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IV. MAI Annual Report Narrative 
Minority AIDS Initiative (MAI) funding was awarded to two agencies, Grady Infectious Disease 
Program (IDP) and Fulton County Board of Health (FCBOH), using different and unique 
approaches to target at-risk minorities and vulnerable populations. The use of MAI funding is 
consistent with the prioritization and resource allocation set by the Metropolitan Atlanta HIV 
Health Services Planning Council.  MAI funding supports subrecipients for a three-year funding 
cycle. During the second year of the MAI interventions, service utilization increased in 
comparison to the first implementation year. 

Table 1: FY2019 MAI Patient Demographics 

Race/Ethnicity FY2018 FY2019 

 Grady IDP FCBOH Total Grady IDP FCBOH Total 

Black or African-American 463 46 510 1126 162 1288 

Youth (18-24) 11 7 18 74 25 99 

Female (all ages) 180 5 185 315 2 317 

Transgender (all ages) 5 1 6 39 5 44 

Male (all ages) 278 40 318 772 155 927 

Hispanic/Latino 4 1 5 0 1 1 

Youth (18-24) 0 0 0 0 0 0 

Female (all ages) 2 0 2 0 0 0 

Male (all ages) 2 1 3 0 1 1 

Other 9 0 9 0 0 0 

Male 7 0 7 0 0 0 

Female 1 0 1 0 0 0 

Transgender 1 0 1 0 0 0 

Total 476 46 523 1126 163 1289 

 
Overall, service utilization increased from 523 clients to 1,289 clients in FY2019 as shown in Table 
1.  Black/African-Americans represented nearly all the clients served, with Black/AA males 
representing 72% of clients receiving MAI services. 
 

 Provide updated viral suppression rates with a narrative describing any improvement in 
outcomes.  
 

The three most disproportionately impacted minority populations included in the Atlanta 
EMA’s FY2019 application were Black/African-American Men who have sex with men (BMSM), 
African-American females and transgender females.  Specific age groups among BMSM were 
targeted including youth (ages 13-24) and adults (ages 25-44). Data showed continued gaps in 
these services for these populations in the EMA overall, justifying the need for ongoing targeted 
programs. Viral load suppression rates among these populations are as follows:  
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Chart 1: Viral Suppression Rates by subpopulations 

 
Chart 1 shows viral load suppression by subpopulations. Overall Viral Suppression rates increased 
among the subpopulations except Black/AA females. However, Black/AA females (82.0%) had 
higher percentages of viral suppression compared to the other subpopulations receiving MAI 
services. Transgender females (77%) fared better in FY2019 than in FY2018.  YBMSM had the 
largest percent change (68%) from FY2018 (38%) to FY2019 (63%). BMSM ages 25-44 (61%) viral 
suppression rates increased.  
 

 Describe how subrecipient performance, and/or changes in programming or interventions 
have impacted health outcomes during the budget period.  
 

Subrecipients were required to implement new or innovative approaches to serving target 
populations that go beyond Part A funded services. New for FY2019, the Priorities Committee 
emphasized the need 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. These changes in programming 
and interventions during the budget period affected subrecipients’ performance and impacted 
health outcomes of MAI clients. Chart 2 highlights the health outcomes of MAI clients 
compared to non-MAI clients in FY2019. 
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Chart 2:  Aggregate Health Outcomes of Part A Clients vs MAI clients at subrecipient sites 

 
FY2019 programmatic changes positively affected health outcomes of MAI clients. Chart 2 shows 
MAI clients fared slightly better from linkage to prescribed ART stage of the care continuum in 
comparison to Part A Clients overall at the subrecipient locations. Prescribed ART and Viral Load 
suppression rates differ by five percentile points or more.   
 
The first subrecipient, IDP, implemented the Enhanced Personal Contact (EPC) intervention 
facilitated by the Grady Retention Enhancement Assistance Team (GREAT), which demonstrates 
a team-based care coordination approach within outpatient ambulatory health services. 
Changes in programming during the budget period increased utilization of MAI services by IDP 
clients. Grady IDP aimed to serve 1,200 unduplicated clients and served 1,126 clients, a drastic 
increase from the 476 clients served in FY2018. Modifications occurred to ensure all MAI 
patients enrolled were receiving both the EPC and Specialty Pharmacy (SP) components by 
GREAT. In May 2019, the model was adapted, goals and objectives were updated and patients 
were designated to care teams. To strengthen the intervention overall, the following took place 
in FY2019:   
- A continued effort to get patients signed up in My Chart (the patient portal for Epic, Grady’s 

electronic medical record system) to help improve communication; 
- Routine training of staff that are in contact with patients at different access points, on 

Validated patient contact information at each visit, motivational interviewing, mental health 
first aid and other topics; 

- Improved the quality assurance around missed visit calls and follow-up appointments; 
- Monthly GREAT case conferences to include medical as well as behavioral health. 
Thus, the modifications to the intervention aim to improve adherence to ART through 
counseling and education by pharmacists and pharmacy technicians, pharmacy pick-up 
monitoring, and a medication delivery option.   
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Chart 3: Care Continuum for Patients in GREAT by subpopulation 

 

Chart 3 shows high percentages of engagement among all target populations. BMSM 25-44 years 
old (56%) were less likely to be retained in care while YBMSM (77%) had higher rates of retention. 
Percentages of prescribed ART was higher among Black/AA trans-identified females. Black/AA cis 
females had higher percentages in viral load suppression compared to the other subpopulations.  
 
The second subrecipient, FCBOH, implemented several partnerships and expanded 
opportunities to provide core medical and support services. The changes in programming and 
interventions during the budget period increased the infrastructure and capacity of FCBOH to 
provide care to at-risk populations. FCBOH MAI program served 162 clients; an increase from 
46 served in FY2018. Each MAI-funded intervention site aims to connect newly diagnosed and 
re-engaging clients to a mid-level practitioner within 3 days of enrollment and initiate ART 
immediately. MAI-funded nurse practitioners prescribe 30-day supply of ARVs at the following 
locations: 

 Neighborhood Union Center 

 Downtown 10 Park Place 

 Testing Mobile Unit 

 AHRC – English Avenue 

 AHRC – Little Five Points 
In March 2019, FCBOH solidified a partnership with two Fulton County Government 
Departments, the Office of Public Defender and the Sheriff’s Office, to provide medical care to 
PLWH transitioning from the jail into a drug diversion program.  This partnership includes 
constant communication with case managers and social workers to ensure HIV clients have 
access to a 30-day supply of ART once release from jail or upon entry into mandated drug 
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diversion program.  In June 2019, FCBOH received $55,624 of additional funding to provide 
supportive services to MAI clients. FCBOH expended $12,930.32 for non-medical case 
management services, $26,732.8 for Referral for Health Care & Support Services and $2,303 for 
Medical Transportation Services to complement MAI outpatient ambulatory health services 
(OAHS). In December 2019, FCBOH subcontracted with Atlanta Harm Reduction Coalition (AHRC) 
to provide OAHS to PLWH PWID at two community locations. AHRC hired and trained a nurse 
practitioner and linkage coordinator. Necessary supplies were secured to diagnose and treat 
PLWH including medications. 
 
Table 2. FCBOH intervention capacity changes  

Fiscal 
Year 

Staff Co-locations Services Population 

FY2018 1 Nurse Practitioner 2 Co-locations OAHS 

BMSM 
AA Females 

Trans -
Persons 

FY2019 
3 Nurse Practitioners 
1 Linkage Coordinator 
1 Non-medical Case Manager 

5 Co-locations 

OAHS 
Non-MCM 
Referral for Health 
Care & Support 
Medical Transportation 

BMSM 
AA Females 

Trans -
Persons 

PWID 

 
Improvements were made to the existing Prevention and Care Collaboration utilizing a mobile 
unit. FCBOH partnered with their HIV Prevention funded program to provide HIV Care on a HIV 
testing mobile unit. A nurse practitioner provides medical care and prescribes ART to newly 
diagnosed clients due to rapid testing by prevention staff.  Challenges experienced in FY2018 
were related to scheduling conflicts and mechanical issues of the mobile unit, which led to 
fewer visits conducted by the nurse practitioner. In FY2019, FCBOH hired a supervisor to 
coordinate the scheduling of the unit for both FCBOH and community partner events funded 
through enhancement funds from the Fulton County Board of Commissioners.  This hire 
streamlined services and the frequency and presence of HIV Prevention and Care in the 
community.   
 
Chart 4. Care Continuum of FCBOH 
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Chart 4 shows the linkage to care and prescribed ART for MAI clients are on par with non-MAI 
client outcomes suggesting the program changes emphasizes the initiation or engagement of 
care and immediate start of ART. 

 

 Describe any jurisdictional changes that may have contributed to the lack of improvement 
in health outcomes.  

 
FY2019 was a year of change as the jurisdiction increased community engagement for planning 
and collaborating on solutions related reducing new infections and achieving viral load 
suppression. The overall viral load suppression for MAI clients in FY2019 72%, eight percentile 
points less than the 80% viral load suppression rate of the total client population. Disparities still 
exist among BMSM ages 25-44 MAI clients. The main jurisdictional changes that may be 
contributing to lack of improvement are:  
 
Housing Instability: The City of Atlanta manages the Metropolitan Atlanta region’s Housing 
Opportunities for Persons with AIDS (HOPWA). HOPWA funds has been allocated to longer-
term tenant-based rental assistance. 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. There continues to be a huge housing 
gap for those who are considered chronically homeless.  During the summer of 2019, City of 
Atlanta underwent several administrative changes for the HOPWA program. Authority and 
responsitiblity of the program shifted between various departments within the city government 
to an outside contractor. Several HOPWA-funded agencies did not receive reimbursements 
from the City of Atlanta and could not cover the cost of HIV Clients housing subsidies. Many HIV 
clients in the jurisdiction were evicted from their homes or experienced housing instability. 
Clients referred for MAI services are susceptible to housing instability with 8% of MAI clients 
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experiencing either temporary or unstable housing in FY2019. HOPWA-funded entities are still 
experiencing challenges due to the backlog of outstanding reimbursements.  The Planning 
Council will continue to monitor the vitality of the HOPWA program through Housing 
subcommittee. The Housing Committee recognizes unstable housing is connected to adherence 
and retention in medical care of Ryan White Part A Clients 

Incarcerated PLWH: Several entities are vested in the care provided to PLWH incarcerated at 
the county jail. The Sheriff’s Office within Fulton County Government operates the Fulton 
County Jail. The Office of the Public Defender within the Fulton County Government manages 
the legal cases. While in custody, health services are provided to incarcerated persons through 
a contracted vendor. Upon release, FCBOH agreed to provide short-term transitional medical 
care to PLWH who are being admitted to a drug diversion program.  This partnership is guided 
by county leadership and HIV advisory committee. FCBOH collaborates with the case managers 
(Sheriff’s Office) and the social workers (Public Defender’s Office) to link client to a Nurse 
Practitioner for medical care upon jail release. Frequent changes in PLWH cases impacted 
engagement into care. Nearly all eligible MAI clients identified through this partnership were 
transferred to another county/city jurisdiction for additional detainment unable to be seen by 
MAI nurse practitioner.  

New Service Provisions: Changes during the priority setting and resource allocation process by 
the Planning Council affected MAI funding and scope of services. In FY2019, funds were 
allocated to Non-Medical Case Management, Referral of Health Care and Support Services, 
Emergency Financial Assistance, and Medical Transportation Services. Since the Part A grant 
was in the second year of grant cycle, only two subrecipients were eligible to request the funds 
for supportive services. Subrecipients expressed challenges in starting new service provisions, 
such as Emergency Financial Assistance with the funding available. Limitations of the 
procurement process did not allow for funding allocations for the supportive services to be fully 
awarded at the level of intent. FCBOH was the only MAI provider awarded additional funding 
for supportive services. Remaining un-awarded funds were reallocated to OAHS.  

 

 Describe the interventions that had the greatest impact on improved outcomes, including 
how interventions reduced barriers and challenges.  

Regardless of the method the subrecipient opted to implement, all strategies had the common 
goal of reducing barriers to engaging and retaining clients in care to achieve viral load 
suppression.  Each subrecipient experienced different barriers and challenges during the 
implementation of the initiative. Many of the challenges experienced by MAI clients include:  
 A growing patient population that continues to present with late stage illness,  
 Stigma that often causes patients to enter care late or to fall out of care for long periods of 

time,  
 Patients with multiple and serious co-morbidities. 
The common interventions listed below had the greatest impact on improving client health 
outcomes and addressing barriers: 
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Team-Based approaches:  IDP and FCBOH use multi-disciplinary teams to work with a set panel 
of patients at-risk for falling out of care.  Each team meet and discuss cases regularly to identify 
client needs and address a barrier to care.  Clear roles and regular communication is key among 
the team. IDP team collaborates to ensure retention monitoring efforts are made and the 
reviewing of Out Of Care list.  
 
Table 3. Team Composition 

Grady IDP FCBOH 
 Medical Provider 
 Nurse  
 Pharmacist 
 Patient Navigator 

 Nurse Practitioner 
 Case Manager (Sheriff’s Office) 
 Social Worker (Office of Public Defender) 
 Disease Investigator Specialist (DIS) 
 Non-medical Case Manager 
 Linkage Coordinator 

 
Barriers to retention and adherence identified during the initial medical visit are triggers for 
primary care providers to initiate referrals to the MAI team.  Both teams incorporate core 
medical services and support services. 
 
Care Coordination: Frequent communication is the key to care coordination. At each IDP 
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.i Monthly calls by pharmacy staff were provided to clients for medication therapy 
management. In addition to patient communication, it is important for staff to communicate 
with one another to coordinate services.  FCBOH Disease Investigator Specialist (DIS), 
Community Health Worker, and Non-medical case manager communicate regularly monitor 
appointments, anticipated jail release dates, RW Enrollment, ADAP and PAP applications to 
expedite linkage to care process for the newly diagnosed and re-engaging clients.  
 
Partnerships: Subrecipients are able to leverage resources by collaborating with stakeholders 

who share a common goal. IDP partners with Georgia DPH HIV Surveillance to obtain a dataset 

containing information on persons in the eHARS database who do not appear to have received 

HIV clinical care during a given time interval, generating an Out of Care (OOC) “watch list”. By 

matching Medicaid Administrative Care (MAC) data collected from select health districts and 

EMR data with an OOC “watch list” GREAT is able to generate a list of OOC individuals with non-

HIV-related clinic visit dates, facilities, and updated contact information for the previous 12 

months. GREAT can target care coordination efforts to those who are in need of care.  FCBOH 

were able to expand HIV Services to incarcerated persons and PWID and because of 

partnerships with Fulton County Jail and AHRC. The additional FCBOH co-locations are located 
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within the communities that are impacted by HIV.  To address mental health barriers clients 

may experience, FCBOH   partnered with the Fulton County Department of Behavioral Health & 

Disabilities (BHD) in October 2019. Medication adherence and viral suppression activities for 

MAI clients are supported through the Community Linkage Adherence Support Services (CLASS) 

program lead by BHD to serve participants newly diagnosed with HIV and at high risk for failure 

to link or be retained in HIV treatment. CLASS utilizes treatment linkage navigation services 

focused on addressing the social and behavioral health disparities often at the root of 

engagement and retention in HIV treatment for newly diagnosed Black MSM, Latino MSM and 

Trans persons.  Clients in CLASS are seen once a week for the first 4 weeks then gradually 

stepped down to once per month at a minimum based on progress and need.  Clients will 

create a Life Action Plan and receive support to address their goals through the navigators that 

are part of the CLASS program.  Those that are experiencing mental health crises receive 

immediate therapeutic intervention through the Lead Navigator who is a Licensed Professional 

Counselor.  

 
Psychosocial Support and Supportive Services – Support staff are on both teams to provide 
educational sessions to help the patient understand HIV, labs and talking with their provider. 
Peers are often in the role of CHWs and patient navigators trained on subrecipient processes to 
aid client in lifestyle adjustments and navigating the health care network. The GREAT team 
emphasizes the importance of building rapport with clients and establishes a personal 
relationship with the patient during an initial face-to-face meeting. Subsequently, staff remains 
in contact with the patient throughout the duration of the study.  
 
By providing a team-based care coordinated approach to client care, MAI initiatives are able to 
address the severe health challenges in a timely manner. Building rapport, providing education, 
and supporting clients help reduces stigma one may feel by engaging in care and sets the 
foundation for trust.  
 
 

i Mugavero MJ, Westfall AO, Cole SR, et al. Beyond core indicators of retention in HIV care: missed clinic 
visits are independently associated with all-cause mortality. Clinical Infect Dis 2014; 59:1471–9 

                                                           


