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PROJECT NARRATIVE 

 
INTRODUCTION   

 The purpose of the Atlanta EMA Ryan White Part A program is to improve the 

availability and quality of care for low-income, uninsured, and underinsured individuals 

and families affected by HIV in the 20-County Atlanta Eligible Metropolitan Area 

(EMA). Funds support a continuum of care, including both core medical and support 

services. Ryan White Part A funds will be used to address service needs and gaps as the 

implementation of the Affordable Care Act continues. Funds are also used to support the 

quality management program and Metropolitan Atlanta HIV Health Services Planning 

Council, the planning body that establishes service priorities and allocates funds in the 

EMA. 

 
NEEDS ASSESSMENT  
1. Jurisdictional Profile 

(1) See table below: Incidence and Prevalence of HIV/AIDS, Atlanta EMA.  

 From 1981 to the end of 2011 the cumulative number of reported cases of AIDS in the United 

States (50 States and DC) was 1,138,211 (statistics for 2012 and 2013 are not yet available from 

CDC) of which 518,163 (46%) were reported as living through 2010.
1
 The South is the epicenter 

of this disease with 447,686 cases (39% of cases nationally) which is 31% greater than the 

Northeast, 94% greater than the West and 3.7 times greater than the Midwest. This trend has not 

changed in the last 5 years.
1
 

 In Georgia there have been 76,363 cases of all stages of HIV infection reported through 

December 2013.
2
 Georgia had the 6

th
 highest number of AIDS cases among states in the US 

through 2011.
1
 A subtotal of 50,500 (66%) was reported as living with all stages of HIV 

infection through 2013.
2  

 

 The Atlanta Eligible Metropolitan Area (EMA) has had 51,992 cases of all stages of HIV 

infection reported through 2013 (68% of all Georgia cases), an 11% increase since 2011.
2, 3

 A 

subtotal of these (35,560) was living at the end of 2013. Of the 35,560, 68% were classified as 

AIDS.
2,3

 National data ranked the Atlanta Metropolitan Statistical Area (MSA) as the 3
rd

 highest 

in AIDS diagnoses during 2011 between all MSA’s and the 6
th

 highest in cumulative cases.
1
 

Atlanta-Sandy Springs-Marietta, the Atlanta MSA, is the core of the Atlanta EMA. Only 3 years 

ago the Atlanta MSA was the 14
th

 highest highlighting the marked increase in infections. 

 

Incidence and Prevalence of PLWHA, Atlanta EMA 
3
 

  
  

CY 2011 CY2012 CY2013 

Incidence Prevalence Incidence Prevalence Incidence Prevalence 

HIV non-AIDS 1,433   13,696  1,430   15,121  1,358   16,476  

AIDS 679   17,960  649   18,574  531  19,084  

 Totals 2,112  31,656  2,079    33,695  1,889    35,560  

                                                           
1
  HIV Surveillance Report 2011; Vol. 23. CDC and Prevention (the most recent data available). 

2
 HIV Surveillance Summary, Georgia, 2013. Georgia Department of Public Health, HIV/AIDS Epidemiology 

Program. 
3
 eHARS v3.3. Georgia Department of Public Health, HIV/AIDS Epidemiology Program, August 2014, database 

frozen 6/30/14. 
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 Through the end of 2013 there were 35,778 people known to be living with HIV infection 

and AIDS (PLWHA) in the EMA (a subset of 218 of this number of PLWHA are excluded from 

analysis due to their changing clinical condition and incomplete essential data elements, 

especially zip codes; therefore, we will use the total number of PLWHA as 35,560).
3
 This 

represents an increase of 12% since 2011 (31,656 cases) and 5% from 2012. PLWHA represent 

651 cases per 100,000 of the population of the Atlanta EMA; almost double the national case 

rate of 339/100,000. There were 19,084 living with AIDS (PLWA) and 16,476 were living with 

HIV non-AIDS (PLWH).
2, 3

  

 The number of newly diagnosed cases of all stages of HIV infection has declined slightly 

from 2,112 in 2011 to 1,889.
2, 3

 No adjustments have been made for reporting delays. A major 

increase in the number of reported cases (5,948 cases) was seen in 2012 as a result of an increase 

in electronic lab reporting in the state and EMA, an aggressive campaign to collect and enter all 

lab data not previously entered, a thorough review of the National Death Index and a probable 

increase in newly reported cases, the extent of which cannot be clearly determined. 

 Ryan White Part A-funded sites provided services to 13,574 clients of all stages of HIV 

infection in 2013 (an additional 52 clients could not be included due to missing zip codes that did 

not allow a County designation); 6,231 had AIDS and 7,212 had HIV non-AIDS (117 were HIV 

negative but affected and 14 had unknown HIV status). This has increased 7% from 12,685 in 

2011 and 4% from 13,007 in 2012.
4
  

 

(2) HIV/AIDS Cases by Demographic Characteristics and Exposure Category 

 The impact of HIV/AIDS on age groups, racial/ethnic groups, gender and HIV transmission 

category is detailed in Attachment 3: HIV/AIDS Demographic Table. 

 

(3) Narrative  

a. Disproportionate Impact of HIV/AIDS 

 Within the EMA 72% of newly diagnosed cases in 2013 in which racial/ethnic origin was 

reported was African American, a proportion that has remained constant since 2011. The 

proportion that was White declined from 12% in 2011 to 8% in 2013 while that in Hispanics 

increased from 11% in 2011 to 17% in 2013.
2, 3

 African American clients comprised 78% of 

clients at the Ryan White Part A-funded sites, Whites comprised 19% and Hispanics only 5%. 

These proportions have not changed since 2011.
4  

 When race and gender are examined together, the disproportionate impact of HIV/AIDS on 

the EMA’s African American community is further highlighted. African Americans account for 

58% of all male and 75% of all female PLWHA in the EMA through 2013.
2, 3

 Whites made up 

19% and 7% respectively. Similar disproportions were seen in cases diagnosed in 2013 with 

African American males accounting for 51% and females 56%, White males contributing 7% 

and females 5%.
2, 3

 There were high numbers of No Identified Risk (NIR) and No Risk Reported 

(NRR) for 2013, 539 or 29% of cases.
2, 3 

 The figure below highlights the extent of the 

disproportion with 2013 cases above the axis line and 2011 below. 

                                                           
4
 Ryan White Part A CAREWare data, Fulton County, Atlanta, August 2014. 
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 Whereas the proportion of cases still indicates that Hispanics account for a relatively small 

percentage of cases, the increase in the number of infected Hispanics exceeds those in other 

racial/ethnic groups.  There has been an increase of 11% in the number of Hispanic PLWHA in 

the last 3 years from 2,904 in 2011 to 3,227 in 2013.
2.3

  

 The ages of PLWHA differ when comparing Whites to African Americans.  Among male 

PLWA, 11% of African Americans were aged less than 30 years compared to 2% of Whites. 

Among male PLWH, 30% of African American males and 9% of White males were aged less 

than 30 years. Further emphasizing the disproportionate impact on the young African American 

males is the 56% of African American males aged between 20 and 40 with HIV non-AIDS 

compared to 26% of White males of the same age. Among males living with AIDS, 31% of 

African Americans and only 9% of White males were aged between 20 and 40 years. Those aged 

50 or more account for 49% of all White male PLWHA through 2011 compared to 29% among 

African American males.  Among females, White PLWHA aged 50 or more accounted for 38% 

compared to 36% among African Americans.
2
, 

3
  

 There were 6,260 youth living with HIV infection in the EMA through 2013, with youth 

being defined as those aged between 13 and 25 years. Of these, 5,006 (80%) infected youth in 

the EMA are African American further highlighting the disproportionate impact of this disease.
3
 

Among clients of Ryan White Part A-funded sites that are youth as defined above, 762 of the 844 

clients (90%) were African American in 2013.
4
  

 It has been estimated that there are about 21,000 homeless individuals in the EMA of which 

10% (2,100) are infected with HIV.
5
 Data from Ryan White Part A-funded sites in 2013 

indicated 835 (6%) of all people receiving any service were homeless or living in unstable 

housing.
4
 The 2011 Atlanta EMA Consumer Survey found 27% of interviewees (PLWHA) were 

homeless or housed in unstable conditions and of this number 13% were living on the street or in 

a shelter.
6
 

 In calendar year 2013, there were 21,166 inmates released from Georgia Correctional 

Facilities of which 9,400 (44%) were from the EMA. Of these 289 were known to be infected 

with HIV in 2013.
7
 This number did not include those unaware of their infection or those in 

smaller county jails. Of the 902 currently in the correctional system, 783 (87%) are taking 

antiretroviral therapy. A similar proportion of released inmates with HIV infection were taking 

antiretroviral therapy, with 251 on therapy and 38 unknown. In the general population of 

                                                           
5
 The 2012 Point-in-Time Estimate of Homelessness, Volume 1 of the 2012 Annual Homeless Assessment Report, 

The US Department of Housing and Urban Development, Office of Community Planning and Development, Dec 

2012. 
6
 2011 Atlanta EMA HIV/AIDS Consumer Survey. SEATEC, Department of Family Medicine, Emory University, 

Atlanta, GA. 
7
 Annual Profile of Inmate Releases, p87. Georgia Department of Corrections. 2013. 
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PLWHA in the EMA, the proportion taking antiretroviral therapy is 88%.
8
 Thirty-nine percent of 

released inmates had drug problems and 7% were convicted for sexual crimes.
7
 These high-risk 

activities provide a great potential for further spread of HIV while incarcerated or on release to 

the wider community.  This is supported by blood testing of inmates that found among those 

released, 2% were infected with HIV, 88% of whom were male. In addition, 1.4% had syphilis.
7
 

 

b. Populations of PLWHA in the EMA that are underrepresented in the Ryan White 

Program-funded system of HIV/AIDS primary medical care 

 The younger PLWHA are underrepresented in the Ryan White funded clinics. The median 

age of PLWHA in 2013 was 33 years compared to 43 years of those attending Ryan White Part 

A-funded sites.
2, 3, 4 

 Although there are many PLWHA in the Ryan White Part A-funded system of primary 

medical care who are African American, White, male and female, there are still many more not 

accessing or receiving care. The epidemiological data presented in Attachment 3: HIV/AIDS 

Demographic Table, along with CAREWare data, were used to determine underrepresentation.
2, 

3, 4 
 

 There are a number of populations that are not represented in these sites to the same degree 

as the PLWHA in the EMA. The most significantly under-represented are the younger PLWHA. 

In particular: 

 Those aged in their 20’s: 

o PLWH - 42% of newly diagnosed, 36% of PLWH, 22% of Ryan White clients 

o PLWA - 31% of PLWA, 8% of Ryan White clients 

 Those aged in their 30’s: 

o PLWA - 36% of PLWA, 20% of Ryan White clients 
Those with a diagnosis of AIDS make up 55% of PLWHA in the EMA but only 47% of 

PLWHA in Ryan White care; males represent 74% of Ryan White clients compared to 78% of 

PLWHA in the EMA; Whites represent 16% of Ryan White clients but 22% of PLWHA in the 

EMA.
2, 3, 4

 

 

c. New emerging populations among PLWHA in the EMA 

 There are no new emerging populations to be discussed in this section that were not discussed 

in last year’s application.  

 

2. Demonstrated Need 

A. Unmet Need  

 The EMA estimates that 43% of persons diagnosed, reported, and presumed to be living with 

HIV or AIDS are not currently in care. This estimate represents 48% of persons diagnosed, 

reported and presumed to be living with HIV (non-AIDS) (PLWH) and 39% of people 

diagnosed, reported and presumed to be living with AIDS (PLWA). 

(1) See Attachment 4: Unmet Need Framework.  

(2) Percentage of Unmet Need for PLWA and PLWH for CY 2011, 2012, and 2013 are included 

in the table below.   

 

                                                           
8
 Medical Monitoring Project, Georgia Department of Public Health, 2010. 
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Number and Percent of Unmet Need for PLWA, PLWH and PLWHA for CY11, 12 and 13. 

Year #PLWA %PLWA #PLWH %PLWH #PLWHA #PLWHA 

2011 7,142 43% 5,143 43% 12,285 43% 

2012 7,727 41% 6,964 46% 14,691 43% 

2013 7,346 39% 7,982 48% 15,328 43% 

 

 The table shows that overall, the percent of people in the Atlanta EMA who are HIV infected, 

aware of their HIV status and not in care has remained constant at 43%. There have been 

fluctuations among those diagnosed with AIDS and Persons Living with HIV/non-AIDS over the 

three year period 2011-2013. There has been a steady decline in the percent of PLWA who are 

not in care, falling from 43% in 2011 to 39% in 2013. The increased number of PLWA reported 

between 2011 and 2012 is likely due to increased efforts by the Georgia Department of Public 

Health (DPH) Epidemiology Section to address the backlog of cases not entered into the system 

and the increased number of sites able to report electronically. The number and percent of 

Persons Living with HIV who are aware of their HIV status (PLWH) and not in care have 

increased from 43% in 2011 to 48% in 2013. This increase may be due to enhanced counseling 

and testing of high-risk populations in the EMA. Efforts in place to reduce the unmet need 

include linkage coordinators funded by the CDC’s Prevention Program in five of the EMA’s 

county health departments – Fulton, DeKalb, Clayton, Cobb and Gwinnett – to ensure linkage to 

care for newly diagnosed clients in the counseling and testing sites.  In addition, Part A has a 

funded a pilot patient navigator program to assist the linkage coordinators at the same sites. 

(3) Description of how these Unmet Need trends are reflected in planning and decision-

making.  

a. Demographics: In 2013, 43% of all PLWHA in the Atlanta EMA were aware of their HIV 

status but did not receive care. PLWH were more likely to be out of care than PLWA (48% 

vs. 39%).  Among racial groups, African American PLWH were more likely have unmet 

need (53%) compared to White PLWH (40%) or Hispanic PLWH (34%). White PLWA 

(45%) had a higher unmet need than either African American PLWA (40%) or Hispanic 

PLWA (26%). By age group, PLWH aged 25-29 years had the highest unmet need at 54%, 

followed by PLWH aged 30-34 at 53%. Among PLWA, those aged 65 or older had the 

highest unmet need of any age group at 51%. Among those with an identified risk factor, 

PLWH with Injecting Drug Use (IDU) risk factor were more likely to be out of care than any 

other risk group, with 54% having unmet need compared to 45% of Men who have Sex with 

Men (MSM) and 49% of MSM/IDU. PLWA with IDU risk factor were also more likely to be 

out of care than other risk groups at 54% compared to MSM (39%) and MSM/IDU (47%).  

Unmet need for White MSM PLWA was higher than non-White MSM PLWA (46% vs. 

37%).  The opposite is true for PLWH who had MSM as an identified risk. Among non-

White MSM PLWH, unmet need stood at 47% compared to 38% for White MSM PLWH. 

The largest concentration of unmet need cases resides in two of the 20 counties that comprise 

the Atlanta EMA: Fulton and DeKalb.  
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Location: Of the EMA’s population, 66% reside in the five most urbanized counties: Fulton, 

DeKalb, Clayton, Cobb and Gwinnett. The largest concentration of unmet need cases resides 

in two of the 20 counties that comprise the Atlanta EMA: Fulton and DeKalb. An analysis of 

zip code data for living cases and unmet need at the end of December 2013 identified 279 zip 

codes across the Atlanta EMA 20 county area that included at least one person living with 

HIV/AIDS who were not in care. Of these 279 zip codes, 141 zip codes indicated an unmet 

need of >10 persons. Zip codes with >100 cases made up 17% (n=47) of all zip codes, and 

those with > 200 cases made up 7% (n=18). Efforts to target the zip codes with the highest 

unmet need include outreach for the Atlanta Area Outreach Initiative and primary care sites 

to return persons to care. Zip code data have been mapped along with agency locations to 

assure that services are available to the populations at highest risk. The Planning Council’s 

Assessment Committee used unmet need data in a report developed to identify and locate 

PLWHA with disparate health outcomes within the 20 county EMA. The report found that 

the five zip codes with the most severe disparate health outcomes, such as hospitalizations, 

ER visits, instances of opportunistic infections, corresponded to the zip codes with the 

highest number of PLWHA with an unmet need. The zip codes are concentrated in the high 

HIV prevalence areas of Fulton and DeKalb Counties. 
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b. Methods used to assess service needs, gaps, and barriers to care for people not in care. 

The Atlanta EMA collected data on service needs, gaps and barriers to care through a 

consumer survey that was conducted in 2011. A total of 715 PLWHA in the EMA completed 

the survey. The Priorities Committee used these findings during the 2015 priority setting and 

resource allocation process. The Committee also reviewed a report prepared by the 

Assessment Committee on populations and communities with disparate health outcomes. The 

report found that the zip codes with the highest concentration of PLWHA with unmet need 

are the same as the highly impacted population of African American males with the most 

significant poor health outcomes.  

 

c. Efforts to find people not in care and link them to primary care: The Atlanta EMA is 

engaging in efforts to find people not in care and link them to primary care in several ways.  

The EMA is examining unmet need for HIV care among subpopulations and working with 

agencies that target those subpopulations to enhance existing outreach efforts.   Part A is 

working with Part B, the Counseling, Testing, and Linkage (CTL) program, and the Fulton 

and DeKalb High Impact Prevention Program (HIPP) to enhance linkage to care for newly 

and previously identified positive individuals into care.  The EMA will continue to work on 

identifying and addressing barriers that clients face in accessing primary care services 

ensuring that all partners have information about services provided by Part A and working 

with Part B and the centralized case management agency to keep the staff responsible for 

answering the 1-800 Info Line aware of changes in the system of care. As additional 

PLWHA are brought into primary care, the Council will review the impact on the continuum 

to ensure the availability and accessibility of comprehensive services. For FY 2015, the 

Planning Council allocated $60,000 to continue the Atlanta Area Outreach Initiative (AAOI) 
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to bring HIV positive individuals into care. Additional information on the AAOI is found in 

section B. Description of Community Input Process. 

Primary care services include treatment adherence and health education/risk reduction 

counseling as standards of care. Disease status was also considered in allocations, 

specifically looking at the different levels of service utilization based on the progression of 

HIV disease.  The Council recognized there would be a corresponding need for allocations to 

other core services which facilitate access to and retention in care including medications,  

Oral Health, Substance Abuse, Mental Health, Medical Case Management and support 

services including medical transportation. 

Unmet Need results supported the continuation of currently funded components of the 

care system including: activities to re-engage individuals lost to care and bring them back 

into care (e.g., phone calls and letters after missed appointments), patient navigators to work 

with patients to ensure that they make their appointments, and linkages to care for individuals 

testing positive through Part A primary care sites, Part C early intervention clinics, and at 

HIV counseling and testing sites. Based in part on the Unmet Need results, Primary Care 

retained its #1 ranking and funding was allocated to address projected numbers 

accessing primary care. Additionally, Health Insurance Program (HIP) was changed in 

its ranking from #7 to #4. 

 

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

(1) EIIHA Data  

The 3 target populations selected are:  African American (AA)–MSM 15-29; AA–MSM 30-

45; and AA Heterosexuals (HET).  Data are included below on each of the populations for the 

period January 1, 2014 – June 30, 2014 from Evaluation Web, the HIV testing database. 

 

AA-MSM 15-29 Newly Diagnosed Previously Diagnosed 

a. Number of test events 2,021 2,021 

b. Number of positive test events 95 52 

c. Number of positive test events with client linked 

to/or re-engaged into HIV medical care  

59 31 

d. Number of confirmed positive test events  87 51 

e. Number of confirmed positive test events with 

client interviewed for Partner Services 

54 37 

f. Number of confirmed positive test events with 

client referred to prevention services 

80 50 

g. Number of confirmed positive test events who 

received CD4 cell count and viral load testing 

26* Data Unavailable** 

AA–MSM 30-45 Newly Diagnosed Previously Diagnosed 

a. Number of test events  884 884 

b. Number of positive test events 34 42 

c. Number of positive test events with client linked 

to/or re-engaged into HIV medical care  

18 26 

d. Number of confirmed positive test events  27 40 

e. Number of confirmed positive test events with 

client interviewed for Partner Services 

14 34 
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f. Number of confirmed positive test events with 

client referred to prevention services 

25 39 

g. Number of confirmed positive test events who 

received CD4 cell count and viral load testing 

11* Data Unavailable** 

AA Heterosexuals Newly Diagnosed Previously Diagnosed 

a. Number of test events  15,694 15,694 

b. Number of positive test events 57 44 

c. Number of positive test events with client linked 

to/or re-engaged into HIV medical care  

31 29 

d. Number of confirmed positive test events  40 44 

e. Number of confirmed positive test events with 

client interviewed for Partner Services 

29 36 

f. Number of confirmed positive test events with 

client referred to prevention services 

39 40 

g. Number of confirmed positive test events who 

received CD4 cell count and viral load testing 

3* Data Unavailable** 

*These data were provided from CAREWare only for those enrolled in Part A-funded primary care sites newly 

diagnosed in 2014. 

**Data for g. are not available in Evaluation Web.  Information from the DPH Surveillance Office indicates efforts 

are in place to include a bar code on the counseling and testing report forms in order to identify newly and 

previously diagnosed individuals in the eHARS/Laboratory database to monitor completion of CD4 and viral load 

testing for individuals. 

(2) FY 2015 EIIHA PLAN 

a. The planned activities of the EMA EIIHA Plan for FY 2015 including the following. 

 An updated estimate of individuals who are HIV positive and who do not know their 

HIV status is 9,453.  The estimate was calculated based on the number of living cases of 

AIDS and HIV 35,560 multiplied by .21/.79.  This is based on the most recent formula 

provided by the CDC to estimate the number of unaware. 

 The target populations are: African American (AA)–MSM 15-30; AA–MSM 30-45; 

and AA Heterosexuals. 

 The primary activities that will be undertaken include: 

o On-going testing in clinical and non-clinical sites 

o Completion of modification of CAREWare database to include counseling, testing 

and linkage data to monitor the HIV Care Continuum 

o Updates to partners on availability of primary care and other core and supportive 

services 

o Sharing of information on the Health Insurance Program (HIP) for financial 

assistance with premiums, co-pays, deductibles and co-insurance and the process to 

make application 

o Expansion of the patient navigator program to four additional primary care sites to 

assist linkage coordinators with enrollment and retention in care of newly diagnosed 

o Evaluation of unmet need data by zip code to determine locations with high 

community viral load in order to focus testing and outreach efforts 

 Major collaborations with other programs and agencies include: 
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o Participation of Part A Planning Council member on DPH Community Planning 

Group and Fulton County HIPP Planning Group 

o Grantee participation in routine conference calls regarding Care and Prevention in the 

United States (CAPUS) and Health Information Exchange (HIE) updates 

o Assisting CTL sites in verifying enrollment in primary care and receiving tests for 

CD4 and viral load 

o Monthly meetings with DPH and Part B leadership to monitor client enrollment into 

the Health Insurance Marketplace and its impact on current system of care within the 

EMA including ADAP and Health Insurance Continuation Program (HICP), and the 

new Health Insurance Program (HIP) 

o HIV Care Continuum updates provided by the DPH Surveillance Office 

o Planning Council Training on the HIV Care Continuum by DPH Surveillance staff 

o CAREWare data match with eHARS database to complete case reporting variables 

including gender, race, and risk 

o Participation in Metropolitan Atlanta Testing and Linkage Consortium meetings to 

keep up-to-date on all activities that might impact delivery of care   

 Planned outcomes of the overall EIIHA strategy include: 

o Seamless entry from CTL sites into primary care with services and strategies in place 

to retain clients in care 

o A coordinated system for CTL, prevention and treatment programs in the EMA that 

reduces duplication of services and maximizes all funding sources 

o Ongoing reduction in health disparities and access to care through geographically 

located primary care sites, provision of antiretroviral medications, and allocation of 

all Minority AIDS Initiative (MAI) funding to the treatment of minority populations 

b. The EIIHA Plan contributes to the goals of the National HIV/AIDS Strategy (NHAS) and 

the HIV Care Continuum Initiative through counseling, testing and linkage activities that 

identify, inform, refer and link HIV positive persons to: 1) reduce HIV infection through 

enrollment into primary care and; 2) increase access to care through the provision of 

geographically located primary care sites, access to HIV medications; 3) improve health 

outcomes through treatment options and activities that promote retention in care including 

mental health and substance abuse services; and 4) reduce HIV-related health disparities by 

addressing cultural issues to engage specific populations. 

c. The Unmet Need estimate informs and relates to the EIIHA planned activities by 

identifying populations aware but not in care by race, gender, age, and risk factor along with 

geographic location by zip code to assist Prevention Programs and the Planning Council with 

priority setting for counseling and testing and outreach efforts. 

d. The FY 2014 EIIHA Plan influenced the development of the FY 2015 EIIHA Plan.  

Evaluation of the FY 2014 Plan along with EMA epidemiological data indicated that the 

populations in the FY 2014 Plan continue to remain at highest risk for infection; activities to 

address the populations were initiated by the responsible parties but need additional time in 

place in order to evaluate the impact on the targeted populations, and outcomes remained the 

same since results can be monitored through HAB measures and chart review data. 

e. Legal barriers to routine testing include the partner notification requirement of Georgia 
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law as well as the disclosure to needle-sharing partners that is the barrier to implementing 

programs and activities that address prevention efforts for persons who inject drugs. 

Information provided by the State’s Prevention Program indicates that education efforts for 

physicians have been initiated on the CDC’s recommendation for routine testing for HIV.  In 

addition, there remains a very cautious atmosphere in the community when there is any 

consideration of revising the current AIDS statute because of stigma and fear of the final 

outcome. 

 The Department of Public Health was successful in modifying the current law (through 

Senate Bill 342) to allow DPH to disclose AIDS confidential information regarding persons 

who reported to be infected with HIV to a licensed health care provider whom that person 

has consulted for medical treatment or advice (Georgia Code 24-12-21). This change will 

assist in bringing out of care clients into care for their HIV infection. 

f. The three target populations chosen are:  African American (AA)–MSM 15-29; AA–

MSM 30-45; and AA Heterosexuals. 

 The target populations identified above were chosen for the following reasons: 

o The AA-MSM 15-29 population was chosen based on prevalence of HIV and the 

increase in the number of AIDS incidence cases reported over the last three years. 

o The AA-MSM 30-45 was identified based on analysis of prevalence data and the 

unmet need data indicating 42% AA-MSM aware of their status but not in care. 

o The AA Heterosexual population was chosen based on analysis of prevalence 

data indicating that African American women account for 75% of all women 

living with AIDS in the EMA. 

 Specific challenges 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 since they may have relocated and counselors are 

unable to contact along with the inadequate number of public health staff to assist all 

counseling and testing sites in locating and informing individuals of their status. 

Opportunities to work with the populations include 1) Outreach services conducted by 

community based organizations funded by the DPH Prevention Program and the Fulton 

County Department of Health and Wellness for targeted testing in clinical and non-

clinical settings; 2) outreach activities to high risk populations and those not returning for 

test results through designated health department staff; 3) offering counseling and testing 

of high risk populations at the EMA’s AAOI; and, 4) the statewide social marketing 

campaign targeted at high risk populations to encourage counseling and testing. 

 Specific activities to be utilized with the target populations include strategically 

placed testing sites, targeted prevention messages including treatment as prevention, 

geographically located primary care sites and the availability of medical transportation 

and other support services to ensure access and retention in care. 

 Specific objectives for each component of EIIHA (identify, inform, refer and link) for 

the target populations include: 

a. Increase the number of test events for the targeted populations by 20% (CY13 – 

32,547) from January 1, 2014 through December 31, 2014 (identify) 

b. Increase the number of positive test events by 10% (CY13 – 899) from January 1, 
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2014 through December 31, 2014 (inform) 

c. Increase the number of positive test events with client linked to/or re-engaged into 

HIV medical care by 20% (CY13 – 313) from January 1, 2013 through December 31, 

2014. (refer) 

d. Increase the number of confirmed positive test events by 20% (CY13 – 747) from 

January 1, 2014 through December 31, 2014 (link) 

e. Increase the number of confirmed positive test events with client interviewed for 

Partner Services by 20% (CY13 – 462) from January 1, 2014 through December 31, 

2014 

f. Increase the number of confirmed positive test events with client referred to 

prevention services by 20% (CY13 – 648) from January 1, 2014 through December 

31, 2014 

g. Increase the number of positive test events who received CD4 cell count and viral 

load testing by 40% from January 1, 2014 through December 31, 2014.  There are 

limitations in accurately monitoring CD4 and viral load testing since the counseling 

and testing form does not include names and cannot be verified through the State’s 

laboratory database.  To address this challenge, the State’s plan is to have barcodes 

included on the testing forms to allow verification in the database. Part A will 

continue to monitor the number of persons who were linked or re-engaged in primary 

care through the EMA’s CAREWare database.   

 The responsible parties include the DPH Prevention Program, the Fulton County 

Department of Health and Wellness, and CDC funded sites.  Each program would be 

responsible for monitoring of counseling and testing data by site to ensure accurate data 

are captured on reporting forms, completing referral forms and documenting linkage to 

medical care by each program funded linkage coordinators.  The Part A program will 

assist programs by modifying CAREWare to include variables necessary to document all 

steps from testing through linkage. 

 Planned outcomes to be achieved by implementing EIIHA Plan activities: 
o Increase the number of individuals who are aware of their HIV status 

o Increase the number of HIV positive individuals who are in medical care through 

strategically placed linkage coordinators 

o Increase primary care retention rates through assistance of patient navigators 

o Reduce new infections through the provision of ART 

o Reduce HIV health-related disparities by providing additional core medical and 

supportive services including medical transportation and childcare 

o Increase collaboration and coordination as a result of leadership in key programs 

promoting and supporting opportunities for partnerships 

g. The FY 2015 EIIHA Plan will be presented to the full Metropolitan Atlanta HIV Health 

Services Planning Council and at regularly scheduled meetings of the Assessment, 

Comprehensive Plan and Quality Management Committees. The current Comprehensive Plan 

will be modified to include any new or updated objectives of the Planning Council.  In 

addition, the Plan will be shared with all community partners for comment prior to 

completion of the final document.  A work plan will be developed and updated quarterly for 

distribution and sharing with the Planning Council and other members of the community.  

The DPH is in the process of developing a strategic plan for HIV/AIDS for Georgia.  The 
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Part A Grantee will work with DPH to include the FY 2015 EIIHA in its process to develop a 

statewide strategic plan. 

C.  Unique Service Delivery Challenges  
 In addition to the issues previously mentioned, there are other factors which contribute to the 

costs and complexity of providing services in Georgia and the EMA. 

 Population Growth: Over the next two decades, between 2010 and 2030, Georgia’s 

population is projected to grow by an additional 4.6 million people. According to the current 

projection, Georgia’s population will increase by 46%, from 10.1 to 14.7 million people by the 

year 2030. Although the growth rate for each decade of this period (21%) is lower than the rapid 

growth rate experienced during the 1990s, it is similar to the pace of growth posted during the 

most recent decade (2000-2009).
9
  Domestic migration is a primary source of Georgia’s 

population growth and more than a quarter million international migrants moved to Georgia 

during the period 2000-2009.
10

 While all regions of the state are expected to grow, the Atlanta 

metropolitan area is projected to remain the most densely populated portion of the state, with two 

out of 5 (43%) Georgian’s projected to be living in the 10-County Atlanta Regional Commission 

Area by 2030.
11

  Additionally, the state is experiencing a rapid growth in the number and 

percentage of residents 65 and older. Older populations typically place increased demand on 

healthcare services. The unmet need analysis suggests that persons living with HIV aged 65 or 

older have the highest unmet need of any age group at 51%. Between 2000 and 2030, Georgia is 

projected to add 1.1 million people age 65 and older, an increase of 143%, which more than 

doubles the current population in this age group. With this expected population growth, Georgia, 

and Atlanta in particular, must expect to face substantial increases in demand for healthcare 

services. 

 AIDS in the South: Half of all new infections in the US are in the South, although the region 

has only a little more than a third of the country’s population, according to the CDC. The South 

also has the highest death rate due to HIV. The disproportionate number of cases in the South has 

many contributing factors: widespread poverty, a shortage of health care, a lack of HIV testing 

and education, a shortage of accessible medical specialists for the many who live in small rural 

areas and a persistent prejudice by many in the Bible Belt against homosexuals, the group most 

affected by HIV/AIDS. The stigma surrounding AIDS remains a key reason that the South is the 

epicenter of new HIV infections in the United States.
12

  

 Addressing stigma, especially in the South, presents many challenges. The NHAS includes a 

number of useful approaches for reducing HIV stigma and discrimination, including engaging 

communities to affirm their support for people living with HIV and promoting the leadership and 

visibility of HIV positive people. Stigma-reduction efforts have historically been relegated to the 

bottom of AIDS program priorities. Innovative approaches to confront stigma head-on, including 

leveraging social media, have been launched in recent years. The CDC’s Let’s Stop HIV 

Together campaign uses social media and traditional advertising to give a voice to people living 

with HIV from all walks of life. Greater Than AIDS is a multi-faceted collaboration of 

community, private and government partners. The Deciding Moments segment of the campaign 

is a photo-sharing effort that acknowledges that people from all walks of life make daily 

                                                           
9
 Georgia 2030 Population Projections, Office of Planning and Budget, March 12, 2010. 

10
 Ibid. 

11
 Ibid.  

12
 Washington Post, David Kohn, July 20, 2012. 
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decisions that impact their risks for contracting HIV. And CDC’s Testing Makes Us Stronger 

campaign targets African American gay and bisexual men who are getting hit particularly hard 

by the epidemic. Start Talking. Stop HIV, a new phase of CDC’s Act Against AIDS initiative, 

seeks to reduce new HIV infections among gay, bisexual and other men who have sex with men 

(MSM) by encouraging open discussion about a range of HIV prevention strategies and related 

sexual health issues between sex partners. Effective partner communication about HIV can 

reduce HIV transmission by supporting HIV testing, HIV status disclosure, condom use, and the 

use of medicines to prevent and treat HIV. While much work remains, these are examples of 

efforts to confront the very real and pervasive stigma that lives on, especially in the South. 

 Implementation of the Affordable Care Act: Historically, people living with HIV and AIDS 

have had a difficult time obtaining private and affordable health insurance and have been 

particularly vulnerable to insurance industry abuses. Consistent with the goals of the NHAS, the 

Affordable Care Act (ACA) makes considerable strides in addressing these concerns and 

advancing equality for people living with HIV and AIDS; however, here in Georgia, the 

implementation of the ACA is not without challenges. 

 

Challenge 1: Lack of Medicaid expansion: Georgia ranks near the bottom of all states when it 

comes to access to health coverage. Nearly 2 million Georgians lack health coverage, which is 

almost 20% of the state’s residents. Under the ACA, states have the option to create a new 

category of eligibility for Medicaid to cover low-income individuals and families, financed 

almost entirely with federal dollars. At the present time, Georgia’s Governor has opted not to 

expand Medicaid. Nearly 600,000 people would gain health coverage under this expansion 

(Cover Georgia). Of these 600,000 people, most are working adults who do not have coverage 

through their jobs. Adding to the challenge, the Georgia General Assembly passed legislation 

(HB943) stripping the Governor’s authority to expand Medicaid and, instead, requiring the 

legislature’s approval. The conservative delegation makes it unlikely that Medicaid expansion 

will happen in the foreseeable future. Furthermore, portions of HB 707 (amended onto HB 943) 

that would prevent state entities from serving as health insurance navigators (eliminates the 

University of Georgia Navigator program), prohibit the state from setting up a health insurance 

exchange, and limits the ability of state and local employees to advocate for the Medicaid 

expansion passed through the Georgia General Assembly. While some of the most harmful 

elements of HB 707 were removed before its final passage, this bill sends a horrible message to 

Georgia health care consumers who seek information about how to enroll in and utilize the new 

health insurance options available to them through the Affordable Care Act 

(healthyfuturega.org).  

 At the local level, analysis of the Atlanta EMA’s 2012 and 2013 CAREWare data suggests 

that approximately two-thirds of the people served would have incomes qualifying them for 

Medicaid coverage. Without Medicaid expansion, these individuals will likely not have access to 

the financial resources, including federal tax credits, to purchase insurance through the Health 

Insurance Marketplace and will remain uninsured and dependent on the Ryan White Program. 

 

Challenge 2: A mechanism to assist insured clients with out-of-pocket expenses such as co-

payments and deductibles. In FY 2014, the Planning Council prioritized and allocated funding 

for the Health Insurance Program (HIP), a new service in the EMA. Low-income clients who 

have private insurance via the Health Insurance Marketplace or another private insurance plan 

will be able to access financial assistance with annual premiums and some out-of-pocket 
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expenses such as Medication Co-Insurance Payments. The Atlanta EMA recognizes that many 

clients with lower incomes will have difficulty paying their portion of the insurance premiums, 

and some clients have faced excessive medication co-insurance payments for their antiretroviral 

medications. These drugs have been priced in the highest pricing tiers requiring significant out-

of-pocket co-payments. To reduce the likelihood that these clients drop out of care due to 

financial hurdles, the Ryan White Part A program established this new service.  

 For FY 2014, Part A allocated $527,000 to the State HICP for insurance premium assistance 

and $500,000 for medication co-insurance assistance. It took the EMA time to develop and 

operationalize the mechanisms to support the Health Insurance Program (HIP), and services 

began in the second half of FY 2014. For FY 2015, the Committee recommended to continue 

funding the Health Insurance Program (HIP) and will monitor utilization data throughout the 

year to ensure appropriate funding levels. At the present time, assistance with insurance 

deductibles and other out-of-pocket expenses is not available. It is expected that the State HICP 

will be fully operational in FY 2015 and will be able to assist clients with premiums, co-pays, 

deductibles and other out-of-pocket expenses. Determining the priority and allocation for this 

service was challenging in that 1) it is a new service with no historical data, and 2) the number of 

clients requesting support in the first year remains unknown. 

 
D.  Minority AIDS Initiative  
(1) The Atlanta EMA has designated Non-Hispanic African American and Hispanic clients, 

including women, children, and youth as the target populations for the use of MAI 

funding.  Current epidemiological data indicate that Non-Hispanic African Americans 

are disproportionately affected by HIV/AIDS in Georgia and in the Atlanta EMA more 

than any other race. Although data indicate that Hispanics account for a relatively small 

percentage (5%) of cases, the increase in the Hispanic census is paralleled by an increase 

in Hispanic HIV/AIDS cases. As Georgia’s Hispanic population continues to rise, the 

number of new and current HIV/AIDS cases is expected to rise correspondingly.   

(2) As in FY 2014, the Priorities Committee and the Council directed that all FY 2015 MAI 

funds be allocated to the Primary Care category to provide comprehensive treatment and 

care to minority populations. The use of MAI funding for this purpose is consistent with 

the EMA’s prioritization of Primary Care as the number one priority service category.  

MAI funding will provide quality primary care services that are comprehensive, 

accessible, remove barriers to care, and improve health outcomes in African American 

and Hispanic communities disproportionately impacted by the HIV epidemic. It is 

estimated that the EMA will provide primary care services to approximately 1,750 

clients (1,663 Non-Hispanic African American and 87 Hispanic).  

(3) The Atlanta EMA has programs and services in place for the provision of quality 

primary care administered by physicians, nurses, nurse practitioners, and/or physician 

assistants. Specific activities for the MAI target population include: 1) provision of 

primary care services; 2) monitoring CD4, Viral Load, and other clinical indicators; 3) 

access to ART. The outcomes relate to the HIV Care Continuum in that the goals of the 

EMA’s MAI services are: 

#1  Outcome: Increase in the percentage of clients who are retained in care as measured by 

HIV Medical Visit Frequency.   
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Indicator: Percent and number of clients with at least 1 primary medical care visit in 

each 6 month period, with a minimum of 60 days between medical visits. 

Target: 90% of clients served will have at least 1 primary medical care visit in each 6 

month period.  

 

#2 Outcome: Increase in the percentage of clients with a viral load less than 200 

copies/mL at last HIV viral load test during the measurement year. 

Indicator: Percent and number of clients who have achieved a viral load less than 200 

copies/mL. 

Target: 75% of clients served will have achieved a viral load less than 200 copies/mL 

during the measurement year.   

The services will include the following, as appropriate: 

a. A comprehensive assessment with referral onsite to other core services including case 

management, oral health, mental health treatment, and substance abuse treatment, and 

other support services as indicated.    

b. Professional patient medical assessment including diagnostic, preventive and therapeutic 

services consistent with Public Health Service (PHS) Guidelines, including CD4 cell 

monitoring, viral load testing, and other diagnostic services related to managing 

antiretroviral therapy and prophylaxis and/or treatment of opportunistic disease. 

c. Activities to reduce transmission of HIV including health education, risk assessment, 

discussions with patients on safer sexual and/or drug use behavior, facilitation of partner 

notification, and identification and treatment of other sexually transmitted diseases and 

other co-morbidities.  

d. For women receiving the service, gynecological screening and diagnostic services will be 

integrated into their HIV/AIDS care treatment plan, including an annual Pap test and 

referrals for additional gynecological services as medically appropriate.  

e. Referrals as appropriate to available specialty medical services, e.g., dermatology, 

gastroenterology, gynecology, urology, pulmonary medicine, oncology, and neurology. 

 

The client-level outcome indicators and measures selected by the EMA reflect HRSA’s 

published guidelines and the components of the Care Continuum. The EMA will continue 

to use the networked version of the CAREWare data collection system to collect and 

report client level data. Additional activities in place to augment CAREWare data 

include: 

 Review of data collected utilizing the RSR regarding Race, Gender, Age, Ethnicity, 

Number of Service Units, Number of Clients, and Number of Women, Infants, 

Children, and Youth to be served. 

 Undertake additional chart audits, the results of which will be used to revise clinical 

indicators as appropriate. Results will also assist in identifying areas for system 

improvement. 

 Review the Quarterly Reports, which indicate progress toward goals and objectives. 

Site visits to Contractors that include discussions regarding programmatic issues 

(progress toward goals and objectives and any challenges encountered) and fiscal 

issues (examination of expenditure patterns) and chart audits.   
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3. Impact of Funding 

A.  Impact of the Affordable Care Act  

(1) Uninsured and poverty: Data on PLWH who are uninsured and living in poverty: 

Insurance Type PLWH % 

Medicaid 2045 15.55% 

Medicare 2031 15.45% 

Private 1509 11.48% 
Marketplace 202 13.38% 

No Insurance 7273 55.32% 

Grand Total 13148 100.00% 

 
Poverty Level PLWH % 

< 138% 9736 74.47% 

< 400% 12951 99.07% 

Grand Total 13073 100.00% 

 

 
(2) Impact of insurance expansion: The implementation of the Affordable Care Act has had a 

variety of impacts in the Atlanta EMA. As previously discussed, Georgia has opted not to 

expand Medicaid. Roughly two-thirds of the FY 2014 Ryan White Part A client population 

has reported incomes that would have qualified them for Medicaid. In the absence of 

expansion, these clients will continue to rely on the Ryan White Part A program for their care 

and treatment. Approximately one-third of the FY 2014 Ryan White Part A client population 

has incomes that qualify them for insurance through the ACA Marketplace. While Ryan 

White Part A providers guided clients to health insurance navigators during the first open 

enrollment period, determining the actual number of clients who have successfully enrolled 

in, and maintained, private insurance has been a challenge. 

  Some clients enrolled in the ACA Marketplace plans, or other third party insurance, have 

experienced challenges with accessing medications through their insurance. Some 

medications used in the treatment of HIV have been priced in the highest pricing tiers 

resulting in unaffordable out-of-pocket expenses. The Ryan White Part A program has 

implemented the Health Insurance Program to assist clients with these medication co-

insurance payments. The Health Insurance Program can also assist clients with their portion 

of the insurance premiums. At the present time, assistance with insurance deductibles and 

other out-of-pocket expenses is not available. It is expected that the State HICP will be fully 

operational in FY 2015 and will be able to assist clients with premiums, co-pays, deductibles 

and other out-of-pocket expenses. Over time, this service will result in cost-savings to the 

Ryan White Program in that it is more cost effective to pay for the insurance premiums and 

other out-of-pocket expenses than to support 100% of the cost of treatment. Providers 

throughout the EMA have achieved great success in utilizing other payer sources enabling 

insured clients to have continued access to their medications. For example, clients have 

accessed prescription co-payment cards and the Patient Access Network Foundation to 

receive assistance with costly out-of-pocket medication co-insurance payments. 

  For FY 2015, the Priorities Committee recommended continued funding for the Health 

Insurance Program. The Health Insurance Program was ranked #4 (compared to #7 in FY 

2014). Funding allocations for some service categories were reduced (mental health, 

substance abuse, medical case management, ADAP, and Oral Health) as a result of the 

Health Insurance Program category and other priorities. The EMA will monitor utilization to 

ensure that the Health Insurance Program is appropriately funded. If projected need is higher 

or lower than estimated, the Grantee will work with the Planning Council to redirect funding. 
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(3) Outreach and enrollment: During FY 2013 and FY 2014, the EMA embarked on various 

efforts to reach out to clients and provide information regarding the Affordable Care Act, 

and how its implementation may affect the way in which they receive healthcare services. 

 Ryan White Part A-funded agencies conducted consumer forums to educate clients on 

the Affordable Care Act. Some agencies worked directly with health insurance 

navigators to assist clients with questions and enrollment. 

 The Ryan White Part A Grantee held an EMA-wide consumer forum in fourth quarter 

of CY 2013 to educate clients on the Affordable Care Act.  

 The Ryan White Grantee and Public Policy Committee developed literature including 

fact sheets and other consumer-oriented tools; completed a comparison of insurance 

plans available in Georgia, including an analysis conducted by Amy Katzen, JD, MPP, 

at the Harvard Law School, Center for Health Law and Policy Innovation; and, provided 

consistent updates to the Planning Council. 

 The Ryan White Part A Grantee included the requirements outlined in HAB Policy 

Clarification Notices 13-01 and 13-04 in the FY 2014 contracts. Prior to implementing 

the new policies, agencies had opportunity to comment and provide feedback on the 

proposed changes. Agencies were provided directives to document their efforts to enroll 

clients, as well as to outline their processes for enrolling eligible clients into third party 

insurance plans. Additionally, agencies were advised of their requirement to inform 

eligible clients of the consequences for not enrolling into third party insurance plans. 

 Technical assistance was offered and provided to agencies to enroll as providers with 

participating insurance carriers. Additional technical assistance was provided to 

agencies to learn practices that will maximize opportunities for generating revenue as 

third-party billers. Enrolling as providers has been an ongoing challenging for some of 

the EMA’s service providers. 

 The Ryan White Part A Grantee coordinated with the State of Georgia’s Department of 

Public Health, the Ryan White Part B Grantee, to develop uniform policies regarding 

the Health Insurance Program. 

 It has been a challenge to track the number of clients who have successfully enrolled 

and maintained their insurance through the ACA Marketplace. 

 

(4) Marketplace options: The Marketplace is federally operated in the EMA. Marketplace 

options include Alliant, Blue Cross/Blue Shield of Georgia, Humana, and Peach State.  Even 

though there are only 4 companies, there are approximately 65 plans to consider, sometimes 

resulting in information overload and confusion. Only 4 of the 10 primary care sites are part 

of the Marketplace network with these insurance companies limiting accessibility of PLWH 

in the EMA.  Clients have experienced some challenges accessing care and medications, 

including:  

 Not all insurance plans are accepted at Ryan White primary care sites 

 Lack of insurance literacy prohibits clients in being able to enroll in best plan 

 Medication co-insurance costs are prohibitive 

 Unwillingness to enroll in marketplace insurance due to fear of losing current provider 

 Information provided during previous enrollment period was not accurate and specific to 

needs of PLWH 

 High out-of-pocket costs  

 



19 

FY 2015 Ryan White Part A Application Narrative 
Atlanta EMA  
Fulton County Government H89HA00007 

(5) Success/Outcomes: The Atlanta EMA has had some initial success in enrolling clients into 

third party insurance plans. However, as previously described, some clients are experiencing 

challenges accessing services, including the payment of premiums and other out-of-pocket 

expenses. During FY 2014, more data will likely be available to assist the Grantee and the 

Planning Council to better understand the financial and programmatic impacts resulting from 

the implementation of the Affordable Care Act. 

 Ryan White Part A funding has been allocated to the Health Insurance Program (both in 

FY 2014 and recommended for FY 2015). These funds are available to assist clients with 

the costs associated with monthly insurance premiums. Funds are contracted directly with 

the Ryan White Part B HICP. Assistance with medication co-insurance payments is also 

available to eligible clients. Clients who cannot afford their medication co-insurance 

payments can have their prescriptions filled at one of 3 participating 

agencies/pharmacies. These agencies can fill the prescription(s), bill the client’s 

insurance for the medication(s), and invoice the Ryan White Part A-funded agency for 

the client’s out-of-pocket expense. The prescriptions can be picked up directly by the 

client, or they can be sent to the clinic or directly to the client. As a payer of last resort, 

the EMA’s agencies are required to coordinate with other resources such as prescription 

co-payment cards and organizations that provide financial assistance such as the Patient 

Access Network Foundation. 

 The Grantee and Public Policy Committee developed consumer-oriented tools to assist 

clients understand the Affordable Care Act and to determine if they might qualify for 

insurance. These tools were widely distributed throughout the EMA and uploaded to the 

Ryan White Part A website. 

 Several agencies within the EMA had staff complete the Certified Application Counselor 

training to better serve insurance-eligible clients. 

 The EMA will continue to coordinate with our Part B partner to ensure the successful 

implementation of the Health Insurance Program, including the mechanism(s) to assist 

clients with general co-payments, deductibles, and other out-of-pocket expenses. It is 

expected that the HICP will be fully operational in early 2015. 

 
B.  Impact and Response to Reduction in Ryan White HIV/AIDS Program 

Formula Funding  
(1) The EMA did not experience a decline in formula funds.  

(2) Not Applicable.   

C.  Impact of Co-morbidities on the Cost and Complexity of Providing Care  

(1) The profile of PLWH with co-morbidities in the EMA is presented in Attachment 5: Co-
morbidities, Cost and Complexity Table.  
 

(2) The impact of co-morbidities, and co-factors on the cost and complexity of care in the 

EMA. The estimated number of PLWHA who have sexually transmitted infections (STIs), 

are homeless, formerly incarcerated, have mental illness and/or substance abuse is given in 

Attachment 5: Co-Morbidities, Cost and Complexity Table. 
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a. STI Rates 
 Chlamydia: Among PLWHA receiving care in the Ryan White Part A-funded clinics in the 

EMA, 2% (240) had documented chlamydial infection.
4
 However, only 55% of all clients had 

been screened for chlamydia.
4
 In determining the additional cost of treating chlamydia it is 

estimated that the proportion of PLWHA who have chlamydia to be 4% or double the 

documented rate. African Americans accounted for 83% and Whites 15%. African American 

MSM accounted for 62% and White MSM accounted for 13%.
4
 Among those who responded to 

The Consumer Survey in 2011, 9% reported a history of chlamydial infection.
6
  

 Among males, African Americans had a case rate of 497/100,000, 13 times the rate in all 

White males regardless of age; 17 times the rate of White males among 15-19 year olds (1,223 

vs. 73/100,000); 11 times the rate in 20-29 (1,775 vs. 168/100,000) and 10 times the rate in 30-

39 year olds (509 vs. 51/100,000). The rate among African American females while only 6 times 

that of White females was 742/100,000 compared to 497/100,000 for African American males. 

The rate for all 15-19 year old females in 2013 was 3,214 cases/100,000 (3% or 1 in every 31 

females). Rates among women tend to be 2-3 times higher than those for males in the same age 

groups. Among females aged 15-19 years the rate among African American females was 6 times 

that of White females. Among 20-29 and 30-44 it was 5 times the rate of White females.
4  

 Studies have determined a range of costs of treating various STI’s; the most reliable seems to 

be that from the Guttmacher Institute. We utilized this information to determine our costing 

calculations.
13

 The cost to treat 4% of clients for chlamydial infection in FY 2015 will be 

$332,880 ($584 x (14,253 x .04)). 

 Chlamydial infection in the Ryan White Part A population is African American, male and 

MSM. 

 Gonorrhea: Among clients at Ryan White Part A clinics in the EMA, 116 clients (1%) had 

been diagnosed with gonorrhea.
4
 However, only 60% of all clients had been screened for 

gonorrhea so we have assumed 2% of the total clients have evidence of gonorrhea. These cases 

were male (93%), African American (82%) and MSM (89%).
4
 

 Similarly to chlamydial infection, gonorrhea is both easily treated and inexpensive.  Using 

the cost of treatment and lab investigations as $125 per episode,
13

 treating 2% of potential clients 

in FY 2015 results in a total cost of $36,632 ($125 x (14,253 X .02)).
 

 Gonorrheal infection in the Ryan White Part A population is African American, male and 

MSM. 

 Syphilis: Among PLWHA being treated at Ryan White Part A-funded sites there were 1,574 

clients who were positive for syphilis, 12% of all clients in 2013.
4
 However, only 66% of all 

clients were screened for syphilis meaning there could be many more infected. Hence, we will 

add one half as many again to the known number, thus representing 100% of all clients, resulting 

in 2,361 clients with syphilis (17% of all clients). African Americans made up 83% of these 

cases; 94% were male; and 84% MSM. These numbers have increased since just 2011: African 

Americans were 79%, males 90% and MSM 79%.
Error! Bookmark not defined.

  

 Analysis of 2013 utilization data
14

 indicates that 11% of all PLWHA who received any 

service at Ryan White Part A-funded sites also had an associated STI; although the numbers 

reporting an STI were grossly incomplete. Thirty-two additional clients had one STI; two clients 

had two STIs and 6 had three STIs.  

                                                           
13

 The estimated direct medical costs of sexually transmitted disease among American youth, 2,000. The Guttmacher 

Institute. Chesson HW, et al. Perspectives on Sexual and Reproductive Health, Vol 36, 1, February 2004. 
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 It is estimated that the cost of investigating and treating primary and secondary syphilis is 

$444 per episode.
13

 As detailed earlier, the potential cost of treating syphilis in the 17% of clients 

expected in FY 2015 would be $1,075,812 ($444 x (14,253 x .17)). 

 Syphilis infection in the Ryan White Part A population is African American, male and 

MSM. 

 Hepatitis B: In 2013 a total of 2,593 (19%) clients at the Ryan White Part A-funded clinics 

had evidence of Hepatitis B infection. Only 64% of clients were screened for Hepatitis B so we 

have added one half as many again to reach a projected number of clients with Hepatitis B of 

3,890 (29%). Males accounted for 83%; African Americans 78% and MSM 93%. By 

comparison, 26% were High-Risk Heterosexual (HRH) with Hepatitis B and 3% were IDU.
4
  

 At an estimated cost of $779 to investigate and treat Hepatitis B infection,
13

 the total cost in 

FY 2015 would be $3,219,607 ($779 x (14,253 x .29)). 

 Hepatitis B infection in the Ryan White Part A population is African American, male and 

MSM. 

 

b. Prevalence of Homelessness 

 Among clients of Ryan White Part A-funded sites in 2013, 835 (6%) of 13,067 persons for 

whom data were available were homeless or in “unstable” housing conditions. Seventy five 

percent (75%) were male, 79% were African American, and 54% were MSM and 35% HRH.
4
  

 It is difficult to estimate the cost of providing care to persons experiencing homelessness 

PLWHA. In the Ryan White Part A-funded sites, 243 of persons experiencing homelessness had 

mental health services (29%), 148 had substance abuse services (18%) and 131 (16%) had both 

mental health and substance abuse services.
4
 We have used the cost of providing mental health 

services to 29% of the estimated homeless population in FY 2015, the cost of providing 

substance abuse services to an additional 18% and the basic cost of providing primary care only 

to the remaining 53% of the homeless population. That cost was $1,670 for mental health 

services per client per year, $2,031 for substance abuse and $1,200 for basic primary care in 

2013.
14

 The cost to provide care to PLWHA who are experiencing homelessness in FY 2015 

would be $1,270,534 ($1,670 x (14,253 x .29)) + ($2,031 x (14,253 x .18)) + ($1,200 x (14,253 x 

.06 x .53)). 

 

c. Formerly Incarcerated 

 In calendar year 2013, there were 21,166 inmates released from Georgia Correctional 

Facilities of which 9,400 (44%) were from the EMA. There were 289 of those released known to 

be infected with HIV in 2013. We are assuming that 44% of these are in the EMA (127) and 

likely to be seen at Ryan White Part A-funded sites rather than private medical practices.  A total 

of 87% were taking antiretroviral therapy.
7
 This number neither includes those still unaware of 

their infection nor those in smaller county jails, (among PLWHA in the EMA, the proportion 

taking antiretroviral therapy is 88%
15

). 

 Thirty nine percent had drug problems and 7% were convicted for sexual crimes.
7
 These 

high-risk activities provide a great potential for further spread of HIV while incarcerated or on 

their return to society. This is supported by blood testing of inmates that found among those 

                                                           
14

 2013 Atlanta EMA Ryan White Unit Cost Analysis, Southeast AIDS Training and Education Center, Emory 

University, June 2014. 
15

 Medical Monitoring Project, Georgia Department of Public Health, 2010 
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released, 2% were infected with HIV, and 88% were male. In addition, 1.4% had syphilis and 

39% of reported results had hepatitis.
7
  

 The cost of care for previously incarcerated persons uses the cost of providing Hepatitis B 

treatment ($779) for 39% of that population, a similar proportion for substance abuse treatment 

($2,031
4
) with basic primary care for the remaining 61%. Thus the cost for FY 2015 would be 

$231,900 ($779 x (127 x .39)) + ($2,031 x (127 x .39)) + ($1,200 x (127 x .61)). 

 

d. Mental Illness 

 Estimates of mental health conditions in PLWHA are varied.
16

 Several studies suggest 22% 

of PLWHA had clinical depression,
17,18

 while others suggest 30%.
19,20

 

 The number of clients who received any form of mental health care at the Ryan White Part 

A-funded sites in 2013 was 2,968 or 22% of all clients.
4
 They had a median of 6 visits each. The 

vast majority was African American (2,348 clients or 79%) followed by Whites (534 or 18%). 

African American MSM contributed 41% and HRH 31% of all mental health clients. White 

MSM accounted for 13% and HRH 3%.
4
  

 In contrast, there were 220 White PLWH; 164 (75%) were MSM and 36 (16%) were HRH. 

There were 288 White PLWA; 70% were MSM and 21% were HRH. 

 The presence of mental health conditions renders treatment of underlying HIV infection more 

complex. People with mental health issues are more likely to have poor adherence keeping 

medical appointments and with medication regimens,
21

 resulting in difficulty achieving viral 

suppression, rendering transmission of HIV more likely. There is some evidence that mental 

illness may reduce the person’s immunological responses, thus worsening the disease process.
22

 

In addition there is a higher possibility of continued high-risk activities. 

 In addition to mental illness as a separate and distinct condition, depression and anxiety may 

arise from commencement of treatment with ART, and has been estimated to be as high as 80%; 

other studies suggest just the reverse.
23

 

 The cost of providing mental health services to clients at Ryan White Part A-funded sites was 

calculated utilizing CAREWare data for 2013. On average, it costs $1,670 per client per year, 

including primary care.
14  

The total cost of providing mental health services to clients in FY 2015 

will be $5,237,120 ($1,670 x (14,253 x .22)).  

 Mental health conditions primarily affect African Americans and MSM. 

 

  

                                                           
16 

Mental Illness and HIV Disease. HRSA Care Action, HRSA Washington, DC, 2001. 
17

 HIV and Clinical Depression. American Psychiatric Association, Virginia, undated 
18

 Prevalence of depression and role of support groups in its management: A study of adult HIV/AIDS patients 

attending HIV/AIDS clinic in a tertiary health facility in south-eastern Nigeria. Ndu A, et al, Journal of Public 

Health and Epidemiology, 34, 182-186, April 2011. 
19

 HIV-1 in Inpatients. Lee, HK, et al. Hospital and Community Psychiatry, 43, 181-182, 1995. 
20

 Depression, Alcohol Use and Adherence to Antiretroviral Therapy ion Sub-Saharan Africa: A Systematic Review. 

Mpungu E, et al. AIDS Behavior, 16, 2101-2118, 2012. 
21

 The Impact of DSM-IV Mental Disorders on Adherence to Combination Antiretroviral Therapy Among Adult 

Persons Living with HIV/AIDS: A Systematic Review. Springer SA, Dushaj A, Azar MM. AIDS and Behavior, 16, 8, 

2119-2143, 2012. 
22

 HIV and psychiatric co-morbidities: What do we know and what can we do? Psychology and AIDS Exchange 

Newsletter, American Psychological Association, January 2013. 
23

 Impact of HIV antiretroviral therapy on depression and mental health among clients with HIV in Uganda. 

Wagner GJ, et al. Psychosomatic Medicine, 74, 9, 883-890, 2012 



23 

FY 2015 Ryan White Part A Application Narrative 
Atlanta EMA  
Fulton County Government H89HA00007 

e. Substance Abuse 

 In the EMA IDU contributed 8% of cumulatively reported cases of all stages of HIV 

infection and 4% of PLWHA through 2013.
2
  

 The number of clients who received any form of substance abuse care at the Ryan White Part 

A-funded sites in 2013 was 1,479 or 11% of all clients.
4
 They had a median of 4 visits each. The 

majority were African American (1,293 or 87%), MSM were 56%, followed by HRH 35%; 55% 

of African Americans were MSM and 38% HRH; 71% of Whites were MSM and 16% were 

HRH.
4
  

 The cost of treating substance-abusing clients was determined from the utilization data in the 

CAREWare database at $2,031 per client per year and includes the cost of primary health care.
14

 

The total cost of providing substance abuse services to clients in FY 2015 will be $3,184,608 

($2,031 x (14,253 x .11)).  

 Substance abuse primarily affects African Americans and MSM. 

 
D.  Coordination of Services and Funding Streams  
(1) The availability of other public funding for FY 2014 and anticipated for FY 2015 

including dollar amounts and percentages are included as Attachment 6: Coordination of 

Services and Funding Table. 

 

(2) Part A funds address gaps in services in the EMA. 

 Part A funds the majority of services in the EMA, with Parts B, C, and D contributing a 

small percent.  An analysis of all Ryan White expenditures for CY 2013 indicated that 

Part A funded 75% of Primary Care, 71% of Medical Case Management, 91% of Oral 

Health, 99% of Mental Health, 100% of Substance Abuse, and 90% of Support Services 

received in the EMA. 

 Primary care services provide a safety net to address the gap resulting from Georgia’s 

refusal to expand Medicaid Services. 

  Part A funds support the local AIDS Pharmaceutical Assistance (APA) program which 

provides clients an avenue to access ADAP formulary medications while waiting for final 

ADAP approval, and covers those clients who are not taking antiretroviral medications 

and are, therefore, ineligible for ADAP. 

  Part A has allocated FY 2014 funding in the amount of $1.6 million to the State ADAP. 

 On-site medical case management services for HIV patients are available at all Part A 

primary care sites and at the local VA. 

 Part A funded outpatient substance abuse treatment services (residential) to expand the 

capacity to address the increasing demand and facilitate access to care and treatment for 

the dually diagnosed. 

 Part A-funded Health Insurance Program supports medication co-insurance for those 

unable to pay to ensure access to vital medications.  Additional funding is provided to the 

State of Georgia to pay health insurance premiums for eligible clients. 

 Providing oral health services addresses the gap as a result of limitations on Medicare and 

Medicaid. 

 Ancillary services not available through other funding to promote enrollment and 

retention in primary care including food/nutrition services, peer counseling, emergency 

financial assistance, legal, linguistic, medical transportation and childcare services. 
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 Primary care sites are co-located with counseling and testing sites to promote seamless 

access to care. 

 Patient navigators are co-located at 5 primary care sites (during the pilot) with linkage 

coordinators and medical case managers ensuring enrollment and retention in care. 

 Providing primary care services to individuals not eligible for Medicaid as a result of its 

restrictive requirements on eligibility.  

METHODOLOGY  

1.   Planning and Resource Allocation 

A.  Letter of Assurance from Planning Council Chair(s) or Letter of Concurrence from 

Planning Bodies  

The Letter of Assurance from the Planning Council Chair is included as Attachment 7: Letter 

of Assurance. The letter assures the following:  

1. That FY 2014 Formula, Supplemental, and MAI funds awarded to the EMA/TGA are 

being expended according to the priorities established by the PC or planning body; 

2. That all FY 2014 Conditions of Award relative to the PC or planning body have been 

addressed; 

3. That FY 2014 priorities were determined by the PC or planning body, and the approved 

process for establishing those priorities were used by the PC or planning body; 

4. That annual membership training took place, including the date(s); and 

5. That representation is reflective of the epidemic in the EMA/TGA.   

 
B.  Description of the Community Input Process  
(1) The Priorities Committee consists of fourteen unaligned members; of the fourteen members 

nine are consumers of Ryan White services, and one a non-consumer PLWHA.  The 

committee developed recommendations for FY 2013 carryover funds, FY 2014 final award, 

and priority category rankings and allocations for FY 2015 during meetings held on June 11, 

and June 16.  The recommendations of the Committee were reviewed by the Executive 

Committee and approved by the full Planning Council on July 17, 2014.  All Council 

meetings were open to the public, with the attendees being allowed to ask questions during 

presentations and discussions.  The 2013 -2014 voting membership, which approved priority 

rankings and allocations for FY 2015 funding, was comprised of individuals from historically 

underserved populations with 73% People of Color, 54% male, 41% female, 2% transgender, 

53% PLWH, and 40% unaligned consumers.   

 The Priorities Committee unanimously approved to adopt the Priority Service Category 

funding allocations as the final FY 2014 recommendations and approved to direct the 

Grantee to assign funding not allocated during the second outside review committee to the 

State ADAP.  Additionally, the Planning Council unanimously approved the FY 2013 

Carryover Priority Service Category funding allocations.  The Priorities Committee 

unanimously approved to direct Grantee to allocate any funding not allocated during the 

outside review committee to the State ADAP. The process concluded with the Planning 

Council approving the FY 2015 priority rankings and allocations. 

 During the priority setting process, the Priorities Committee used data sources and 

anecdotal information to determine the needs of PLWH who know their status but are not in 

care. To ensure that Part A-funded services facilitate access to and retention in primary care, 
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the Committee recommended to continue funding the annual AAOI.  This year the AAOI 

was adjusted to provide for greater impact through a one-day session.  The AAOI focuses on 

persons who are living with HIV, are aware of their status, but are not in care. This initiative 

seeks to facilitate access to care, and also serve as a mechanism for evaluating the barriers 

which have kept these individuals from care. In addition to providing information on how to 

access care, the planning team is also exploring the possibility of a 2015 joint prevention and 

planning event in collaboration with the Fulton/DeKalb Prevention Program.  This joint 

effort reflects HRSA’s and CDC’s recommendations to explore and integrate systems of 

prevention and care which are responsive to the needs of persons at risk for HIV infection 

and people living with HIV.  This community driven initiative will include testing as well as 

sessions on the availability of care services, how to access services, the opportunity to meet 

with care providers to have questions answered and on-site access to case managers that will 

immediately link attendees to services.  The forum is also used to receive community 

feedback on service needs for Persons Living with HIV/AIDS. 

 In an effort to respond to the needs of persons at risk for HIV infection and people living 

with HIV various data sources were used during the priority setting process.  Committee 

members received statistical data and presentations from the Georgia Department of Public 

Health, Georgia Ryan White Part B Program, HIV Surveillance, HIV Prevention, as well as 

local presentations on support services and mental health/substance abuse.  Given the 

mandate to strategically integrate prevention and care, there was also a significant amount of 

time spent on utilization of the CAPUS system. 

 
(2) The prioritization and allocation process for FY 2015 funding included the 

following: 

a. The needs of persons not in care were considered. During the priority setting process, the 

Priorities Committee used data sources and limited anecdotal information to determine the 

needs of PLWH who know their status but are not in care. For example, to ensure that Part 

A-funded services facilitate access to and retention in primary care, both components of the 

HIV Care Continuum, the Committee recommended continued funding (through the 

Planning Council budget) for two projects and a support service; the AAOI, a Patient 

Navigation pilot, and psychosocial support (peer counselors). 

 

AAOI: The AAOI is a day-long session focusing on persons who are living with HIV, are 

aware of their status, but are not in care or have been lost to care. This initiative seeks to 

facilitate access to care, and also serves as a mechanism for evaluating barriers which have 

kept these individuals from care. The FY 2014 AAOI will expand its focus to include 

consumer education on insurance eligibility and enrollment. The FY 2015 AAOI planning 

will begin during the first quarter of 2015. 

 

Patient Navigation: In FY 2014, the Priorities Committee recommended funding for a Patient 

Navigation pilot program to reduce barriers to care and to improve treatment adherence. The 

Grantee requested and received technical assistance during FY 2013 from Cicatelli 

Associates, Inc. (CAI), HRSA’s technical assistance provider. The EMA’s FY 2014 Patient 

Navigation pilot is a peer-based program and has 5 participating sites. An evaluation 

component is included in the pilot. 

The purpose of the Atlanta EMA Ryan White Part A program is to improve the 
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availability and quality of care for low-income, uninsured, and underinsured individuals and 

families affected by HIV in the 20-County Atlanta EMA.   Funds support a continuum of 

care, including both core medical and support services. Patient navigation is an intervention 

to help patients overcome barriers to care through culturally sensitive care coordination and 

support, and includes the following characteristics:  1) focuses on overcoming individual 

patient-level barriers to accessing care; 2) aims to reduce delays in accessing care; 3) is 

provided to individuals for a defined episode of HIV/AIDS -related care; 4) targets a defined 

set of health services relevant to that episode (i.e. following up on an abnormal screening 

test); and 5) has a defined endpoint when provided services are complete. 

The Patient Navigator is a critical part of the HIV/AIDS multi-disciplinary healthcare 

team.  They actively support clients’ access to services by linking them to resources, 

information and the appropriate staff to address their needs, and any barriers to their care.    

They provide emotional support to clients newly diagnosed by maintaining contact with them 

and guiding them through their initial medical assessment and enrollment into care.  

The goal of the Atlanta EMA Patient Navigation Program is to increase client medical 

adherence and retention in HIV/AIDS care services.   The Patient Navigator 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.  The 

program is voluntary and it is designed to empower clients to engage in their own care by 

promoting client self-advocacy to successfully access services and increasing their 

understanding of basic HIV/AIDS information in order to build their capacity to manage and 

advocate for their own medical care and support services.  

Core Patient Navigator activities include: 

 actively linking and guiding clients with information and strategies on how to access 

HIV/AIDS treatment and support services 

 identifying and supporting clients and other health center staff in addressing client  

barriers to care  

 following-up with clients who miss appointments for HIV/AIDS medical and support 

services  

 providing basic HIV/AIDS education and education resources to newly diagnosed clients 

Priority Populations for Patient Navigation Services include: 

 African-American MSM (18 – 29 ) 

 Newly diagnosed clients during their first 3 months of enrollment and services  

 Transgender Clients  

 PLWHA who have been out of care for six months or more  

 

Funding was recommended in FY 2015 to expand the pilot to as many as 8 clinic 

locations.  

 

Psychosocial Support: The EMA funds the Psychosocial Support category. This service, 

provided in clinical settings, includes support and counseling activities (other than mental-

health counseling), peer counseling, and HIV support groups provided to clients, family, 

and/or friends by non-licensed counselors. 
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The needs of persons unaware of their HIV status were considered.  Based on CDC 

calculations, there are an additional 9,485 who are unaware of their HIV status.  Needs 

assessment and unmet need data for the general PLWHA population were provided to the 

Priorities Committee.  The Priorities Committee considered the number of persons who are 

unaware of their status and presumed that the needs will be similar to those already in care. 

The EMA acknowledges that the current continuum of care would require additional 

resources and strategies to increase service capacity.   

 

The needs of historically underserved populations were considered. As stated above, the 

Council provides opportunities for historically underserved populations to participate in the 

priority setting process.  An example of this is how the active Consumer Caucus, comprised 

of PLWH who utilize Part A-funded services, informs the Council of the needs of HIV-

infected communities. Representatives from the Caucus were instrumental in assisting the 

EMA’s AIDS Education and Training Center (SEATEC) with assisting consumers complete 

The Consumer Survey used to compile important needs data.  Data derived from the 

consumer surveys, along with presentations to the Priorities Committee during the priority 

setting process, guided the Committee in its decisions to maintain certain services so that 

gaps in services would not be created.  

 

b. PLWH are involved in the priority setting process. Of the 14 Priorities Committee 

members, ten (10) were PLWHA (71%). The Priorities Committee held two priority-setting 

sessions, which were open to the public, and questions were addressed.  Additionally, the 

Priorities Committee held an orientation session for both new and returning participants. 

While only Committee members can engage in intense deliberation and ultimately vote on 

the final recommendations, there are numerous opportunities for PLWHA to participate in 

the discussions.  The Committee also considered information from The Consumer Survey 

which included gaps and barriers identified by 715 survey respondents.   

 

c. Data were used to increase access to core medical services and to reduce disparities in 

access to the continuum of HIV/AIDS care in the EMA.  During the priority-setting 

process, the following data were used: Summary of Atlanta EMA Ryan White Clients Served 

2011-2013; 2013 Atlanta EMA Ryan White Unit Cost Analysis; Summary of Transgender 

Data; 2014 Atlanta EMA Unmet Need Analysis; 2011 Atlanta EMA HIV/AIDS Consumer 

Survey; 2012 Ryan White Statewide Client Satisfaction Survey; Georgia ADAP/HICP 

Update 2014; Georgia Ryan White Part B Update 2014; Georgia’s Care and Prevention in the 

US (CAPUS) Update; Georgia HIV/AIDS Surveillance Data Presentation; Georgia’s HIV 

Prevention Program Update 2014; Atlanta EMA Service Standards and Quality of Service 

Indicators; information on other available services in the community, including services by 

Ryan White Parts B, C, and D, CDC, HOPWA, and SAMHSA; and presentations from 

experts/providers of Primary Care, Medical Case Management, Mental Health/Substance 

Abuse services, Food and Nutrition services, various Planning Council Committees. 

Additionally, the proposed Ryan White Part A services are consistent with the Georgia 

Statewide Coordinated Statement of Need (SCSN). Several key SCSN objectives include 1) 

Ensuring continuity and availability of HIV primary care consistent with Public Health 

Services guidelines; 2) Providing essential comprehensive oral health care; 3) Improving 

access to mental health and substance abuse services; 4) Ensuring access to care for newly 
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identified HIV positive individuals; and 5) Addressing client transportation barriers. The FY 

2015 priority rankings align with these objectives. 

 Analysis of CAREWare data for CY 2013, indicated that a total of 13,626 clients 

received services representing a 5% increase over CY 2012 (13,003) and a, 6% increase over 

2011 (12,551).  Part A, as the payer of last resort, augments services provided through other 

funding sources to support the continuum of care.  Atlanta’s Part A funding overwhelmingly 

serves Communities of Color (85% of all clients served in CY 2013 were People of Color 

with the majority [77%] being African American) and other disenfranchised communities.   

Sixty-two percent (62%) of PLWHA live below the FPL and a total of 98% live below 

300% of the FPL. The priorities and allocation amounts established for FY 2015 will 

increase capacity within the continuum and allow for increased access to core services and to 

reduce disparities in the EMA’s continuum of care.  

The priority rankings and recommended allocations are listed below:   

Primary Care:  In CY 2013, 11,874 (87%) clients had a primary care visit, an increase from 

11,134 (in CY 2012).   Data on unmet need, epidemiology, service utilization, capacity, unit 

of service costs, the availability of other funding sources, anticipated increase in new clients 

and the increased cost of treatment for patients, including long-term survivors, clearly 

indicate the need for primary care funding.  This category includes medications not provided 

through the ADAP formulary. Also, the EMA embraces the data that show “treatment is 

prevention” and is effective in decreasing transmission.  Compelling data were provided to 

substantiate the need for funding for specialty care and labs.  Care provider data documented 

need in four areas:  

 Trends in Patient Demographics - Patients are presenting sicker, are younger, have 

advanced STI’s, suffer from complications from aging, and are increasingly Young 

African American MSM.  More and more clients are entering clinics with advanced 

stages of the disease with co-morbidities including acute renal disease, HBV, 

hypertension, mental health/substance abuse issues, syphilis, TB/LTBI and thrush. These 

clients are remaining in the system of care for a longer period of time for treatment.   

 Labs/Medications - Along with an increase in patients, laboratory and medication costs 

continue to increase.  This affects both the number of new clients that can be seen and 

extends the time in which a patient can get an initial appointment. Care providers noted 

that the average wait time for a first appointment with a clinician ranged from an 

estimated 2 to 6 weeks.   

 Staffing - There is a need for more physicians, mid-level providers, and specialists to 

reduce waiting lists or remove caps on enrollment.  

 Increased Visits - Additional time required to treat patients for chronic diseases, patients 

presenting with an AIDS diagnosis, and increased numbers of walk-ins.  In addition, 

consumers ranked primary medical care (ranked #1) and medications other than ARVs 

(ranked #3) as the most utilized medical services needed by eligible PLWH in The 

Consumer Survey.  Outcome: This priority category retained the #1 ranking. The total 

allocation of $11,382,536 will provide services to an estimated 9,485 individuals, and 

includes a projected $2,099,546 in MAI funds to provide services to an estimated 1,750 

African American and Hispanic clients.   

 

Oral Health:  Utilization data show that 3,195 clients received an oral health service in CY 
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2013 (3,143 in CY 2012).  The Public Health Report’s 2012 Supplement No. 2 stated that, 

“for many low-income, under-, or uninsured individuals living with HIV, the Ryan White 

HIV/AIDS Program is their only source of coverage for oral health care”.  The Consumer 

Survey showed that the top three gaps in core services are directly related to the need for Oral 

Health services.   Outcome: Priority ranking was set at #2.  The allocation in this category 

remained comparable to FY 2014 at $1,898,715 to serve an estimated 2,877 clients (based on 

an average cost of $660 per client).    

 

AIDS Pharmaceutical Assistance:  This category includes the same medications that are 

listed on the State ADAP formulary.  Of the current 5,910 individuals on the Georgia ADAP 

(thru May 2014), 68% of the clients enrolled live in the EMA.  Information from The 

Consumer Survey, which identified APA as #6 in gaps of services, was considered.  

Outcome:  The priority ranking was set at #3. With an increased FY 2014 award, the EMA 

was able to provide $1.6 million in Part A support to the State ADAP. $1,275,185 was 

allocated to the local AIDS Pharmaceutical Assistance Program to serve an estimated 1,500 

clients. No funds were prioritized for the State ADAP for FY 2015, but this is subject to 

change based on the EMA’s final award. 

Health Insurance Program (HIP): During deliberations, the Priorities Committee realized 

that many clients who will become eligible for health insurance under the Affordable Care 

Act might need assistance paying insurance premiums.  Part A allocated $527,000 to the 

State HICP for insurance premium assistance and $500,000 for medication co-insurance 

assistance in FY 2014. It took the EMA time to develop and operationalize the mechanisms 

to support the Health Insurance Program (HIP), and services began in the second half of FY 

2014. For FY 2015, the Committee recommended to continue funding the Health Insurance 

Program (HIP) and will monitor utilization data throughout the year to ensure appropriate 

funding levels. It is expected that the State HICP will be fully operational in FY 2015 and 

will be able to assist clients with premiums, co-pays, deductibles and other out-of-pocket 

expenses. Outcome: This category was ranked #4 (#7 in FY 2014) and the Committee 

allocated $1,027,000 for premiums and cost-sharing assistance.   

Medical Case Management: Utilization data showed that 5,533 clients in CY 2013 received 

medical case management, making it the second most utilized service.  Those clients with a 

case manager reported use of primary care more frequently than those without a case 

manager. This includes treatment adherence counseling services. Outcome:  This category 

was ranked #5 and $1,573,196 has been allocated, a slight reduction compared to FY 2014, 

to serve an estimated 5,600 clients.  

Mental Health and Substance Abuse: In CY 2013, 22% of all clients received mental 

health services (=2,975) and 11% of all clients received substance abuse services (n=1,484). 

The Consumer Survey indicates that 59% of all clients reported having received mental 

health services after their HIV diagnosis. Anxiety and depression were the most common 

mental health diagnoses. Similarly, 31% reported having received substance abuse services 

after their HIV diagnosis. Outcome: Mental Health ranked at #6 and Substance Abuse 

Services at #7, respectively.   The amount allocated to these categories decreased as a result 

of the Committee’s decision to continue funding the new category (Health Insurance 

Program (HIP)) and reduce funding in categories where insurance coverage is expected to 
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reduce the impact on Ryan White funding.  This does not, however, diminish the importance 

of mental health and substance abuse treatment in facilitating access to and retention in 

primary care.  The Mental Health allocation of $1,216,299 to serve an estimated 2,588 

clients, and the allocation for Substance Abuse in the amount of $1,037,031 will serve an 

estimated 1,248 clients.  

d. Changes and trends in HIV/AIDS epidemiology data were used in the priority setting 

and allocation process.  In the EMA, epidemiology data indicate that the epidemic 

continues to disproportionately impact African Americans, Males, and MSM.  When looking 

at all PLWHA, there has been a shift in overall age distribution.  In 2013 the total number of 

PLWHA increased by only 5% compared to 2012 while the numbers aged between 50 and 59 

years and those over 60 years increased 10% and 25% respectively.  In addition, there has 

been a 14% increase since 2011 in PLWHA aged between 20 and 29 years.  These data were 

used as the basis for selecting service category rankings and allocations. Given the relative 

constant nature of the epidemiology in the EMA, it was determined that wholesale revisions 

to the current continuum of care were not warranted.  Utilization patterns mirror the epidemic 

in the EMA and services correspond to the needs identified in all recent assessments.       

e. The Council used cost data in making funding allocation decisions.  SEATEC developed 

the 2013 Unit Cost Analysis to estimate the average cost per service visit in calendar year 

2013 for each priority category.  The Unit Cost Analysis provides the basis for making 

comparisons across services and evaluating cost effectiveness as well as a benchmark for 

performance measurement.  The Grantee also provided CY 2013 expenditure data for each 

priority category.  Using cost data, the Priorities Committee projected the estimated number 

of clients that could be served within each of the priority categories. For example, the Unit 

Cost Analysis indicates that it costs the Ryan White Part A program an average of $1,200 per 

client per year for primary care; $831 per year per client for Substance Abuse treatment; 

$660 per year per client for Oral Health care, and $470 per year per client for Mental Health 

services. The unit cost analysis also included data for each of the support services. Finally, 

the unit cost analysis illustrated the total expenditures for each service category across Ryan 

White Parts A, B, C, and D, highlighting the amount supported by Part A funds. These data 

are important to better understand the costs involved in providing services and for estimating 

the number of clients that can be served with the FY 2015 recommended allocations. 

f. The Planning Council considered and addressed in their prioritization and allocation 

process any funding increases or decreases in the Part A award. The Planning Council 

established an allocation in each priority category as initial funding recommendations until 

notification of the final FY 2015 award.  The Committee adopted a series of directives that 

will allow the Grantee to apply the approved percentages for each category, subject to the 

final award. If the final award falls outside of these directives, the Priorities Committee will 

reconvene to address the actual award. This methodology will prevent any interruption in 

services and allow the Committee to review the status of the program at that time and address 

any new challenges and to maximize Part A funding. FY 2015 funding recommendations 

were based on an assumed level funding (based on final FY 2014). 

 

g. MAI funding was considered during the planning process to enhance access to services 

for disproportionately impacted minority populations. FY 2015 MAI funds have been 
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allocated to the Primary Care category to provide comprehensive treatment and care to 

minority populations. The use of MAI funding for this purpose is consistent with the EMA’s 

prioritization of Primary Care as the number one priority service category.  MAI funding will 

provide quality primary care services that are comprehensive, geographically accessible, 

remove barriers to care, and improve health outcomes in African American and Hispanic 

communities disproportionately impacted by the HIV epidemic. 

 

h. Data from other federally funded HIV/AIDS programs were used in developing 

priorities. The Priorities Committee heard presentations and assessments of the availability 

of other federal funds for: (1) counseling, testing and linkage services, (2) current and 

anticipated funding for ADAP and HICP, (3) mental health and substance abuse funding, and 

(4) HOPWA funding.  Based on their assessment, the Planning Council ranked but did not 

fund Early Intervention Services due to the availability of CDC funds for counseling, testing, 

and linkage services; funded the local AIDS Pharmaceutical Program and not the State 

ADAP due to the availability of other funding; Home Health services and Hospice were 

ranked but not funded due to low need and other resources. Finally, Emergency Assistance 

(utility assistance) was not funded due to a significant increase in HOPWA funding in the 

EMA.  These data are found in Attachment 6: Coordination of Services and Funding 

Table. 

 

i. Anticipated changes due to the Affordable Care Act were considered in developing 

priorities. As of this writing, Georgia has declined to implement Medicaid expansion.  Based 

on CAREWare data, it is estimated that 9,736 clients in the EMA have incomes below 138% 

FPL and will need access to care and treatment.  Also, an additional 3,592 persons with 

incomes between 138% and 300% of FPL would be eligible for insurance coverage through 

the Health Insurance Marketplace.  The Priorities Committee was deliberate in allocating 

funds to Primary Care, Oral Health, and other core and support services to maintain a system 

of comprehensive care for those whose income is 138% of the FPL or less.   

 During deliberations, the Priorities Committee realized that many clients who became 

eligible, or will become eligible, for health insurance under the Affordable Care Act might 

need assistance paying insurance premiums as well as assistance with co-payments, 

deductibles, and other out-of-pocket expenses such as medication co-insurance payments. 

During FY 2014, the Grantee collaborated with the State Part B program to develop a 

mechanism to assist clients with this need. Ryan White Part A funds were allocated to the 

State HICP to assist clients with insurance premiums. However, the HICP is not currently 

able to assist clients with co-payments, deductibles, or other out-of-pocket expenses such as 

medication co-insurance payments, resulting in a gap for some clients. However, the Grantee 

was successful in operationalizing a mechanism to assist clients with costly medication co-

insurance payments. These clients, who fell into a gap inadvertently created by the ACA, are 

now able to access assistance with medication co-insurance at 3 locations throughout the 

EMA. Clients can have their prescriptions for medications that have been priced out of reach 

filled at one of the 3 participating pharmacy locations and receive Ryan White Part A 

assistance with their required medication co-insurance payment. Assistance with general co-

payments and deductibles is not presently available, but the State HICP is developing its 

program which is expected to launch in early 2015.  The Committee considered this 

information and elected to rank the Health Insurance Program #4 and continue its funding 
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into FY 2015. 

j. The EMA has begun preparations to integrate prevention and care planning at the Part A 

level. Some specific activities include:  

 The Department of Public Health and Fulton County Department of Health and Wellness 

presented information to members of the Quality Management Committee and shared 

information and identified opportunities to coordinate services to avoid duplication. 

 The Part A Planning Council Project Officer and other members participate on the High 

Impact Prevention Program and DPH Community Planning Committee in order to keep 

the Planning Council apprised of activities so that initiatives can be combined, i.e., 

counseling, testing, and linkage activities at AAOI. 

 The EMA shares epidemiological data with prevention funders to assist with targeting of 

counseling and testing in high-risk populations and geographical locations. 

 During FY 2014, the EMA was able to increase funding designated for satellite clinics to 

assist in reducing wait times for newly identified patients. 

 Additional funding has been allocated to expand the FY 2015 Patient Navigation pilot. 

Patient navigators will be located in up to 8 Part A primary care sites to work with 

linkage coordinators to ensure enrollment and retention in primary care. 

 The Grantee participated in the Regions IV & VI Bi-Regional Meeting - Integration of 

HIV Care & Prevention Planning: A Southern View. 

 The EMA will request ongoing updates/presentations throughout the year from our HIV 

prevention partners, including the HIPP, and the Metropolitan Atlanta Testing and 

Linkage Consortium.  

C.  Funding for Core Medical Services  
The FY 2015 Planned Services Table is included as Attachment 8: Planned Services Table. 
The Atlanta EMA is not expecting to request a Core Medical Services waiver during this fiscal 
year. The EMA has allocated 87.1% of FY 2015 funding to core services, exceeding the required 
75% minimum. 

 
WORK PLAN  
A.  HIV Care Continuum for FY 2015  
(1) The EMA collaborated with the DPH Surveillance Office to complete the HIV Care 

Continuum graphs below using eHARS and Laboratory data for CY 2012. CY 2013 data 

were not verified and available at the time of completion of Continuum. The first graph 

illustrates the HIV Care Continuum for the entire State of Georgia, while the second graph 

illustrates the Atlanta EMA-specific HIV Care Continuum. The third graph illustrates the 

HIV Care Continuum using Ryan White CAREWare data utilizing the CDC methodology 

(engaged in care). The fourth graph illustrates the HIV Care Continuum utilizing 

CAREWare data and includes the requested Prescribed ART stage. These provide 

valuable information for outcomes beyond the Ryan White HIV Care Continuum.  

Methodology: The Georgia Department of Public Health (DPH) HIV/AIDS 

Epidemiology section has provided data on people living with HIV in the Atlanta EMA from 

the enhanced HIV/AIDS Reporting System (eHARS).  The methodology DPH uses in 

defining the Care Continuum measures follows the guidance given in 2012 by the Centers for 

Disease Control and Prevention (CDC) for developing a local care continuum. Specifically: 
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 Includes adults and adolescents aged >= 13 years 

 Diagnosed by 12/31/2011, living as of 12/31/2012 

 Current address within the Atlanta EMA 

 Linked to care = CD4 or viral load (VL) within 3 months of diagnosis date including the 

day of diagnosis for those diagnosed between 01/01/2011 and 12/31/2011, inclusively 

 Engaged in care = any care >= 1 CD4 or viral load (VL) in 2012 

 Retained in care >= 2 CD4 or VL at least 3 months apart in 2012 

 Viral suppression (VS) = VL<200 copies/ml in most recent VL in 2012; persons having 

had no VL measurement in 2012 are assumed to be not virally suppressed 

 Antiretroviral therapy (ART) is estimated from the proportion of persons prescribed ART 

among those in care and participating in the Georgia Medical Monitoring Project 

 Each bar in the continuum is independent of those preceding it; all percentages are of the 

total number of persons (N) diagnosed with HIV in each category 

 

 

HIV Care Continuum for the Atlanta EMA  
 Among 23,466 persons living with HIV in the Atlanta EMA by 12/31/2012, 60% 

(14,086/23,466) had any HIV care, 45% (10,491/23,466) were retained in care, an estimated 

41% were on ART and 43% (10,172/23,466) were virally suppressed.  
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(2) The HIV Care Continuum depicted below illustrates the HIV epidemic for the EMA. 

 
 
 

 
 
 

 
 
 
 
 
 
 
 

100% 

81% 

60% 

45% 43% 

0%

20%

40%

60%

80%

100%

Diagnosed Linked to
Care

Engaged in
Care

Retained in
Care

Viral
Suppression

Atlanta EMA HIV Care Continuum 2012 

100% 

64% 

83% 

68% 66% 

0%

20%

40%

60%

80%

100%

Diagnosed Linked to Care Engaged in
Care

Retained in
Care

Viral
Suppression

Atlanta EMA Ryan White HIV Care 
Continuum 2012 

100% 

64% 68% 
59% 

66% 

0%

20%

40%

60%

80%

100%

Diagnosed Linked to Care Retained in
Care

Prescribed
HAART

Viral
Suppression

Atlanta EMA Ryan White HIV Care 
Continuum 2012 



35 

FY 2015 Ryan White Part A Application Narrative 
Atlanta EMA  
Fulton County Government H89HA00007 

a. The HIV Care Continuum is utilized to plan, prioritize, target and monitor available 

resources in response to needs of PLWH in the jurisdiction and improve engagement at 

each stage in the continuum. 
 Used to evaluate performance in each of the areas (for the EMA). The EMA will 

analyze performance in moving clients throughout the HIV Care Continuum 
 Development of the EMA’s Comprehensive Plan in addressing the unmet need 

(EMA) 
 Considered by the Priorities Committee during its deliberations for priority setting 

and allocation process (EMA and CW) 
 Assist each primary care provider in developing an agency continuum to evaluate 

performance (CW) 
 Develop programs and target resources to increase performance in applicable areas 

(CW) 

 
b. Current successes in supporting PLWH as they move from one stage in the 

continuum to the next. 
 Evaluation of Patient Navigation Pilot as a baseline to determine future successes 

with linkage and retention 
 Patient Navigation expansion in up to 8 primary care sites for seamless engagement 

in primary care through collaboration with linkage coordinators 
 Psychosocial support (peer counselors) to improve retention 
 New policy to allow preliminary positive test results to improve timely access to care 
 Local APA to assist clients with access to ART quicker while waiting for enrollment 

in Georgia ADAP or PAP 
 Funded three agencies to pay for prohibitive costs of medication co-insurance through 

the Health Insurance Program 
 New policy to allow self-attestation by clients for eligibility to reduce barriers to 

retention in care 
 All support services address barriers and assist with engagement and retention 

c. Gaps, barriers or unique challenges (i.e., data collection/ sharing, collaboration with 

other local, state and federal programs, etc.) that exist in developing and utilizing the 

HIV Care Continuum model. 
 Two Part A-funded agencies are not on the Fulton County CAREWare server, but 

data sharing is not difficult due to collaborative efforts between Parts A and B. 
 CAPUS and HIE will improve data sharing through the Resource Hub and electronic 

notification to providers of new and or lost to care patients. 
 New law allows sharing HIV information (reciprocal) with private clinicians that was 

previously prohibited. 

 Evaluation Web (testing database) does not include names making it difficult to 
monitor linked to care electronically.  Linkage coordinators conduct manual 
verification using CAREWare for client specific information. 

d. The FY 2015 award will be used to address gaps/barriers and improve the HIV 

Care Continuum and move clients along the HIV Care Continuum. The EMA 

will fund core and support services to provide a comprehensive system of care 

designed to improve client health outcomes. For example, Primary Care will 

impact all stages of the HIV Care Continuum; Patient Navigation and 

Psychosocial Support services will assist with engagement and retention; Oral 
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Health services will impact overall health and will contribute to viral suppression 

and improved CD4; Case Management services will assist clients develop 

individualized service plans to move clients throughout the HIV Care 

Continuum; and Mental Health and Substance Abuse treatment will improve 

general health and impact engagement, retention, and viral suppression. 

 

e. An analysis of gender, age, race, etc. has not been completed on the 2012 HIV Care 

Continuum; however, results from an analysis of the 2011 EMA and Atlanta Ryan White 

HIV CARE Continuums (presented in the EMA’s Epidemiological Profile) indicated the 

following. 

 64% of females were linked to care compared to 60% of males; 

 85% of females were engaged in care compared to 81% of males; 

 57% of females were retained in care compared to 53% of males; and 

 68% of females had evidence of viral suppression compared to 63% of males 

  

Examining the HIV Care Continuum by race/ethnicity reveals some large differences. 

When comparing African Americans, Whites and Hispanics: 

 64% of African Americans are engaged in care compared to 73% of Whites and 70% 

of Hispanics; 

 44% of African Americans are retained in care compared to 55% of Whites and 58% 

of Hispanics; and 

 26% of African Americans are virally suppressed compared to 38% of Whites and 

34% of Hispanics. 

  

Among Ryan White clients: 

 81% of African Americans were engaged in care compared to 86% of Whites and 

78% of Hispanics; 

 42% of African Americans were retained in care compared to 63% of Whites and 68% 

of Hispanics; and 

 62% of African Americans were virally suppressed compared to 83% of Whites and 

84% of Hispanics. 

  

 When examining age groups other disparities are evident. Older Ryan White clients 

have higher proportions linked (69%) and retained (56%) in care and higher viral 

suppression rates (70%) than young MSM. Among young MSM, 54% are linked and 

36% retained in care and 57% show viral suppression. The combined group of women, 

children and adolescents (WCA) are midway between the other two groups, showing 

64% linkage to care, 49% retention in care and 68% were virally suppressed. 

When examining the HIV Care Continuum for different transmission categories, a 

picture similar to race and ethnicity was seen. In the case of Ryan White clients there 

were too few in the IDU and Other categories to result in any meaningful analyses; only 

MSM and HET were analyzed. 
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Among MSM: 

 Although there were fewer Ryan White MSM linked to care than MSM in the EMA 

as a whole, there were many more engaged and retained in care (81% and 53% 

respectively of Ryan White clients versus 65% and 45% of the EMA) 

 Ryan White MSM appeared more than twice as likely to have achieved viral 

suppression (60%) as those in the EMA at large (28%) 

 

Among HET a similar but less dramatic picture appeared: 

 A higher proportion of Ryan White HET was linked to care (65%) than in the EMA at 

large (58%) 

 Ryan White HET were more likely to be engaged (82%) and retained in care (55%) 

than HET in the at large EMA (81% and 53% respectively) 

 Ryan White HET were more likely to have achieved viral suppression (70%) than 

HET in the total EMA (60%) 

 
Activities to address these disparities include: 

 MAI funds allocated to primary care to improve engagement, viral load and retention 

among African American and Hispanic populations to rates that are similar or exceed 

other demographic groups. 

 Patient Navigation pilot program targets African American clients to improve linkage 

and retention in care. 

 Primary Care and APA services will provide access to treatment and ART to improve 

viral suppression rates. 

 Individual peer counseling sessions and support groups for MSM will address 

improvement in retention and viral suppression rates.  

 

B.  FY 2015 Implementation Plan  

(1) Ryan White FY 2015 Implementation Plan: Service Category Table 

a. The EMA’s Four Core Medical Service Categories comprising the largest amounts of 

Part A funding allocated towards Core Services in the Implementation Plan are: Primary 

Medical Care; Oral Health; Medical Case Management; and, AIDS Pharmaceutical 

Assistance.  The two Support Service Categories comprising the largest amounts of Part A 

funding allocated are:  Food and Psychosocial support. One hundred percent (100%) of 

MAI funds are allocated to the Primary Care Service Category. 

b. The objectives in the FY 2015 Implementation Plan reference the stage(s) of the HIV Care 

Continuum and Outcome(s). See Attachment 9: FY 2015 Implementation Plan and HIV 

Care Continuum Table. 

c. The FY 2015 Implementation Plan is found in Attachment 9: FY 2015 Implementation 

Plan and HIV Care Continuum Table. 

(2) RWHAP Implementation Plan: HIV Care Continuum Table 

a. The Ryan White HIV/AIDS Implementation Plan: HIV Care Continuum Table is continued 

in Attachment 9: FY 2015 Implementation Plan and HIV Care Continuum Table. 
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C.  Implementation Plan Narrative 

(a) Core Services Prioritized but not funded with Ryan White Program funds include:  

 

AIDS Drug Assistance Program:  The Department of Public Health (DPH) provides 

funding for ADAP with Part B and State funds.  During the FY 2015 priority setting process, 

DPH presented and requested funding from Part A to support ADAP; however, the 

Committee determined it was more important to maintain the current continuum of care.  The 

local AIDS Pharmaceutical Assistance category was increased to ensure clients receive 

medications while awaiting ADAP. 

 

Emergency Assistance: The Atlanta EMA has historically funded utility assistance only 

under this category. The City of Atlanta provides funding for Emergency Assistance through 

HOPWA.  Because the City of Atlanta received a $7 million increase in FY 2014/2015 it was 

determined during the priority setting process that Ryan White Part A funding was not 

needed for FY 2015. 

 

Early Intervention Services: This category was prioritized but not funded as there are 

sufficient resources within the EMA. Specifically, the counseling and testing programs 

funded through CDC and Ryan White Part C programs support the early identification and 

linkage/engagement to care.  

 

Home Healthcare: The Priorities Committee ranked this category as a low priority. The 

need for Home Healthcare has diminished as People Living with HIV have become healthier. 

Due to a lack of need for the service, funding was not recommended for FY 2015. Medicaid 

resources may be able to support home healthcare needs. 

 

Housing:  The City of Atlanta provides funding for Housing through their HOPWA funds.  

While Ryan White Part A clients demonstrate significant need for housing and housing-

related services, the HOPWA program received a substantial increase in FY 2014/2015 

funding. Therefore, the service category remains a priority but no funding was allocated for 

FY 2015.  The Planning Council’s Housing Committee collaborates with the HOPWA 

Grantee to identify opportunities for better meeting the housing needs of Ryan White 

consumers. 

 

Hospice Services: The Priorities Committee ranked this category as a low priority. The need 

for hospice services has diminished as People Living with HIV have become healthier. Due 

to a lack of need for the service, funding was not recommended for FY 2015. Medicaid 

resources are available to persons who may require hospice services. 

(b) The activities in the Plan promote parity of HIV Services throughout the EMA. The 

EMA has worked to achieve parity by establishing a comprehensive system of care and 

services with specific initiatives listed below: 

Geographic location of services: The Atlanta EMA funded 15 service providers in FY 2014, 

and these providers are located throughout the EMA. Given that the epidemic is largely 

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

counties. There are 10 primary care clinics that receive Ryan White Part A funds, 7 of which 
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are located in Fulton and DeKalb Counties. The 3 remaining primary care facilities are 

located in the suburban and rural regions within the EMA. These facilities also operate 

satellite clinics to reach clients who do not reside within the urban core. Other core and 

support services are provided by agencies located throughout the entire EMA. Many agencies 

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 primary care, as 

well as client choice. With the implementation of the Affordable Care Act, clients may have 

access to insurance plans that vary throughout the geographic area.  

 

Quality: The EMA has adopted standards of care for Medical Case Management, Mental 

Health, Substance Abuse, Nutrition, Oral Health, Primary Care, Peer Counseling, and Legal 

Services along with EMA Universal and System Level Standards to improve quality of care 

and to reduce disparities. The Quality Management (QM) Committee developed indicators, 

which were adopted by the Planning Council, to monitor compliance with the standards and 

the quality of services provided for Primary Care and Medical Case Management.  Contracts 

with each funded agency include language requiring compliance with standards and 

development of an agency quality management plan which includes a set of key elements to 

be followed.  

 

Comprehensiveness of services:  The EMA utilizes a standard client screening tool to assess 

needs for case management, mental health, substance abuse, and legal services. This tool 

serves as the starting point for new clients to develop a comprehensive service plan. 

The EMA employs a centralized case management system to ensure access to consistent 

service. The centralized provider outstations case management professionals throughout the 

EMA. The number of case managers is determined by need, complexity of cases, and 

funding resources.  

Several Primary Care providers have moved to a medical home model, offering clients 

complete and comprehensive services to address various needs. By using a medical home 

model, clients can achieve positive health outcomes and move along the HIV Care 

Continuum. In FY 2014, the EMA will have a new point of access for Primary Care services. 

An existing primary care facility is partnering with a mental health and substance abuse 

provider to establish primary care services in a non-traditional setting.  

The EMA requires agencies to provide services within the full continuum of service 

providers. While agencies may not provide every service a client needs, we require them to 

have or to establish formal relationships with other service providers to ensure clients have 

access to comprehensive services. 

 The Priorities Committee reviews the needs, resources, and gap analysis each year to 

ensure that clients have access to comprehensive services and prioritizes service categories 

accordingly. 

 

Cultural appropriateness: The EMA engages in efforts to assure that all Ryan White 

eligible clients, regardless of spoken language, health literacy level, ethnic background, or 

other culturally related attribute, experience equity in ability to access health care and other 

support services.  Potential communication barriers resulting from differences across spoken 

languages are addressed through interpretation and linguistic assistance offered throughout 
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the EMA.  Interpreters as well as language line service are provided at other agencies.  

Providers also generate forms, pamphlets, and other communication formats written in 

languages other than English.  Potential differences across cognitive ability, education, and 

health literacy levels are addressed through specialized staff and social service professionals 

such as medical adherence nurses, peer counselors, and mental health and substance abuse 

therapists and counselors who may also assist clients with completion of enrollment 

documents.   

 

(c) The planned activities assure that services delivered by providers are culturally and 

linguistically appropriate to the populations served within the EMA. The Grantee works 

closely with the Planning Council, which has adopted “Elements of Cultural Competence” to 

ensure subgrantees are providing services that are culturally and linguistically specific to the 

population being served.  The EMA adopted a directive for the provision of culturally 

appropriate treatment and support service programs, which is in compliance with the US 

Office of Minority Health’s National Standards on Culturally and Linguistically Appropriate 

Services. These programs are provided in a language-appropriate manner (e.g. Spanish and 

Sign Language) and augment other language assistance programs at provider sites. Culturally 

appropriate services are available in all of the service categories the EMA has identified as 

priority areas of need. However, the EMA is aware that what may be appropriate in one 

county may not be appropriate in another and what may be appropriate for sites within a 

county may vary. Therefore, cultural competence and language appropriateness are 

determined based upon the demographics of the county or the specific service sites. The 

Grantee’s Request for Proposals (RFP) for Part A funding requires applicants to describe 

how current and proposed programs will provide services that are culturally and linguistically 

competent. The applicants must address “Elements of Cultural Competence” which include: 

Service/Project Description and Need Justification, Experience or Track Record of 

Involvement with the Target Population, Community Representation, Gender Identity, 

Language and Communication, and Staff Qualifications and Training. 

(d) The objectives, action items, and performance measures of the Implementation Plan 

relate to the goals of the Comprehensive Plan.  The FY 2015 Implementation directly 

relates to the EMA’s Comprehensive Plan.  The goals of the EMA Comprehensive Plan are 

identified below:  

1. To ensure the access, availability, and quality of a comprehensive system of HIV/AIDS 

care; 

2. To reduce disparities in access to health services and related support services among 

disproportionately affected sub-populations and historically underserved communities; 

3. To identify individuals aware of their HIV status, but who are not in care, and link them 

to core medical and support services; 

4. To coordinate and integrate care and treatment services with HIV counseling and testing 

and prevention programs; 

5. To maintain and enhance the Planning Council’s capacity to function effectively as a 

planning body; and 

6. To evaluate and respond to the impact of the Affordable Health Care Act on systems and 

services in the Atlanta EMA. 
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Objectives and related HHS/HAB Performance Measures for each service category are 

outlined in Attachment 9: FY 2015 Implementation Plan and HIV Care Continuum 

Table.  Each service category identifies the relevant stage(s) of the HIV Care Continuum and 

relates to the Comprehensive Plan goals.  

 
Service Category Comprehensive Plan 

Goal(s) 

HIV Care Continuum Stage 

Primary Care Goals 1, 2, 4, 6 I, II, III, IV, V 

Oral Health Goals 1, 2 III, V 

Case Management Goals 1, 2, 3 II, III 

APA Goals 1, 2 III, IV, V 

SS Food Goals 1, 2 III, V 

SS Psychosocial Support Goals 1, 2, 3, 4 II, III 

 

(e) The EMA ensures resource allocations to provide services for women, infants, children, 

and youth (WICY) are in proportion to the percentage of the EMA’s AIDS Cases 

represented by each priority population. The Grantee monitors the number WICY served 

to ensure that funding is in line with the respective percentages as required by the Ryan 

White Program.  In addition to the specific objectives, on a quarterly basis, the Grantee will 

apply the following measures to ensure appropriate resource allocation:  

 Review Ryan White Service Report (RSR) to monitor the number of WICY served to 

date 

 Review expenditures for activities funded for services to WICY 

 

For FY 2013-2014, data indicate that services were exceeded for all WICY categories: 

Women 26.38% of all women living with HIV; Infants 1.63%; Children 0.90%; and Youth 

7.11%. 

(f) How any recent EMA needs assessments or updates are linked or may be related to the 

HIV Care Continuum, including results of the EMA’s Unmet Need Framework and any 

new or different initiatives funded.  Needs assessment data help increase understanding of 

issues experienced among HIV-positive persons at various stages of the HIV Care 

Continuum.  Needs assessment data are linked to stages II, II, II, IV and V of the HIV Care 

Continuum.   

The Consumer Survey, a component of the EMA needs assessment, includes questions to 

collect information about types of services identified as needed but not necessarily received 

among Ryan White Part A consumers.  The top three services identified among consumers as 

needed but not received were: Food Vouchers, Dental Treatment, and Nutritional 

Supplements.  The EMA is addressing these needs and/or gaps in services by allocating 

funding to Oral Health and Food Assistance service categories outlined in the 

Implementation Plan.  These service categories directly relate to HIV Care Continuum stages 
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III. Retained in Care and V. Virally Suppressed.    

Additionally, the EMA established a new Patient Navigation initiative to address linkage 

and retention.  This initiative has served as a pilot program during FY 2014 to help patients 

overcome barriers to care through culturally sensitive care coordination and support.  The 

Patient Navigator is a critical part of the HIV/AIDS multidisciplinary healthcare team.  They 

actively support clients accessing services by linking them to resources, information and the 

appropriate staff to address their needs and any barriers to their care.  Navigators provide 

emotional support to clients newly diagnosed by maintaining contact with them and guiding 

them through their initial medical assessment and enrollment into care.  Data obtained from 

evaluation of this initiative will help to inform stages II. Linked to Care and III. Retained in 

Care of the HIV Care Continuum.   

The Planning Council’s Assessment Committee recently completed a comprehensive 

assessment of health disparities.  The assessment concluded that African American males are 

the most significantly impacted.  Assessment findings also indicated that zip codes areas with 

the highest concentration of PLWHA with unmet need geographically correspond with areas 

containing the highest concentration of poor health outcomes.  A review of service provider 

locations and times needed to travel to and from medical appointments utilizing the public 

transportation system ranged from 30 to 125 minutes.  In response to these findings, Support 

Services- Medical Transportation funding was awarded to fund small dollar value gas 

vouchers (e.g., 2 gallons for round-trip travel) in a more remote area without a public 

transportation system during FY 2014. Assessment report findings relate to stages II. Linkage 

to Care, III. Retained in Care, IV. Prescribed ART and V. Virally Suppressed. 

The EMA also conducted chart reviews in FY 2014. Data obtained from these chart 

reviews directly relate to Retention in Care, ART Prescription, and Viral Suppression stages 

of the HIV Care Continuum.  A preliminary analysis indicates that 84% of Ryan White 

clients achieved viral suppression; 89% achieved viral suppression within 6 months of 

initiating ART; 93% of clients were maintained in care as measured by 2 or more medical 

visits within the reporting period; and, 90% of clients had 2 or more CD4 counts within the 

reporting period.  

Data from a Statewide Client Satisfaction Survey conducted in 2013 relate to the 

Retained in Care stage of the HIV Care Continuum. Satisfaction of services was 94% or 

higher among survey respondents.  Client satisfaction surveys may help identify the reasons 

why clients achieve high retention (stage III) rates. Conversely, these data may help us 

understand why clients drop out of care. Additionally, clients who expressed high levels of 

satisfaction with their services may be more likely to be compliant with medication regimens 

and achieve positive health outcomes (stages IV and V). The EMA will continue to monitor 

the potential correlation between satisfaction and positive health outcomes. 

 

RESOLUTION OF CHALLENGES  
Challenges to integrating the HIV Care Continuum into planning and approaches to resolve the 

challenges include: 

 Inconsistencies in the definitions utilized to develop the HIV Care Continuum.  The DPH 

Surveillance Office must utilize ‘retained in care’ rather than ‘prescribed art’ in the 

calculation since medications are not reported to DPH. Viral suppression must be based on 

extrapolations from outcomes in other programs, i.e., the Medical Monitoring Project. The 

EMA will continue to produce the Continuum using like definitions, but actual viral 
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suppression numbers, to see how the EMA compares statewide. 

 Incomplete data reporting in CAREWare to determine ‘prescribed ART’. The Grantee will 

continue to monitor completeness of data in order to increase accuracy of performance. 

 Prescribed ART definition of number and percentage of people living with HIV/AIDS in the 

EMA prescribed a combination of three or more antiretroviral drugs from at least two 

different HIV drug classes every day to control the virus (as defined in the Application 

Guidance) is not currently a HAB measure; therefore it is difficult to ensure accuracy from 

CAREWare.  The Grantee will explore best practices to calculate this category. 

 Services providers, consumers and Planning Council members all understand the importance 

of the Continuum and particularly of viral suppression as a vital component of treatment and 

treatment as prevention.  However, many are at different places in understanding how the 

HIV Care Continuum is calculated.  The EMA, in collaboration with the State, will host 

several training sessions during the next year to increase comprehensive understanding of 

definitions and importance of monitoring. 

EVALUATION AND TECHNICAL SUPPORT CAPACITY  

A.  Description of Clinical Quality Management (CQM) Program Infrastructure:  
(1) During FY 2014, Staff time assigned to quality management is .1 FTE of the Special Project 

Assistant with additional 1.0 FTE staff time included in the contract with the Southeast AIDS 

Training and Education Center (SEATEC).  Additional support for the EMA’s CQM 

Program is provided by the Planning Council’s Quality Management (QM) Committee. The 

QM Committee and Special Project Assistant are responsible for the day-to-day oversight 

and management of quality activities. Council members are assigned to the QM Committee 

at the beginning of each Council year.  Members include providers and consumers of Part A 

services as well as other members interested in Quality Management.  Each funded agency is 

contractually required to have representation on the Committee.  The Chair of the QM 

Committee is appointed annually by the Planning Council Chair and is responsible for 

convening the meetings and coordinating the work of the Committee in conjunction with the 

Grantee.    

(2) Roles and responsibilities of the Special Project Assistant are to coordinate the work of the 

Committee with the Grantee’s HRSA requirements, to monitor progress of the data 

evaluation and reporting activities, to develop and monitor contractual requirements 

including data collection and presentation of data results to the QM Committee, Priorities 

Committee, Assessment Committee and the full Council.  Goals and objectives, including 

tasks and timelines, for quality management are included in the EMA’s Comprehensive Plan.  

The Grantee and QM Committee conduct an annual joint review of the quality management 

plan.  The QM Committee’s responsibilities include:    

 Monitoring compliance with the EMA’s Quality Management Plan 

 Revising established Quality of Service Indicators (based upon the EMA’s adopted 

Standards of Care) to monitor system-wide measures; changes in indicators are presented 

for adoption by the Executive Committee and the Planning Council 

 Establishing a timeline for collection and reporting of related data in collaboration with 

the Grantee 

 Evaluating data and preparing action step recommendations 

 Reviewing EMA chart review results for possible incorporation into committee work 
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 Prioritizing opportunities for improvement and approaches to achieve improvement, 

including delegation of those issues to time limited work groups or task forces 

 Monitoring the work of task forces and work groups to remove barriers and accelerate 

quality improvement 

 Reviewing and summarizing existing agency-level quality management mechanisms to 

inform the Committee and to communicate quality improvement information across the 

EMA 

 Developing spread strategies for sharing of best practices 

 Coordinating activities delineated in the Comprehensive Plan 

(3) The Grantee contracts with SEATEC for the provision of quality management activities 

including data collection from chart review at primary care sites, reporting of findings to QM 

Committee and Planning Council, training of committee and Planning Council members, 

preparation of the quarterly newsletter, and preparation and analysis of utilization and unit of 

cost data for the EMA. 

(4) CQM activities coordinated with Parts B, C, D, and SEATEC include: 

 EMA CAREWare user manual and codebook to assure consistency of service data entry 

within for Parts A, C and D and statewide with Part B 

 Participation of EMA QM Committee members and agency representatives in NQC 

Quality Management webcasts 

 Enrollment of all primary care sites in the NQC’s in+care campaign to bring patients 

back into care and keep others from falling out of care 

 Attendance by all Parts at EMA QM meetings and Part B QM meetings 

 NQC and local QM trainings are jointly attended 

 
B.  Description of CQM Program Performance Measures:  
(1) Performance measures are established for all funded core services including primary care, 

oral health, medical case management, mental health and substance abuse and additional 

support services including food/nutrition, peer counseling, and legal services. 

(2) Performance measures being monitored for primary medical care and medical case 

management are included in the table below.  These indicators are measured through data 

collection from chart reviews and/or CAREWare.  Funded agencies are contractually 

required to enter data into the centralized server within two weeks of encounter to assist with 

completeness of reporting. 

CATEGORY QUALITY OF SERVICE INDICATORS 

Primary Care 90% of clients (enrolled in care > 6 months) will have 2 or more medical visits, at least 3 

months apart, in an HIV care setting in a 12-month period 

90% of clients (who have been in care for > 6 months) will have 2 or more CD4 counts, at 

least 3 months apart, performed in a 12-month period 

90% of clients with AIDS (enrolled in care > 3 months) will be prescribed ART medication 

95% of clients with a CD4 count below 200 cells/mm (enrolled in care > 3 months), with at 

least one medical visit in the measurement year, will be prescribed PCP prophylaxis 

 90% of pregnant women with HIV infection will be prescribed ART medication (excluding 

those in first trimester; those enrolled in care during last 3 months of measurement year; and 
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those not presenting for prenatal care) 

 100% of client medical records will include a problem list 

 100% of client problem lists will include documentation of known allergies 

 90% of clients on antiretroviral (ARV) therapy will be assessed or counseled for adherence 2 

or more times in the measurement year (except those enrolling or initiating ARV therapy 

during the last 6 months of the measurement year 

 90% of female clients 18 and older will have an annual Pap test (except those who have had a 

hysterectomy for non-dysplasia/non-malignant indications) 

 100% of clients who are newly enrolled, sexually active or who have had an STI within the 

last 12 months of the measurement year will be screened for gonorrhea at least once during 

the measurement year 

 100% of clients who are newly enrolled, sexually active or who have had and STI within the 

last 12 months of the measurement year will be screened for chlamydia at least once during 

the measurement year 

 90% of clients will be screened for syphilis at least once during the measurement year 

 100% of clients will have TB screening documentation in the past 12 months  (except those 

with a history of culture positive TB or previous documented positive test) 

 95% of clients will be screened for Hepatitis C at least once since the diagnosis of HIV 

infection 

 85% of clients will have documentation of prevention/risk counseling at least once during the 

12- month period. 

Medical Case 

Management 

80% of MCM clients will have 2 or more primary care visits, at least 3 months apart, in the 

measurement year 

 80% of MCM clients will have an Individual Service Plan developed and/or updated 2 or 

more times, at least 3 months apart, during the measurement year (except those initiating 

MCM services in the last 6 months of the measurement year or those who were discharged 

from MCM services prior to six months of service in the measurement year) 

 

(3) Data collected to date include an analysis of unduplicated CY 2013 CAREWare data 

and preliminary data from the 2014 chart reviews. Results are included the table below.  

CATEGORY QUALITY OF SERVICE INDICATORS 

Primary Care 93% of clients had 2 or more medical visits in a 12-month period 

 90% of clients had 2 or more CD4 counts performed in a 12-month period 

 99% of clients with AIDS were prescribed ART medication 

 84% of clients with a CD4 count below 200 were prescribed PCP prophylaxis 

 100% of pregnant women with HIV infection were prescribed ART medication  

 99% of client medical records included a problem list 

 100% of client problem lists included documentation of known allergies 

 90% of clients on antiretroviral therapy were assessed or counseled for adherence 2 or more 

times in the measurement year 

 99% of female clients 18 and older had an annual Pap test 

 60% of clients were screened for gonorrhea at least once during the measurement year 

 55% of clients were screened for chlamydia at least once during the measurement year 

 86% of clients were screened for syphilis at least once during the measurement year 

 83% of clients had TB screening documentation in the past 12 months  

 99% of clients were screened for Hepatitis C at least once since HIV diagnosis 

 93% of clients had documentation of prevention/risk counseling  

Medical Case 77% of MCM clients had 2 or more primary care visits in the measurement year 

Management 69% of MCM clients had an Individual Service Plan developed and/or updated 2 or more 

times 
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Chart reviews indicated that 84% of clients had viral suppression based on last laboratory 

test.  In addition, 89% of clients achieved an undetectable viral load within 6 months of 

starting ART.  

 

(4) Performance measure data are analyzed to evaluate for disparities in care through the work 

of the QM Committee.  SEATEC prepares the Quarterly Newsletter and presents the data to 

the QM Committee on in+care measures, chart review and other core measures to review and 

determine next steps as indicated.   

(5) The Quality Management Committee (QM) of the Metropolitan Atlanta HIV Health Services 

Planning Council serves as the lead entity in developing quality management standards as 

well as facilitating the development of quality processes and training.  The Committee is 

comprised of stakeholders, subgrantees, consumers, and representatives from Ryan White 

Parts B, C, and D.  As the quality management arm of the Planning Council the Committee 

provides development, oversight and evaluation of the quality management plan to ensure 

access to and retention in care; quality of services and related outcomes; and linkage of social 

support services to medical services.  Committee members determine performance measures 

based on data presented from the chart reviews, HAB measures, CAREWare and client 

satisfaction surveys.  The Chair of the QM Committee provides an update at each of the 

Executive Committee and Planning Council meetings to inform members of activities.  The 

QM work plan is updated at each meeting and updates are incorporated into the EMA’s 

Comprehensive Plan.  The QM Committee produces a Quarterly Newsletter to share progress 

toward established performance measures.  All quality reports are presented to the Planning 

Council for update and discussion.  

 In an effort to provide ongoing quality development of Planning Council members 

several activities are identified.  Eight consumers attended the National Quality Center’s 

“Training of Consumers on Quality” program.  The Planning Council’s Leadership Institute 

for consumers will include a component on implementing and monitoring quality 

management programs.  In addition, the EMA’s quality training workshop “Achieving and 

Maintaining High Quality HIV Care” scheduled for October 2, 2014 will include the 

membership of the QM Committee, subgrantees, consumers along with representatives from 

all Ryan White Parts.  

C.  Description of CQM Program Quality Improvement:  
(1) The process to determine priorities for quality improvement projects may be at the agency 

level or the EMA level.  Through its internal QM Committee meetings, agencies may 

identify areas for improvement including wait time, no show rate, etc.  The agency will then 

develop and implement strategies to address the desired outcome.  Monitoring of the 

improvement projects is done at the agency level, by the Grantee and the QM Committee 

through review of annual QM plans and progress reports and through sharing at the QM 

Committee meetings. 

(2) Efforts aimed at improving HIV viral suppression include preparation of baseline data from 

CY 2012 CAREWare data, monthly monitoring of in+care and performance measure, and 

technical assistance for agencies to ensure that the correct variables are being entered to 

calculate viral suppression.  A presentation was provided to the Planning Council by the 

DPH Surveillance Office on the EMA’s HIV Care Continuum for education of members.   
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Part A funded the Health Insurance Program (HIP) to provide financial assistance for 

medication co-insurance and funding to the Georgia ADAP to support provision of 

medications for eligible Ryan White clients in the EMA.  

(3) CQM data were used to improve service delivery in the EMA including long-range service 

delivery planning. 

 Chart reviews at primary care sites resulted in improved charting which increased the 

ability to document compliance with HHS guidelines and assure quality patient care. 

 Assessment of needs of Hispanic clients resulted in additional linguistic services. 

 Phone calls to patients for appointment reminders resulted in increased compliance with 

appointments for medical and dental services. 

 Feedback on agency client satisfaction surveys resulted in modification of home-

delivered meal menus to address the needs of the Hispanic population. 

 During site visits, five primary care sites indicated that ‘wait time’ was identified as a 

concern for patients.  Sites implemented successful strategies including (1) scheduling 

visits with nutritionist or health educator while waiting to be seen by the clinician (2) 

assigning two additional clerks in the registration area and (3) increasing staff at a 

satellite clinic. 

 The most rural site in the EMA indicated that travel distances to see the clinician was a 

concern for clients.  To address this challenge, the agency holds a clinic once a month in 

two surrounding counties to reduce client travel time and sees 64 patients who might 

otherwise not be in care.  

 Analysis of patient education needs on available services resulted in the implementation 

of in-service training sessions and development and display of posters to notify clients of 

all services including dental and support groups. 

 Data sets and resource documents including unmet need data by zip code, utilization data, 

and the NHAS are being utilized in the development of the EMA’s Comprehensive Plan 

to address activities for linkage to care and monitoring of service quality. 

 In response to client feedback, a dedicated phone line for prescription refills was 

implemented at one primary care site, thus increasing client satisfaction.  

(4) Stakeholders contribute to the improvement activities undertaken by the EMA. 

Membership from the Planning Council including consumers, Part A-funded agencies, and 

representatives from Parts B, C, D, SEATEC and HOPWA participate on the EMA’s Quality 

Management Committee, review progress toward goals and objectives and provide input into 

the selection of the performance measures. 

D.  Data for Program Reporting  

(1) The information data system used for data collection and reporting operations is as 

follows: 

 The EMA utilizes CAREWare for data reporting for all Part A-funded agencies.  All 

connections use a Cisco VPN client.  CAREWare is free, scalable software for managing 

and monitoring HIV clinical and supportive services and produces a completed Ryan 

White HIV/AIDS Services Report (RSR) as required by HRSA. 

 A centralized data collection system is located at Fulton County Government. 
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 Fulton County Government Department of Information Technology is responsible for 

maintaining the security of the database is ensured. 

 The Ryan White Database Specialist is responsible for backup, recovery and system 

availability, and monitoring of data to ensure completeness and accuracy of reporting.   

 Backups are completed nightly and sent to a disaster recovery site weekly. 

 The Database Specialist utilizes a test server to verify compatibility of CAREWare 

upgrades and imported data prior to installation on the production server. 

(2) The Grantee’s current client level data capabilities for the completion and submission 

of the RSR include: 

 All (100%) providers are able to report client level data.  The Grantee’s data management 

and monitoring plan is in place to ensure that all elements are completed within 

established deadlines for RSR submission at the end of the calendar year. 

 Requirements for reporting client level data are included in agency contracts. 

 The EMA utilizes a centralized server for data entry of all required variables. 

 The Grantee monitors data to ensure compliance with requirements for both real time 

data entry and client level data requirements. 

 The Grantee’s Database Specialist provides oversight for the process to ensure 

compliance with HRSA’s reporting requirements. 

 Contracts are updated in CAREWare to assure accuracy for reporting. 

 Training needs are assessed to provide relevant technical assistance. 

 Technical training is provided to agency staff to ensure data capture and quality. 

 Data are imported from other databases utilized by agencies in data collection to reduce 

staff time required for data entry into CAREWare and improve data accuracy through the 

Provider Data Import function in CAREWare. 

 Client-level data are monitored to ensure completeness and quality. 

 Reports are sent to agencies noting discrepancies and include a timeline for correction. 

 Client-level data are submitted to meet HRSA’s required deadlines using the following 

process: 

o Updating the CAREWare user manual to align with any changes in the RSR 

o Conducting one-on-one and group training as needed 

o Providing additional technical assistance when discrepancies are detected in the data 

o Ensuring that data entry specialists record data elements uniformly throughout the 

EMA 

o Performing quality checks periodically to identify missing and/or unknown data 

elements 

 
ORGANIZATIONAL INFORMATION 
1.   Grantee Administration 

A. Program Organization  
(1) The Board of Commissioners (BOC) is the policy setting body of Fulton County 

Government. The Chairman of the Board (Chairman) serves as the Chief Elected Official for 

purposes of Part A and is ultimately responsible for the Part A program. The County 

Manager, who is responsible for the operations of the government and for implementation of 

BOC policies, reports directly to the BOC; the Ryan White Program is organizationally 
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located in the Office of the County Manager. The Chairman has delegated authority for day-

to-day operations of the program to the Director, Ryan White Program who serves as the 

Grantee. All staff of the Ryan White Program are involved in the planning functions of the 

program. As of September 1, 2014, there are currently 3 staff vacancies; Assistant Director, 

Database Specialist, and Accountant II. The Assistant Director position is vacant due to the 

promotion of the incumbent to the Director, while the remaining positions are vacant due to 

resignations. The duties performed by the Accountant II are being performed by in-kind 

County personnel until the vacancy is filled. The Fulton County Department of Information 

Technology and a contractor are providing additional support with the Ryan White 

CAREWare database. The Director is working diligently with Fulton County’s Personnel 

Department to fill all vacant positions. The Organizational Structure is provided in 

Attachment 10: Organizational Structure. 

(2) Providers funded through multiple Ryan White Parts are able to distinguish which clients 

are served by each individual funding stream to avoid duplication of service.  Part A 

contractually requires that all client level data be entered into the centralized server assuring 

uniform reporting.  The EMA has a standardized codebook that supports consistency in data 

collection and entry.   Each provider completes a funding source document at the beginning 

of the contract year indicating the fund source(s) for each of the services under the priority 

category.  Possible funding sources are indicated including Parts A, B, C, D or HOPWA.  

After review of the fund source document with the approved agency budget, the Data 

Manager sets up ‘contracts’ in CAREWare on the centralized server to allow data entry for 

tracking and reporting of services. The EMA reports client-level information in the annual 

consolidated RSR for all clients receiving Ryan White services. 

B. Grantee Accountability  

(1) Program Oversight 

(a) During FY 2013 and FY 2014 the Atlanta EMA took steps to implement the National 

Monitoring Standards (NMS) which included a comprehensive review and comparison of 

the NMS with the Ryan White Part A Manual, site visit tool and contract language.  

Documents were modified as needed to ensure the EMA’s ability to monitor the required 

standards and to ensure compliance with the NMS.  The NMS were distributed to all Part A 

providers and a providers’ meeting was held to outline contractual and programmatic 

requirements, monitoring activities including site visits, review the NMS, provide guidance 

and address concerns of the subgrantees.  The FY 2014 contract process began with all 

updated documents that incorporated NMS standards. 

(b) The process used to conduct program monitoring begins during the contract negotiation 

process when each agency is provided a copy of the Fulton County Government Ryan White 

Program Part A Manual, which delineates reporting requirements, and an electronic 

spreadsheet of the agency’s approved budget by priority categories and line items. Initiation 

of the contract requires: identification of programmatic, fiscal and data designees responsible 

for compliance with reporting requirements; goals and objectives linked to approved budget; 

and, copies of subcontractual agreements. All subgrantees are fiscally monitored on a 

monthly basis. Agencies are required to submit monthly expenditure reports (with 

appropriate supporting documentation) certified by the programmatic and fiscal designees 

along with an electronic spreadsheet documenting expenditures by line item and priority 
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category. MAI expenditures are tracked separately through the County’s financial system.  

Any errors, including the over- or under-expenditure of funds within individual line items are 

corrected prior to reimbursement.  By working with subgrantees on a monthly basis, the 

Grantee is able to identify potential areas for which the redirection of funds is appropriate.  

Subgrantees are required to submit quarterly programmatic reports, using a format 

established by the Grantee. Quarterly reports are used by subgrantees to document progress 

towards agency goals and objectives, as well as identify challenges, accomplishments, 

technical assistance needs, complaints/grievances filed by clients, and the results of ongoing 

client satisfaction surveys. Service utilization data (e.g. number of clients served and units of 

service provided) receive particular attention during the review of subgrantee programmatic 

reports. These numbers are compared against the monthly data report submitted by each 

agency to verify accuracy. The Grantee provides technical assistance to agencies that report 

they are either over-achieving (i.e. served more clients than projected) or under-achieving 

(i.e. served fewer clients) stated goals and objectives. 

(c) Fifteen (15) contractors are currently funded in FY 2014.  Fiscal and programmatic 

monitoring site visits are conducted at least annually during the program year.  During the 

formal site visits, Project Officers review subgrantees’ compliance with fiscal reporting 

requirements, progress with audit requirements, and strategies for improving performance, as 

applicable; goals/objectives, budgets, data issues, and quality management plans are also 

reviewed. Agencies are required to have Programmatic, Fiscal and Data Designees present.  

Part A Project Officers audit a random sample of client files to verify compliance with 

eligibility requirements, third party payment sources and compliance with NMS. 

Programmatic and fiscal monitoring site visits were performed in June, July, and August for 

all fifteen contractors (100%). Subgrantees will receive a total of at least two site visits for 

FY 2014. 

(d) The process and timeline for corrective actions when a fiscal or programmatic related 

concern is identified begins with a discussion of issues of concern, determination of cause(s) 

of problem, identification of technical assistance needs, development of a resolution plan 

which includes clear goals and objectives with concrete timeframes, and, consequences of 

not correcting the deficiency as agreed.  The subgrantee has 30 days to respond to the 

corrective action.  If it is determined that, after the provision of technical assistance, 

justifiable extensions, or corrective action plans, a subgrantee cannot meet its contractual 

requirements, some or all of the subgrantee’s funding may be reallocated to other priority 

categories and/or subgrantees where additional funds may be needed for direct client 

services.  The Grantee has final determination in suspending and/or terminating subcontracts. 

Any improper charges by funded agencies identified by the Project Officers during 

reconciliation of invoices and supporting documentation would be denied and the invoice 

adjusted accordingly (e.g., charges for line items not currently funded).  Agencies would 

receive technical assistance to prevent future occurrences.  

(e) All contractors received technical assistance (TA) for FY 2014 beginning with providing 

technical assistance to applicants on the RFP process.  All applicants received a Technical 

Assistance Evaluation form in which they could request additional technical assistance for 

the RFP if needed.  The 17 FY 2013 Ryan White Part A subgrantees received various 

types of technical assistance throughout the grant year on such items as programmatic 
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policies, CAREWare, spreadsheet entry, and budget revisions. CAREWare training on 

development of custom reports, revised CAREWare User Manual, and updated data 

requirements for Ryan White Service Data Report (RSR) will be provided to all subgrantees 

on a needs basis.  Subgrantees may also request additional technical assistance for 

CAREWare from the Database Specialist. Throughout the year, the Grantee provided 

multiple training and technical assistance sessions to new data entry staff on data entry into 

the centralized server of services based on the adopted Subservice Codebook for Part A-

funded services.  Furthermore, each subgrantee was provided a copy of the Ryan White Part 

A Program Manual, which includes detailed information on the Program’s policies and 

procedures.  Subgrantees may request technical assistance from their Project Officer in their 

quarterly reports or at any time such assistance may be needed.  The Project Officers also 

provide technical assistance at regular site visits and during regular telephone conferences or 

webinars.     

(2) Fiscal Oversight 

(a) The process used by the program and fiscal staff to coordinate activities, ensuring 

adequate reporting, reconciliation, and tracking of program expenditures requires 

Project Officers to complete audits of expenditures on monthly invoices. Supporting 

documentation and monthly electronic spreadsheets showing the allocation of expenses to 

individual line items and fund sources are also reviewed for accuracy.  Project Officers 

review and reconcile monthly invoices to ensure that expenses equate to approximately one-

twelfth of budgeted funds and are accurately reported.  Reconciled invoices are then entered 

into the County’s Finance system for payment.  The Accountant II processes invoices 

through the County’s accounting system, applying expenditures to the appropriate fund 

sources to track expenditures. Monthly meetings between the Project Officers and the 

Accountant II to discuss/review contractors’ budgets along with reviewing formula, 

supplemental, MAI, Carryover balances.  Project Officers review invoices for accuracy in 

comparison to the approved budgets and assign the fund source to be charged for payment.  

The Accountant II provides Project Officers with monthly reports, generated from the 

County’s accounting system, showing payments processed and the fund source charged.  The 

Accountant II reviews all reports along with invoices and electronic spreadsheets to ensure 

accuracy.  The Accountant II provides quarterly reports to the Director and Assistant Director 

of unobligated balances.  Additional in-kind support is provided by the Fulton County 

Department of Finance staff. 

(b) The Grantee separately tracks formula, supplemental, MAI, and carryover funds in the 

County’s financial system using individual account codes. The Accountant II monitors and 

tracks funds in the financial system and provides staff with bi-monthly reports which track all 

expenditures by fund source. In addition, the Accountant II maintains a detailed spreadsheet 

of the accounts by line item to track funds by funding source. The Accountant II also audits 

the budgets on a monthly basis to ensure that the County’s Finance Department has 

accurately applied all charges to the proper fund source.  As needed, the Accountant II 

processes journal vouchers to correct any discrepancies found.   

Subgrantees are provided electronic spreadsheets of approved budgets based on priority 

categories and line items within their contracts.  Agencies are required to update and submit 

spreadsheets monthly along with their monthly invoice.  Project Officers audit invoices and 

distribute reimbursement requests among the appropriate fund source and provides agencies 
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with an updated copy of spreadsheets with the approved reimbursement request.  In addition, 

the Accountant II audits the approved invoices before processing for payment to ensure that 

charges are applied to the appropriate funding source. 

(c) To ensure timely monitoring and redistribution of unexpended funds, Project Officers 

monitor agencies’ budgets monthly to determine if expenditures are in line with approved 

budgets and are expended according to schedule. Each month Project Officers contact 

agencies to discuss the percentage of the agencies’ budgets that are unexpended to determine 

if funds will be expended by contract expiration. Agencies are required to submit a formal 

expenditure analysis at the six-month contract period. The Grantee allows agencies to submit 

budget revisions for funds identified and anticipated as potentially being unexpended as a 

result of changes in personnel and/or other justified reasons.  When an agency’s budget 

revision is not appropriate or not approved, the agency’s budget is modified to reflect the 

reduced budget amount and funds are reallocated. Reallocated funds may be directed to 

offset shortages in the budgets of other agencies funded for services under the same priority 

category. If needs exist in other agency budgets for services under a different priority 

category, revisions are reviewed by the Grantee and presented to the Planning Council for 

approval.  Anticipated unexpended funds in the administrative budget, the clinical quality 

management budget, and the HIV services budget are reprioritized according to directives of 

the Priorities Committee and the Planning Council. 

(d) Seventeen FY 2013 contractors (100%) were compliant with the audit requirement in 

OMB Circular A-133.  FY 2014 Contractors are required to submit their agency’s audit to 

the Grantee no later than 180 calendar days after the close of the agency’s fiscal year or 

provider a letter from the auditor stating planned submission data. Should an agency’s federal 

funding not rise to the level of requiring an audit in compliance with OMB Circular A-133, 

an independent financial statement is required to be submitted no later than 180 calendar 

days after the close of the agency’s fiscal year.   

(e) There were no findings in any of the subgrantees’ A-133 audit reports. 

(f) The process for reimbursing contractors/subgrantees, from the time a voucher/invoice 

is received to payment begins when Contractors submit original invoices signed by the 

Programmatic and Fiscal Designees, with supporting documentation monthly, along with 

spreadsheets that are transmitted electronically showing the expenditures for each budgeted 

line item.  Upon receipt, invoices are date/time stamped by the Grantee and reviewed by the 

Project Officers for accuracy, reconciled against approved budgets, and processed within 

three (3) business days of receipt of all required supporting documentation.  Invoices are 

approved for payment by the Director or Assistant Director and forwarded to Accountant II 

for processing through the County’s accounting system.  

The process for payments made to contractors/subgrantees from receipt of 

vouchers/invoice to reimbursement begins with Project Officers reviewing invoices within 

three (3) business days for accuracy. Agencies 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. Invoices are then reviewed and approved by the 

Director or Assistant Director and forwarded to the Accountant II for entry into the 

accounting system of Fulton County’s Finance Department for processing/disbursement of 
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payment.  Contractors receive reimbursement within thirty (30) days of approval of invoice. 

The Accountant II reviews bi-weekly payment status reports from the County’s accounting 

system to ensure contractors receive timely reimbursement of expenses. 

C. Third Party Reimbursement  

(1) Narrative 

(a) The Grantee’s process to ensure that contractors are monitoring third party 

reimbursement begins with the RFP which requires potential vendors to detail their 

strategies to coordinate service delivery between Part A and other third party payers 

(including Medicaid, State Children’s Health Insurance Program (SCHIP), Medicare 

including Medicare Part D, VA, and private insurance, including options available under the 

Health Insurance Marketplace) along with income generated from third party payers in the 

most recent fiscal year.  Once selected, vendors 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.”  Additionally, subgrantees 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.  Subgrantees that provide Medicaid-

reimbursable services must be Medicaid certified. The Grantee permits subgrantees to utilize 

Ryan White Part A 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. 

(b) Subgrantees document and ensure clients are screened and enrolled in eligible 

programs (i.e., Medicare, Medicaid, private insurance, or other programs including 

options in the ACA Health Insurance Marketplace) to coordinate benefits and to ensure 

that Ryan White funds are the payer of last resort.  In order to be compliant with this 

requirement, agencies must determine client eligibility for private insurance, Medicaid, 

Medicare, and the Marketplace insurances during intake and at least every 6 months 

thereafter. A copy of the financial screening tool is included in client files. Self-attestation is 

allowable once during the 12-month period as long as there are no changes in eligibility 

requirements. Agency systems include processes to determine and document client income 

(if the client has no income, documentation must be provided as well as an explanation of 

how living expenses are provided), assess opportunities for third party enrollment and billing, 

individual payments and that Part A is the payer of last resort.  Required documentation 

includes paycheck stubs for employed patients which may indicate withdrawals for insurance 

coverage (for example, employment may be verified by accessing the Georgia Department of 

Labor database); income (based on W-2 forms, etc.) to determine financial eligibility for 

Medicaid; VA coverage; eligibility for PeachCare (SCHIP); Medicare and, Marketplace 

coverage.  Primary care subgrantees electronically access the Georgia Health Partnership 

Portal to determine whether clients are enrolled in PeachCare, Medicaid, and Medicare.  

The Grantee’s process for verifying agencies’ compliance with payer of last resort 

requirements includes reviewing a random sample of charts from each agency. As more 

clients within the EMA begin enrolling in private insurance through the Marketplace, the 

Grantee will require that agencies verify client insurance eligibility through the use of 

verification tools such as Passport. Each agency has the flexibility to utilize the tool that best 

integrates with their existing client data and/or billing systems. The Project Officers will 
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verify during site visits that verification tools are utilized and that clients are screened 

appropriately at the time of each service. Ryan White Part A funds can be utilized, if 

requested, by the agencies to support the administrative costs incurred to comply with this 

requirement. 

(c) The Grantee monitors the tracking and expenditures of any program income during site 

visits for the contractors.  Project Officers monitor compliance through a review of client 

files and financial reports indicating income generated through third party billing. 

Additionally, this information is reported in the agency’s quarterly programmatic report. If a 

subgrantee were found to be non-compliant, the Grantee’s corrective action process would be 

initiated. The Grantee does not generate any program income. 

D. Administrative Assessment  
(1) The Planning Council’s Evaluation Committee conducted the FY 2013 Administrative 

Assessment. The EMA funded 17 agencies during the FY 2013 funding cycle.  The 

Committee’s review of the administrative mechanism evidenced timely 

allocation/contracting of funds and payments to contractors.   

(a) The Grantee was evaluated on the RFP Process, Contract Process and Financial Process.    

 

(b) The results from the assessment reflected meeting and in most instances exceeding; there 

were no findings or recommendations from the Evaluation Committee. 

 The FY 2013 award for the Atlanta EMA was $19,530,974 in non-MAI funds and 

$2,024,218 in MAI funds. The Grantee met all HRSA deadlines for the submission of FY 

2013 reporting requirements.  The Atlanta EMA RFP for FY 2013 funding included the 

priority categories and funding amounts as approved by the Metropolitan Atlanta HIV Health 

Services Planning Council.  The RFP was widely advertised and proposals were received for 

all the established priority categories. In addition, the RFP included the specific Planning 

Council directives.   

 The Grantee held two mandatory Technical Assistance Workshops, one for continuing 

applicants and another one for new applicants to review the application guidance and answer 

questions.  Additional information was provided to all applicants to assist with the 

preparation of the application including the needs assessment, comprehensive plan, 

epidemiology data, unmet need data, and standards of care along with indicators.  Questions 

regarding the application were emailed to the Ryan White Program and all designated 

workshop participants received the same response. 

 The allocations process is governed by standard operating procedures and the Outside 

Review Committee (ORC) is made up of persons without conflict of interest, from various 

disciplines, as well as consumers.  The dates for meetings of the ORC were announced at 

Executive and Planning Council meetings and notification was provided to all applicants.    

Attendance during the ORC process was open to agency representatives to hear strengths and 

weaknesses provided by the reviewers on each application along with the funding 

recommendations. 
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E. Maintenance of Effort (MOE)  

(1) See Attachment 11: Maintenance of Effort Documentation. The narrative is included in 

the Attachment and illustrates the elements and expenditures related to HIV/AIDS core 

medical and support services for FY 2012 and FY 2013.  

 

(2) A description of the process used to determine the amount of expenditures is included in 

Attachment 11: Maintenance of Effort Documentation. 


