

viral load suppression by working closely with pharmacies (which include use of a pharmacy 

data system for the GA Department of Community Health ADAP Demonstration), coordinating 
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Primary Care HIV Clinic’s ART related activities; and maintaining an accurate and up-to-date 

database of client ADAP status.  

 

Other activities aimed to reduce existing racial and ethnic health disparities and improve access 

to care include care coordination efforts and process. Linkage Coordinators (LC) link newly 

diagnosed and previously diagnosed but lost to care individuals to HIV primary Care – both 

Ryan White or a medical provider of choice. Currently LC schedules patients for labs and 

medical appointments and set-up initial appointments and referrals for mental health, substance 

abuse, case management, oral health, etc., and provides follow-up to assure appointments were 

kept or if there is a need for repeated linkage. Under the current MAI project, LCs provides 

linkage after the initial baseline examination has occurred on the Mobile Unit or Rapid Entry 

Clinic under a modified process. In all FCBOH clinics, patients that miss scheduled 

appointments are accommodated through an open access policy. Patients that are diagnosed 

through Counseling Testing Linkage (CTL) services are given options to attend one of the three 

FCBOH operated sites or one of the healthcare partners established through HIPP and other 

collaboration. The primary strategy is to successfully link the patient to care.  

 

FCBOH MAI program will serve 300 unduplicated; 80% (240) will be linked to long-term medical 

care; 90% (270) will be retained in care; and, 60% (180) will achieve viral suppression. 
 

c) Core Medical Services Waiver – Not applicable. 

 

Table 17. Resolution of Challenges 

Challenges/Barriers Proposed Resolutions Intended Outcome Current Status 

Part A Program 

Cohesive implementation 

of the Georgia Integrated 

HIV Prevention & Care 

Plan, 2017-2021. 

Collaborate with all 

planning bodies to 

distribute data, update 

the goal progress and to 

address and improve 

gaps in the care 

continuum. 

Establish common 

indicators for 

prevention and care 

services, document 

outcomes and update 

the plan via annual 

meetings across all 

jurisdictions. 

Collaborations are 

currently being 

initiated across all 

jurisdictions. 

Transgender patients face 

many barriers in their 

access to healthcare 

including historical 

stigmatization, both 

structural and financial 

barriers, and even a lack of 

healthcare provider 

experience in treating this 

population. 

Reduce barriers to care 

by employing effective 

behavioral interventions 

that address the full 

range of risk factors 

and health concerns 

faced by the 

transgender 

community. 

Enhance Atlanta EMA 

provider capacity and 

require subrecipients to 

implement new or 

innovative approaches 

to serving target 

populations and to 

reduce gaps in services 

for transgender 

individuals.  

The Atlanta EMA 

added two new 

service providers 

in FY2018. One of 

the providers was 

selected due to 

experience in 

working with the 

vulnerable target 

population. The 

agency shared best 

practices and 

opportunities to 
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provide cultural 

competency 

training to 

subrecipients at the 

EMA’s annual 

“All Providers” 

meeting. 

HIV Care Continuum 

Several providers are 

following outdated 

practices of waiting for lab 

results before providing 

the first medical visit to 

evaluate the prescription of 

ART. 

Allow 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).  Individuals 

with only a preliminary 

positive test result 

should be allowed to 

enter care with 

immediate antiretroviral 

therapy initiation.  

Ensure clinicians are 

following current 

protocols which call for 

initiation of ART 

regardless of CD4 count 

or viral load. 

 

Utilization of rapid 

ART initiation as a 

strategy to increase 

engagement in care and 

increase the number of 

individuals who achieve 

and maintain ART-

mediated viral 

suppression. 

The Atlanta EMA 

conducted a 

medical providers 

meeting in 

FY2018 and 

provided the 

Guidelines for Use 

of Antiretroviral 

Agents in HIV-1-

Infected Adults 

and Adolescents.55 

Decrease (-11% change) in 

the retention rates for all 

PLWH 13-24 and 

engagement rates with a -

10% change in the rates all 

PLWH 13-24   

Implementing age-

appropriate 

interventions to 

facilitate improvement 

of individual health 

outcomes for 

adolescents and young 

adults and reduce 

secondary HIV 

transmission, 

interventions that can 

be challenging to 

develop, implement, 

and sustain. 

A Part A subrecipient 

determined that in 

addressing challenges 

related to medication 

adherence and retention 

in care, services must 

effectively address an 

adolescent’s stage of 

development as well as 

education level, health 

literacy, and coping 

ability 

Providers working 

in the Youth and 

Women’s Clinic 

have developed 

national guidelines 

on transitioning 

HIV-infected 

youth to adult 

clinics and have 

shared their 

expertise and 

experiences on 

HRSA webinars 

and local and 

international 

conferences. 
 

 
 
 

EVALUATION AND TECHNICAL SUPPORT CAPACITY  

A. Clinical Quality Management (CQM)  
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1) The RWPA programs, subrecipients, and Planning Council committees analyze performance 

measure data to evaluate disparities in care. Data are primarily pulled from the EMA’s 

CAREWare database and stratified by age, gender, race/ethnicity, transmission category and 

health outcomes using basic descriptive statistics for analysis. Disparities in care are evaluated 

based on notable percentage change and population trends. With the addition of epidemiologists 

on staff, funding will support the use of inferential statistics in future data analysis to identify 

statistically significant changes and correlations. 

 

RWPA: Performance Measurements are undertaken by the Part A Office in partnership with the 

Quality Management Committee. HAB Measures and local EMA measures were selected, 

developed and defined by Part A Quality Management Program. Custom measures were created 

in CAREWare for routine measurement, monitoring, and reporting. Stratified HAB Core 

Measures are available in CAREWare to monitor disparities in care along the HIV Care 

Continuum. QM team has developed custom CAREWare measures for viral suppression for 

targeted populations, BMSM, Black Females, and Hispanic PLWH. The QM team analyzes and 

presents performance measure data in aggregate-form to the Planning Council and evaluates 

subrecipient’s performance measure data.  

 

Subrecipients report performance data and program activities that impact care and address 

disparities in quarterly QM Reports. Measurement data are analyzed for progress towards 

meeting target goals and for any disparities in care. Data quality checks using RSR and custom 

reports in CAREWare and/or EMR reports are utilized to verify and confirm identified 

disparities and discrepancies. If data is verified for accuracy and performance is off by more than 

5%, has declined by 5%, or if a subrecipient measured as one of the lowest five performers for a 

service funded category, subrecipient submits a quality improvement plan to RWPA QM team. 

Technical assistance and project monitoring is provided to agencies required a corrective action 

plan.  

 

Subrecipients: Each year, subrecipients submit their annual performance goals, process and/or 

outcome objectives with contract. Measures submitted are based on HAB measures, HHS 

guidelines, and local EMA measures. Subrecipients utilized CAREWare, Electronic Medical 

Records (EMR) such as EPIC, Cerner and/or Centricity, or manual data systems to enter, collect, 

and analyze data for achieving goal. Subrecipients meet at least quarterly with QM team to 

review data and identify disparities. Disparities in care are noted by age, gender, race/ethnicity, 

and/or comorbidities. Quality Improvement projects are developed based on data aimed to 

improve care coordination within agencies. 

 

Planning Council:  

 Quality Management Committee – The Quality Management Committee develops, 

establishes, and sets annual goals for Performance Measures for all funded service categories. 

Demographics, service utilization and Quality Improvement (QI) project data is also 

presented to the QM Committee. Disparities in care are identified by trends analysis and 

comparison with Georgia Part B, regional, and national Ryan White data using the “HIV QM 

Module” through the data entry portal in the HRSA’s Electronic Handbook (EHB) database. 

Other comparison data analyzed may include service utilization of new clients who are 

entering the Ryan White Part A system of care compared against clients who are continuing 
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care. If performance is off by more than 5%, has declined by 5%, the QM Committee may 

elect to conduct a QI Project for further evaluation. Best practices are identified and 

recommendations for standards are made to the RWPA for implementation. 

 Priorities Committee – Each year, the Priorities Committee use performance measure data 

for the priority setting and resource allocation process to rank service categories and 

allocate funding. Trends in service utilization are presented by service category. 

Demographics and HIV care continuum data is stratified and disparities in care identified 

by client subpopulation, stage of continuum, or service category. The Priorities Committee 

deliberates and review notable population changes. In response, either new service 

categories or initiatives are recommended by the committee to the Planning Council for 

vote. 

 Assessment Committee – The Assessment Committee of the Planning Council uses primary 

and secondary data to identify disparities in care. The Assessment Committee plans, 

implements, and analyzes the Needs Assessment and other special projects. The Needs 

Assessment aids in assessing the needs PLWH who know their status but are not in care 

yielding data about service gaps. Special Projects aim to identify and address disparities in 

access to care for certain populations and underserved groups, and improve coordination 

between HIV Prevention and Care. The Assessment Committee evaluates health outcome 

data by subservice, geographical area, and/or targeted population. Recommendations are 

made to the Planning Council and RWPA office based on findings.  

 

Actions taken to eliminate disparities in FY2017 included: 

 The Priorities Committee – prioritized and increased funding of rapid entry clinics to link 

newly diagnosed persons to care and to ensure that all persons have access to antiretroviral 

therapy.  Expanded service provisions of rapid entry clinics by allocating $27,979 to 

Referral for Health Care and Support specifically for Rapid Entry Clients  

 The Assessment Committee – utilized the HIV Care Continuum disparities data to revise 

the Needs Assessment tool and plan the scope and implementation of Needs Assessment  

 Quality Management Committee – initiated a Linkage to Care project to improve access to 

care and engagement among newly diagnosed Ryan White clients 

 Subrecipients utilized disparities data to review and analyze their internal processes and 

resources that impact patient care and outcomes for improvement to include: 

o Monitoring of lab results and appointment compliance has increased with the 

improvement of accurate and frequent client level data reports.  

o Nurses and mid-level practitioners are working more collaboratively with retention staff 

to communicate with identified patients monthly.  

o Increasing partnerships and Memoranda of Understanding (MOU) with specialty care 

providers to care for advanced stages of chronic disease.  

o Reviewing and changing appointment scheduling templates to increase appointment 

availability to new clients within 72 hour of enrollment. 
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2) The Atlanta EMA Part A QM Program collects HAB Measures and EMA Measures (local 

measures developed by the QM Committee), and QI project data. In addition, subrecipients 

collect agency-specific performance measurement data monthly. Quarterly, the QM Committee 

discusses the quality, purpose, definition, and implications of the data as it relates to service 

delivery. CQM data (performance measure and QI project data) have been used to improve 

and/or change service delivery by identifying areas of opportunity and standardizing service 

delivery and practices.  

 

Linkage to Care—Patient Care: The QM Committee elected to conduct a quality improvement 

(QI) project aimed to improve clients linked to care in 30 days (Table 18). Two performance 

measures, Average Cycle Time and Percentage Linked to Care within 30 days, related to the 

linkage to care process assisted in targeting improvements for the project. Utilizing Average 

Cycle Time as a performance measure and QI tool of flowcharting, subrecipients were able to 

map the linkage to care process of their agency. Average Cycle Time was defined as average 

number of business days between “HIV Diagnosis Date” and “Date of 1st HIV Medical Care 

Appointment”.  Subrecipients were able to identify the lag in the process and suggest 

improvement to senior management team. Percentage Linked to Care within 30 days was defined 

as percentage of newly diagnosed Ryan White clients within in the previous 12 months who had 

a medical visit within 30 Days of diagnosis. Utilizing Percentage Linked to Care within 30 Days 

as performance measure allowed comparisons across subrecipients and subservices.  In 

CAREWare, custom measures and reports were created to track and measure linkage to care 

through the duration of the project. The QI tool, Pareto chart, was useful to identify subrecipients 

having the most impact on the Linkage to care percentage in the Part A program. Linkage to 

Care rates have improved; those who received a rapid entry service having the highest 

percentages when compared to clients receiving patient navigation and to Part A clients overall. 

At the completion of the project, recommendations for best practices will be given to 

subrecipients to improve the linkage processes and support resource planning. 

 

Table 18. Linkage to Care within 30 Days 

Year Part A Clients Rapid Entry Clients Patient Navigation Clients 

2015 24% - 56% 

2016 49% 86% 73% 

2017 69% 91% 78% 

 

STI Screening – Health Outcomes:  Performance measure data for chlamydia and gonorrhea 

screenings are reviewed quarterly as of part of HAB measure portfolio. The RWPA QM team 

was able to identify trends and discrepancies in the measure by subrecipient. Subrecipients were 

notified of performance declines and an improvement plan was implemented. One subrecipient’s 

data quality check identified that the CAREWare measure was not pulling entered information, 

i.e. “Gonorrhea” versus “GC Urine”. Another subrecipient standardized their clinical lab orders 

within their EMR to include screenings, and increasing the number of screening performed. With 

training and standardization of clinical workflow, subrecipients were able to improve screening 

rates.  

 

Client Wait-time – Patient Satisfaction: The Atlanta EMA Part A uses the client feedback to 

make program changes to increase client satisfaction and reduce barriers to care. In an EMA 
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Consumer Survey, 55% of respondents identified “the time I had to wait for an appointment” as 

being an area of concern. As a result, the RWPA office has piloted a quality improvement 

study with a subrecipient to evaluate office visit cycle time, amount of time between check-in 

to check-out. QI tools, flowchart and spaghetti diagrams, were used to map the office visit 

process (Table 19). Wait-time, contact time with staff, and cycle time averages were measured 

for 5 different appointment types. Clients waited on average 44 minutes either in the lobby or 

an exam room, and spent an average of 28 minutes with staff. Average cycle time was 1 hour 

and 10 minutes. The goal is to have wait-time equal to or less than contact time. Three 

appointment types were identified for opportunities for improvement: lab visits, new patient 

visits, and follow-up medical visits. Modifications are being made to the office visit process 

and new data sample will be collected and analyzed for comparison. 

 

Table 19. Average Time in Minutes for Office Visit Cycle 

Appointment 

Type 

Wait-time Contact  Time Cycle Time 

Lobby Exam Total Wait-time Contact Time Check-in to Check-out 

ADAP/BC 0:08 0:01 0:09 0:34 0:43 

Lab Visits 0:28 0:12 0:40 0:10 0:50 

Medical Visit 0:32 0:29 1:01 0:25 1:20 

New Patient 0:24 0:44 1:08 1:06 2:10 

Nurse Visit 0:29 0:14 0:44 0:05 0:49 

Averages 0:24 0:20 0:44 0:28 1:10 

 

CQM data were utilized to signal data quality checks, implement quality improvement tools such 

as flowcharts, Pareto charts, and cause-effect diagrams, and conduct projects to improve patient 

care, health outcomes, and patient satisfaction. Linkage to Care within 30 days has increased 

by 187%  by examining the linkage to care process within the EMA, identifying inefficiencies 

and opportunities for improvement using the Define-Measure-Analyze-Improve-Control 

(DMAIC) methodology and quantifying the process. Chlamydia and Gonorrhea screening rates 

improved as a result of training and changes in lab ordering. Client satisfaction is anticipated to 

increase with the reduction of clinic wait-times. Subrecipients received QI trainings and were 

provided support for process improvements. Changes in the system delivery occurred such as 

changes in data collection, appointment scheduling, care coordination and clinical workflows. 

Data is used in long-range planning by defining allowable services within service category based 

on best practices and incorporating improvement strategies into policies and standards of care.  

 

ORGANIZATIONAL INFORMATION 

A. Grant Administration 

1)  Program Organization  

a) Part A and MAI funds awarded to the Atlanta EMA- Attachment 10  
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b) Contractors: The RWPA Part A funds are not administered by a contractor or fiscal agent.  

 

2) Grant Recipient Accountability 

a) Monitoring 

i. The three most common program and Subrecipient findings identified during the  

FY2017 annual site visits of each subrecipient or during desk audits are: 1) documentation 

issues such as missing signatures or missing signed copies of Client Rights and 

Responsibilities; 2) the absence of updated eligibility documents; and, 3) a lack of clear 

documentation of internal controls.   The process and timeline for corrective actions is set 

forth in the RWPA’s Program Manual of Policies and Procedures and Programmatic Policy 

and Procedures (PPPN)-034 Programmatic Site Visits, PPPN-064 Corrective Action Plans 

(CAP), and Fiscal Policies and Procedures (FPPN)-007 Fiscal Site Visits 

www.ryanwhiteatl.org. In short, the first step is the provision of technical assistance. If further 

action is necessary, CAP are submitted by subrecipients to remedy citations and 

recommendations issued as a result of program monitoring and describe the action the 

subrecipient will take to address the citations and/or recommendations. The CAP must describe 

the remedial action (the change in policy, procedure, or process to correct the issue), the target 

implementation date, and the follow-up process describing how changes will be monitored or 

incorporated into an internal CQI process. The subrecipient has fifteen calendar days submit 

the completed “Corrective Action Plan Form” and submit to the subrecipient’s designated 

Project Officer. The Project Officer provides the subrecipient with written notice of approval 

or denial of the CAP within five business days.  After all findings have been cleared and all 

corrective actions implemented, the RWPA Project Officer will send a letter to the subrecipient 

indicating all issues have been resolved.  Failure to implement a CAP will result in sanctions 

which can include, but not be limited to, disallowing expenses, suspending reimbursements, or 

terminating the contract. 

 

ii. The process for ensuring subrecipient compliance with single audit requirements in  
Subpart F of (45 CFR part 75) begins with the RFP which sets forth the audit requirements 

with which successful applicants must comply. The Fulton County Part A contract includes 

language requiring compliance with: “Standards for Audit of Governmental Organizations, 

Programs, Activities and Functions"; Federal standards for financial management set forth in 

45 CFR 75 – Uniform Administrative Requirements, Cost Principles, and Audit Requirements 

for HHS Awards. Subrecipients expending $750,000 or more during the fiscal year in Federal 

awards must have a Single or Program Specific audit conducted for that year in accordance 

with 2 CFR 75 Subpart F – Audit Requirements.  The audit must be prepared by an 

independent Certified Public Accountant. Contractors must send one copy of the audit to the 

RWPA Director and one copy to the Director of Finance, within 180 days following the close 

of Contractor's fiscal year. At the County’s discretion, this time period may be extended 

beyond the 180 days. Subrecipients expending less than $750,000 during the fiscal year in 

Federal awards agree to have a financial statement audit conducted annually by an independent 

Certified Public Accountant and further agree to send one copy of the audit to the RWPA and 

one copy to the Director of Finance, Fulton County Government, within 180 days following 

the close of Contractor's fiscal year. At the County’s discretion, this time period may be 

extended beyond the 180 days. Audits are reviewed by RWPA Project Officers, the Director, 

the Fiscal Manager, and the Finance Department’s Grants Administrator. 

http://www.ryanwhiteatl.org/
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iii. Subrecipient single audit or program-specific audit reports findings:  
There were no material weaknesses with any of the audits. There were deficiencies noted with 

five agencies. There were five deficiencies related to non-Ryan White federal awards: failure to 

adequately record attorney and paralegal time, failure to obtain from subcontractor certified 

payrolls for each week in which contract work was performed on construction contracts, failure 

to perform risk assessments for subrecipients under a HUD grant, a reporting error on a form 

submitted to HUD, and failure to submit a required report to HUD. As none of these 

deficiencies were related to programs with which our Ryan White Office has any authority or 

involvement our role will be limited to reviewing subsequent audits to determine if the issue has 

been corrected and ensuring that these issues are noted in the risk assessment for the 

subrecipients involved.  

 

There were eight deficiencies related to financial statements: a Board of Health operates on 

Georgia Department of Health budgeting and reporting requirements and not on Generally 

Accepted Accounting Principles reporting requirements and was not experienced in the 

conversions and disclosures necessitated by Governmental Accounting Standards Board 

Number 34 requirements; there was a lack of appropriate segregation of duties, need for training 

on duties related to year end accounts payable accruals, need for training on proper procedures 

for closing out budgets at the end of each grant year, need for internal controls to ensure that 

bank accounts are being reconciled properly and in a timely manner, need to improve process in 

place to properly record equipment additions in the General Fixed Asset Summary, need to 

strengthen existing policies and procedures to ensure all vendor payments that should be 

accrued as of the year-end are recorded. During FY2019 fiscal site visits, the Finance 

Department’s Grants Management staff will evaluate progress on correcting deficiencies and 

determine the impact on the subrecipients’ risk assessments. Following the fiscal site visit it will 

be determined whether a corrective action plan will be required.  

 

One agency had audit findings (that were neither material weakness nor significant deficiencies) 

that were required to be reported in accordance with 2 CFR 200.516(a). These were related to 

Ryan White grants (CFDA 93.914) that the agency received from other states and/or EMAs. 

One was related to inadequate eligibility re-certification documents – in response the agency 

implemented procedures in which patients pending recertification are to be classified as “Ryan 

White” expired in their tracking system until eligibility is confirmed. The second was related to 

Level of Effort and failure to meet goals which the agency indicated was due to individuals 

obtaining third-party health coverage and becoming ineligible for certain Ryan White-funded 

services – the agency will work with the funder to revise goals accordingly.  

 

b) Third Party Reimbursement 

i. The process used to ensure that subrecipients are pursuing third party 

reimbursement  begins with the RFP which informs applicants that Ryan White funds may 

not be used to provide items or services for which payment has already been made or can 

reasonably be expected to be made by third party payers and that subrecipients will be 

expected to make every reasonable effort to ensure all uninsured clients enroll in any health 

coverage options for which they may be eligible, including Medicaid, CHIP, Medicare, and 

employee-sponsored health plans and health plans offered through the Marketplace.  The 
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RFP states that service providers must work “vigorously” to enroll clients in all third party 

benefit programs for which they are eligible. This includes Medicaid, Medicare, and private 

insurance, including employer-sponsored plans and those plans available through the Health 

Insurance Marketplace. Applicants must discuss efforts made to ensure that alternate sources 

of payments are pursued. Once subrecipients are selected, they contractually agree that: 

“funds will not be used to make payments for any item or service to the extent that payment 

has been made, or can reasonably be expected to be made, by another third party benefits 

program or by an entity that provides services on a prepaid basis.”   

 

ii. Process to conduct screening and eligibility to ensure payor of last resort. The 

RWPA’s Client Eligibility policies and procedures addresses third party reimbursement:   

 For each client served, subrecipient agrees to provide documentation upon request 

which indicates the subrecipient’s efforts to determine if a client has an eligible third-

party payment and the process for vigorously screening and enrolling clients in all 

programs for which they are eligible to ensure that Part A funds are the payor of last 

resort.   

 Screening for other available programs is a required step in the eligibility process. 

Determining whether an applicant/client is already participating in local, state, or 

federal programs is necessary to eliminate duplication of services and adhere to 

federal requirements associated with the funding of the programs.   

 A client may not be eligible for services from the Ryan White Part A program if the 

client is already receiving or is eligible for the same benefits/services from other 

programs. The services provided by Ryan White Part A may be used for HIV-related 

services only when no other source of payment exists. This requirement does not 

preclude an individual from receiving allowable services not provided by other local, 

state, or federal programs or pending a determination of eligibility from these other 

programs. During programmatic and fiscal site visits, RWPA must walk the site visit 

team through the process used to determine third-party eligibility. A random sample 

of client charts is audited to ensure that client was evaluated for third-party payment 

sources. Additionally, subrecipients have been advised of HRSA policy updates and 

will be expected to vigorously pursue eligibility for other funding sources and to 

make reasonable efforts to secure non-Ryan White funds whenever possible for 

services to individual clients. Subrecipients that provide Medicaid-reimbursable 

services must be Medicaid certified. RWPA permits subrecipients to utilize RWPA 

funds to pay for insurance verification systems (e.g., Passport) to ensure that clients 

are screened for third party payers upon each service visit, as appropriate. EMA 

policy and procedures require that personnel files contain annual certification that an 

employee is aware of requirements surrounding third party reimbursement. 

 

iii. Monitoring and tracking the source/use of earned program income. RWPA does not 

provide direct client services and does not earn program income. Subrecipients are guided by 

the RWPA policies related to “Program Income/Income from Fees for Services Performed” 

and items which will be verified during monitoring visits:   

 Subrecipients must implement billing and collection policies and procedures for 

reimbursement from third party payers.  
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 Subrecipients must document billing and collection of program income. Subrecipients 

should use the RWPA’s Program Income Summary Worksheet.   

 Subrecipients must have documentation of accounts receivable.   

 Subrecipients must report program income documented by charges, collections, and 

adjustment reports or by the application of a revenue allocation formula. These 

reports must be submitted with each Quarterly Report.  

 Subrecipients must retain program income derived from Ryan White-funded services. 

Program income must be used for the purposes for which the award was made, and 

may only be used for allowable costs under the award. Program income may be 

utilized for elements of the program that are otherwise limited by statutory 

provisions, such as administrative and clinical quality management activities that 

might exceed statutory caps, or unique services that are needed to maintain a 

comprehensive program approach but that would still be considered allowable under 

the award.  

 Under the uniform administrative requirements, to the extent available, subrecipients 

must disburse funds available from program income, rebates, refunds, contract 

settlements, audit recoveries and interest earned on such funds before requesting 

additional cash payments from the RWPA.56 

 

Project Officers and the Fiscal Manager monitor compliance through a review of client files 

and the quarterly Progress Reports indicating income generated through third party billing.  

This includes: Review of billing and collection policies and procedures; Review of billing 

and collection process; Review documentation of accounts receivable; Review file of 

information on Medicaid status; Review file of contracts with Medicaid insurance 

companies; If no Medicaid certification, review documentation of current efforts to obtain 

such certification; If certification is not feasible, review subrecipient’s waiver request as 

appropriate; Monitoring to ensure appropriate billing and tracking of program income; 

Review subrecipient reporting of program income to RWPA; Review systems for tracking 

and reporting program income generated by Ryan White services; Review of Quarterly 

Reports regarding collection of program income; and monitoring of medical practice 

management system to obtain reports of total program income derived from Ryan White Part 

A activities. 

 

c)  Fiscal Oversight  

i. Coordination of activities: The RWPA works with internal staff, with Finance 

Department staff, and Purchasing and Contract Compliance staff to ensure that funds are 

used efficiently and for the purposes intended. RWPA has policies, procedures, and protocols 

which govern fiscal monitoring and fiscal accountability.  RWPA staff meet with the Fulton 

County Finance Department to establish the budget for the Fiscal Year (this occurs after the 

partial award from HRSA and the final award);  monthly review of budget revision requests 

with Fiscal Manager and Program staff; Fiscal Manager and Program staff review of Budget 

Spend Plans which are submitted by subrecipients quarterly for the first half of the year and 

monthly thereafter; the Fiscal Manager provides monthly reports to the Director and Deputy 

Director of unobligated balances; The Fiscal Manager provides Project Officers with 

monthly reports, generated from the County’s accounting system, showing payments 

processed and the fund source charged. This team meets quarterly during the first three 
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quarters of the Fiscal Year to review and reconcile discrepancies between the AMS 

Advantage system and RWPA Excel spreadsheets. During the fourth quarter meetings are 

held weekly to take whatever steps are necessary to ensure that funds are expended; 

Quarterly meetings are conducted between the Project Officers and the Fiscal Manager to 

discuss/review subrecipient budgets and formula, supplemental, MAI, and carryover 

expenditures and balances; the Fiscal Manager attends quarterly meetings with Finance 

Department staff to discuss status and resolve issues; the Fiscal Manager meets monthly with 

Planning Council Support staff and with the Executive Committee seven times per year to 

review expenditures. The Director and the Fiscal Manager work with the Finance 

Department for completion of the annual single-audit of the RWPA and to address any 

findings or concerns. The Fiscal Manager works with the Finance Department to complete 

the year end close-out and the Federal Financial Report. The Fiscal Manager prepares written 

and oral reports for the Planning Council which describe expenditures by fund source and, 

beginning in 2018, with expenditures by priority service category. Subrecipient unobligated 

balances are regularly tracked and funds are redirected in accordance with PC directives and 

budget revision approvals.   

 

ii. The process used to separately track formula, supplemental, MAI, and carryover  

funds: RWPA separately tracks formula, supplemental, MAI, and carryover funds in the 

County’s accounting management system (AMS Advantage) using unique cost centers. At 

the beginning of the year, RWPA staff determines which administration, quality 

management, and service category costs will be allocated to formula, supplemental, and MAI 

account codes. As provider invoices are analyzed and payments approved for services are 

made, the costs are posted to these unique cost center codes. RWPA program or 

administrative costs are also posted to these cost center codes. AMS captures and maintains 

the accounting history of all the expenditure transactions. RWPA uses AMS reports that 

identify actual year-to-date costs along with other internal grant expense tracking and 

forecasting reports to project the full year expenditures for the Part A and MAI awards. The 

Fiscal Manager monitors funds in the financial system and provides staff with bi-monthly 

reports which track all expenditures by fund source.  In addition, the Fiscal Manager 

maintains a detailed spreadsheet of the accounts by line item to track funds by funding 

source.  The Fiscal Manager also audits the budget on a monthly basis to ensure that Fulton 

County’s Finance Department has accurately applied all charges to the proper fund 

source.  As needed, the Fiscal Manager processes journal vouchers to correct any 

discrepancies found.  Subrecipients are provided electronic spreadsheets of approved budgets 

based on priority categories and approved line items within their contracts. Subrecipients are 

required to update and submit Excel spreadsheets along with their monthly invoices.  Project 

Officers audit invoices and distribute reimbursement requests among the appropriate fund 

source and provide subrecipients with an updated copy of spreadsheets with the approved 

reimbursement request.  These spreadsheets are linked into a master file which tracks 

expenditures by all subrecipients. In addition, the Fiscal Manager audits the approved 

invoices before processing for payment to ensure that charges are applied to the appropriate 

funding source. 

 

iii. The process for reimbursing subrecipients begins with subrecipient submission of  

“Cumulative Contract Expenditure Reports” and expenditure spreadsheets which are due to 
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the RWPA by the 20th working day following the end of the month. The information entered 

in the expenditures sheet will populate the appropriate fields of the monthly Cumulative 

Contract Expenditure Reports. The Cumulative Contract Expenditure Report is printed, 

signed by the appropriate Programmatic Designee and Fiscal Designee and submitted with 

the required supporting documentation (which provides detailed justification for the 

expenditure under each line-item).  The completed spreadsheet and signed expenditure report 

are forwarded to the Project Officer who reviews and reconciles monthly invoices to ensure 

that expenses equate to approximately one-twelfth of budgeted funds are accurately reported. 

Project Officers review invoices for accuracy and subrecipients are notified if additional 

supporting documentation is required. Project Officers complete a comparison of approved 

budget line items and supporting documentation.  Once complete and deemed satisfactory, a 

fund source is assigned to be charged for payment and the Excel spreadsheet. The Project 

Officers have three business days to process a correct invoice. Invoices are then reviewed 

and approved by the Director or Deputy Director and forwarded to the Fiscal Manager for 

entry into the accounting system of Fulton County’s Finance Department for processing/ 

disbursement of payment. Subrecipients receive reimbursement within 30 days of approval of 

invoice. During HRSA’s last site visit, the fiscal audit showed vendors were being paid 

within two weeks. 
 
B. Maintenance of Effort (MOE) Attachment 11  

1) Table 

2) Description  
 
iii. Budget  

iv. Budget Narrative 

A. Administrative Costs  

B. CQM Costs  

C. HIV Services Costs  

1) Core Medical Services Costs  

2) Support Services Costs  
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