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In his 2019 State of the Union Address, President Donald J. Trump announced 
a bold plan to end the HIV epidemic in the United States by 2030: “Scientific 
breakthroughs have brought a once-distant dream within reach. Together we 
will defeat AIDS in America and beyond.” We are at a precipitous moment in 
American public health, one where dramatically decreasing HIV transmission 
in this country is within reach, thanks to breakthroughs in anti-retroviral 
treatment (ART), prevention tools, and data that allows public health providers 
to pinpoint exactly where the most HIV infections are happening.

INTRODUCTION
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INTRODUCTION

The strategy, Ending the HIV Epidemic: A Plan for America, was introduced by Health 
and Human Services (HHS) Secretary Alex Azar on Feb. 5, 2019, and it fully articulates 
the once-in-a-generation moment we confront as a nation. The initial phase of this 
strategy is focused on decreasing HIV transmission by 90% in 48 counties that 
are responsible for about half of all new HIV infections in the United States. These 
counties, as well as select rural areas, will be provided with additional expertise, 
resources, and technology required to stop the epidemic in their communities.

The plan will focus on two key priority areas:
 y Increasing investments in geographic hot spots through existing programs, like 

the Ryan White HIV/AIDS Program, that focus on providing HIV treatment, and 
community health centers that will focus on expanding HIV prevention to those 
most at risk

 y Using data to identify where HIV is spreading most rapidly to guide decision-
making over resource allocation, as well as to address local needs

Years of research and experience have shown that there are four strategies that are 
essential to ending the HIV epidemic in the United States: diagnose, treat, protect, and 
respond.
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Advances in laboratory methods and 
epidemiological techniques make it possible 
to see where HIV may be spreading the 
quickest, which allows the Centers for 
Disease Control and Prevention (CDC), local 
governments, and other essential partners 
to develop and implement strategies to stop 
the transmission as quickly as possible.

RESPOND RAPIDLY TO DETECT 
GROWING HIV CLUSTERS AND 
PREVENT NEW HIV INFECTIONS.

Modeling shows that fewer than 10% of 
Americans most at-risk for contracting 
HIV are actually accessing pre-exposure 
prophylaxis (PrEP). Expanding use among 
these key populations could prevent 
almost 50,000 infections in the first year of 
programming alone.

PROTECT INDIVIDUALS AT 
RISK FOR HIV USING PROVEN 
PREVENTION APPROACHES.

The majority of annual new HIV infections 
are transmitted by those who are not 
receiving care and treatment, making viral 
suppression an essential pillar of any plan 
to end the epidemic. The plan will expand 
existing programming, including the Ryan 
White HIV/AIDS Program, and will aim to 
reengage individuals who have fallen out 
of the care continuum in treatment. The 
national goal of 90% viral suppression is in 
line with global HIV/AIDS goals, as well.

TREAT THE INFECTION 
RAPIDLY AND EFFECTIVELY 
AFTER DIAGNOSIS, ACHIEVING 
SUSTAINED VIRAL SUPPRESSION.

An estimated 165,000 Americans are living 
with HIV without knowing their diagnosis. 
Early detection is critical, in terms of both 
treatment and prevention of transmission 
to other individuals in the community. In 
order to improve diagnosis rates, the goal is 
to make HIV testing simple, accessible, and 
routine for all who need it.

DIAGNOSE ALL INDIVIDUALS 
AS EARLY AS POSSIBLE AFTER 
INFECTION.
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According to national-level data, an estimated 1.1 million people in the United 
States had HIV at the end of 2016, the most recent year for which this information 
is available. Of those people, about 14% did not know they had HIV. In 2017, more 
than half of the new diagnoses occurred in Southern states. Georgia had the 
highest rate of new diagnoses in the United States in 2017, and most of these 
were concentrated within the Atlanta area. In 12 out of 17 Southern states, people 
are less aware of their HIV status than the national average, and these states are 
behind the rest of the country in some key HIV prevention and care indicators.

While HIV diagnoses continue to occur disproportionately among gay and 
bisexual men and people who inject drugs, increases in new diagnoses are also 
seen among nearly every demographic group in the Atlanta metropolitan area. 
This is further articulated in Section 3, Epidemiological Profile, and Section 4, 
Situational Analysis.

In October 2019, the Georgia Department of Public Health (DPH) received an 
Ending the HIV Epidemic (EHE) planning grant from the CDC to fund a plan for 
ending the HIV epidemic in four metro Atlanta counties: Fulton, DeKalb, Cobb, and 
Gwinnett.

To inform this work DPH has engaged the following groups in a collective impact 
planning process: existing HIV planning and advisory bodies, state and county 
public health staff, HIV service providers, community-based organizations, 
community advocates, people living with HIV, and stakeholders in the four target 
counties. These groups have worked to review and update current strategic 
plans and best practices, as well as identify gaps in services in order to formulate 
an aggressive plan to build on and expand effective existing programs and 
direct resources to new and innovative programs targeted to priority locations, 
populations, and needs.

The following priorities are the guiding principles of Atlanta’s HIV services, as 
articulated by the 2017 Fulton County Task Force on HIV/AIDS:

 y Stigma Kills. Don’t Tolerate It.
 y Eliminate stigma and discrimination associated with HIV, sexual 

orientation, gender identity and expression, race/ethnicity, 
socioeconomic status, and mental health and substance use disorders 
from our health care settings, faith communities, educational 
institutions, government institutions, media coverage, and all policies 
and laws.
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 y Make Care and Services Client-Centered Where Possible and Efficient.
 y Refocus HIV services and care systems on the holistic needs of those 

being served to create compassionate environments that are culturally 
competent and customer service-oriented and where meaningful 
patient feedback matters.

 y Make it Easy to Get into Care Fast and Stay Healthy.
 y Eliminate health system barriers that make it difficult to get into care, 

stay in care, access lifesaving medications, and reduce the virus to 
undetectable levels.

 y Everyone Should be Tested for HIV.
 y Provide free, routine opt-out HIV testing in all health care settings and 

jails and coordinate targeted (or risk-based) HIV testing so that people 
at highest risk of infection always have easy access to free, safe, and 
confidential screening.

 y HIV is Preventable.
 y Provide PrEP/post-exposure prophylaxis (PEP) for people without 

HIV, syringe services for injection drug users regardless of HIV status, 
immediate access to HIV treatment for people with HIV (PWH), and 
condoms and lubricants for all.

 y No More Babies Born with HIV.
 y Link pregnant women to prenatal care, test all pregnant women for HIV, 

and treat all HIV-positive pregnant women with ART to ensure that no 
babies are born HIV-positive.

 y Education is HIV Prevention.
 y Require scientifically accurate, evidence-based HIV and sexual health 

education in schools so that youth learn skills to protect themselves 
against HIV and other sexually transmitted infections and pregnancy.

 y Housing is HIV Prevention and Treatment.
 y Provide immediate, barrier-free access to housing for PWH who are 

unstably housed.
 y Mental Health and Substance Use Services are Care, Too.

 y Expand access to mental health and substance use services to prevent 
HIV transmission and improve care continuum outcomes.

 y Create Policies that Promote Health.
 y Close the current coverage gap that denies too many PWH private 

insurance or Medicaid, advocate for adequate federal funding for HIV 
care and prevention, and reform HIV transmission criminalization laws 
to further destigmatize HIV.



Since receiving the EHE planning grant, the Georgia DPH has engaged the following groups: 
existing HIV planning and advisory bodies, state and county public health staff, HIV service 
providers, community-based organizations, community advocates, people with HIV (PWH), and 
stakeholders in the four target counties of metro Atlanta (Fulton, DeKalb, Cobb, and Gwinnett). 
These groups have participated in a process informed by the structure of collective impact 
models to review and update current strategic plans and best practices, as well as identify 
gaps in services. More information on the groups that have participated in EHE planning can be 
found in Appendix B and on our website at www.endinghivinga.org.

We are working to formulate an aggressive plan not only to build on and expand effective 
existing programs, but also to direct resources to new and innovative programs targeted to 
priority locations, populations, and needs. The goal is to identify PWH, then connect them 
to and retain them in care to achieve optimal health outcomes; this will ultimately improve 
the health of the whole community. Additionally, vulnerable individuals will be identified and 
connected to appropriate services, either HIV testing, HIV prevention services, or HIV care and 
treatment. This plan intentionally addresses some of the underlying social determinants of 
health that can influence HIV status, including housing, transportation, and job training, and 
developing partnerships with organizations and stakeholders who focus on these domains will 
be vital to the success of this strategy.

At the first convening of the EHE work group on Nov. 5, 2019, the participants decided to modify 
the four programmatic pillars of diagnose, treat, prevent, and respond and tailor them to the 
specific needs of the metropolitan Atlanta community. As a result, five separate work groups 
were created:

DOCUMENTATION

DOCUMENTATION 
OF COMMUNITY 
ENGAGEMENT

http://www.endinghivinga.org
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DOCUMENTATION

 y Prevention
 y Treatment and Care
 y Housing and Supportive Services
 y Policy
 y Informatics, Data Analytics, and Systems

The work groups met that evening and chose a point of contact for each who 
would be responsible for all communication between the work group and the 
larger planning group, as well as coordinating the efforts of the work group. Since 
then, the work groups have been meeting independently and have formulated 
an outline of goals, stakeholders, activities, and possible funding sources for 
their respective priority areas. This information was presented iteratively at three 
subsequent community meetings held on Nov. 20, Dec. 4, and Dec. 11, 2019 (see 
documentation of each meeting). The draft EHE plan submitted on Dec. 30, 2019, 
was based on these outlines and the feedback gathered from all community 
participants, including the health directors of each of the four Atlanta counties 
covered by this plan.

We recognize that ours is an iterative process, and we know that there will be 
changes as science advances, updated data becomes available, best practices 
shift, and the tenor of the epidemics in each county becomes more evident. In 
January 2020, the work groups reconvened to refine their goals and activities, as 
well as identify funding, outcomes, and data sources for their work. Prior to the 
COVID-19 emergency, we were able to have two in-person community meetings 
held at Morehouse School of Medicine in Atlanta on Feb. 4 and March 3. The 
COVID-19 pandemic has significantly impeded progress on the EHE planning 
process, given the large number of EHE planning participants who are also 
directly involved in the COVID-19 public health response and the disruption the 
pandemic continues to have on community-engagement efforts. Following the 
start of stay-at-home orders in early March, EHE planning meetings were held 
virtually via Zoom on March 24, June 24, Oct. 14, and Nov. 10. We also held 
a meeting with the work group points of contact on May 6 to discuss CDC’s 
feedback to the first draft of the EHE plan. 

In addition to the larger community meetings, the four counties held county-
level community meetings throughout January, February, March, October, and 
November (see details) to create their own EHE plans (including the development 
of plans in response to CDC’s PS20-2020 funding opportunity) and to inform 
the larger plan for the four counties. Importantly, given the heightened impact 
of HIV on Black gay and bisexual men in metro Atlanta, a specific convening of 

http://www.endinghivinga.org
http://www.endinghivinga.org
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members of this community was held on March 5 (prior to Georgia’s COVID-19 stay-at-home 
order) to ensure new voices from this community had an opportunity to offer input into the 
EHE planning process. Similar focused engagement activities with members of other priority 
populations were planned in conjunction with community organizations serving Latina trans 
women, Latino gay and bisexual men, and Black transgender women, but planning was 
disrupted as these partner organizations adjusted operations in response to COVID-19. In 
addition to the metro Atlanta–wide EHE planning meetings and the county-level EHE planning 
meetings, the EHE management team, which included members of these larger bodies, met 
by weekly videoconference call to help keep the EHE planning process moving forward. 



BACKGROUND

The four Georgia counties that will receive funding under the EHE initiative 
accounted for 49% of persons diagnosed in Georgia in 2018 and about 75% 
of persons diagnosed in the metropolitan Atlanta area in 2018. Similarly, 56% 
of persons living with HIV reside in those four counties. HIV prevalence varies 
across this area, as shown in Figure 1.

EPIDEMIOLOGICAL 
PROFILE



Figure 1: HIV Prevalence Rate by Zip Code 
Atlanta, 2017

Figure 2: Poverty Rate by Zip Code
Atlanta, 2017

0-150 1,800+ 0-7% 21%+
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PROFILE

These counties are sociodemographically heterogeneous, with marked differences in 
their racial/ethnic makeup and their socioeconomic status. As shown in Firgure 2, the 
percentage living in poverty in 2018 ranged from 9% in Cobb County to 14% in DeKalb 
County (Census). The percentage of Black residents ranges from 28% in Cobb and 
Gwinnett to 54% in DeKalb, and the highest percentage Hispanic is in Gwinnett County 
(24%), compared to 7% to 13% in the other three counties (Georgia Oasis). There is 
substantial overlap between areas with high rates of HIV prevalence and those with 
high rates of poverty.

PILLAR 1: DIAGNOSE

HIV Diagnoses and Prevalence

The largest number of persons diagnosed annually are in Fulton County, followed 
by DeKalb County, with substantially lower numbers in Cobb and Gwinnett counties 
(Figure 3). The number of annual diagnoses has declined during 2014-2018 in Fulton 
and DeKalb counties, while it has increased slightly in Cobb and Gwinnett counties.

The rate of diagnosis in 2018 was highest in Fulton County, followed by DeKalb, Cobb, 
and Gwinnett. The rate of diagnosis by race/ethnicity follows the same pattern across 
all four counties, with the highest rates among Blacks, followed by Hispanics (Figure 4) 
and a substantially lower rate among Whites.

Source: AIDSVU.org

https://www.census.gov/programs-surveys/saipe.html
https://www.census.gov/programs-surveys/saipe.html
https://www.census.gov/programs-surveys/saipe.html 
https://oasis.state.ga.us/oasis/webquery/qryPopulation.aspx


Figure 3: Diagnoses by Year, Cobb, DeKalb, Fulton, and Gwinnett Counties, 2014-2018

Figure 4: Rate of HIV Diagnosis by Race/Ethnicity and County, 2018
(rate per 100,000)
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The characteristics of newly diagnosed persons and of persons living with HIV/
AIDS are similar across counties (Table 1). Among PWH, the proportion male 
ranged from 73% to 83%, with the highest proportion female in Gwinnett County 
(26%); the proportion being men who have sex with men (MSM) ranged from 63% 

Source: Georgia HIV Surveillance data reported trhough June 2019

Source: Georgia HIV Surveillance data reported through June 2019 and Georgia OASIS for population denominators
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to 73%, with the lowest proportion in Gwinnett County; and the proportion Black 
was lower in Gwinnett and Cobb counties, consistent with the demographics of 
their populations.

Black MSM accounted for 75% of MSM diagnosed in 2018 and were diagnosed 
at younger ages compared to their White and Hispanic peers: 60% of Black 
MSM were under 30 years of age at diagnosis, compared to 25% for White 
MSM and 35% for Hispanic MSM. Modeling work conducted by researchers at 
Emory University suggests that the proportion of males in Fulton and DeKalb 
counties with same-sex contact in the last five years is almost twice as high as 
in Cobb and Gwinnett (8% to 9% compared with 4% to 5%) (AIDSVu.org). These 
differences, together with socioeconomic factors, contribute to differences in the 
rate of HIV across counties.

Persons who have a history of injection drug use or who currently inject drugs 
account for a small proportion of diagnosed persons. Trends in this group are 
followed closely given the concern about increases in injection behavior related 
to opioid addiction. Additional data are collected through surveys of people who 
inject drugs (PWID) (see “Risk Behaviors” below).

The number of women diagnosed annually has remained fairly stable between 
2014 and 2018. Over 90% of women with HIV acquired it through sexual contact.

Approximately 5% of men with HIV acquired HIV through heterosexual contact.

Among transgender persons with HIV, 92% are transgender women, 80% are 
Black, 60% were diagnosed in their 20s, and transmission category was sexual 
contact for over 90%.

Timing of Diagnosis

Overall, 33% of persons diagnosed in 2018 had a first CD4 count within 12 
months of diagnosis over 500 cells/µL, 41% 200-499 cells/µL, and 18% under 
200 cells/µL. The proportion <200 cells/µL was 17% in Cobb and Fulton, 20% 
in Gwinnett, and 21% in DeKalb County, respectively. Groups with the highest 
proportion of persons diagnosed with advanced immunosuppression include 
Hispanics (28%), persons 40 and older (34%), and PWID (30%).

Disparities in viral suppression by race/ethnicity and age are consistent across 
counties, with lower viral suppression among Blacks, even among those retained 
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HIV Testing

Based on Atlanta-specific data from the 2017 cycle of National HIV Behavioral 
Surveillance (NHBS), approximately 80% of MSM reported HIV testing in the last 
12 months, with very little variation across racial/ethnic groups. For persons 
who inject drugs, 65% of Black and 48% of others reported testing in the last 
12 months during the 2018 cycle. The lowest testing rates were reported by 
heterosexuals in the 2016 cycle (most recent cycle is ongoing at present), with 
46% reporting testing in the last 12 months.

PILLAR 2: TREAT

HIV Care Continuum

The HIV care continuum varies little across these four counties. Among persons 
diagnosed in 2018, the percentage linked to care in one month was 83% for Cobb 
and Fulton counties, 79% for Gwinnett County, and 77% for DeKalb County. For 
persons living with HIV/AIDS, approximately two-thirds had some care (at least 
one CD4 or viral load test), approximately half were retained in care (at least two 
CD4/VL at least three months apart), and between 52% and 59% were virally 
suppressed on their last test in 2018 (Figure 5). Viral suppression is consistently 
higher than retention because a subset of patients sees their provider only once a 
year. This is more common for persons cared for by private providers. These data 
overestimate the number out of care because they include persons who have not 
engaged with the health care system for 10 years or more who have likely moved 
away or died but have not been captured through routine interstate deduplication 
or vital status assessment activities.

The proportion virally suppressed within three months of diagnosis increased 
from 22% in 2015 to 32% in 2016, and 37% in 2017 in metro Atlanta, reflecting 
increased implementation of rapid entry to care protocols starting 2016, as 
recommended by the Fulton County Strategy to End AIDS.

Figure 5: Care Continuum by County Among Persons Living with HIV, 2018

Source: Georgia HIV Surveillance data reported through June 2019
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Disparities in viral suppression by race/ethnicity and age are consistent across 
counties, with lower viral suppression among Blacks, even among those retained 
in care (Figures 6 and 7). Viral suppression increases with age across Blacks, 
Whites, and Hispanics (Figure 7). Over time, viral suppression has increased 
among those 20-24 and 25-29, resulting in a smaller gap by age in 2018 
compared with that seen in 2014.

Figure 6: Viral Suppression by Race/Ethnicity and County, Georgia 2018

Figure 7: Viral Suppression Among Those in Care by Age Group and Race/Ethnicity,
Georgia 2018

Source: Georgia HIV Surveillance data reported through June 2019

PROFILE
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PILLAR 3: PREVENT

Risk Behaviors

Among MSM interviewed in fall 2017 as part of the Atlanta NHBS and who were 
not HIV-positive by self-report, 66% reported condomless anal sex in the last 12 
months, and 35% reported condomless anal sex with their last sexual partner 
(Atlanta NHBS, 2017). Additionally, 32% reported not knowing their partner’s 
status, and 41% reported being in a concurrent sexual relationship. Differences in 
condomless anal sex, concurrency, and knowledge of partner status were small 
by race/ethnicity. With respect to perceived risk, 23% of Black men and 18% of 
White men believed they were somewhat, very, or extremely likely to become 
infected with HIV in the next 12 months.

Other populations interviewed in Atlanta through the NHBS include PWID 
and high-risk heterosexuals (based on socioeconomic status). Among PWID 
interviewed as part of the NHBS in fall 2018, 22% of those 35 and younger 
reported sharing of needles, compared with 12% of those 36 and older, and 32% 
reported sharing needles compared with 21% for those 36 and older (Atlanta 
NHBS, 2018). It is not clear if the level of risky behavior is increasing or if this 
difference reflects survivor bias among the older PWID. Among heterosexual 
persons interviewed during fall 2016 (most recent cycle available), 80% reported 
condomless sex; of these, two-thirds were not aware of their partner’s HIV status. 
One in three men and women reported having sex in exchange for drugs or 
money. The NHBS team is currently conducting a survey of transgender women. 
Preliminary data will be available by spring 2020. Data from a HIV surveillance 
effort focusing on people who inject drugs  planned by Fulton County will be 
available in 2021.

Among a random sample of persons living with HIV interviewed for the Medical 
Monitoring Project, two-thirds reported that they had been sexually active during 
the previous 12 months. Among those, the great majority reported condom use. 
Twenty-nine percent reported condomless sex with an HIV-negative or unknown-
status partner, and 13% reported condomless sex with an HIV-negative or 
unknown-status partner while not having sustained viral suppression (9% of the 
total). None reported partner PrEP use (Medical Monitoring Project 2015-2016).

PrEP Use

Data on PrEP use are available from the Atlanta NHBS, from surveys conducted 
by Fulton County Board of Health at Pride events, and from data made available 
through AIDSVu. Overall, they consistently show that the number of persons on 
PrEP is substantially lower than the number that would benefit. Marked disparities 
are seen between Blacks and Whites (data for Hispanics are sparse).
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In the 2017 NHBS, 16% of Black and 37% of White men had ever used PrEP, and 
11% and 23% were currently using it. The disparity persists across age groups, 
income, education, and insurance status. Reasons for not being on PrEP included 
low perceived risk, “unspecified reason,” and potential side effects. Data from the 
2018 Fulton County Pride survey showed that among MSM categorized as high 
risk based on a recent sexually transmitted infection (STI), an HIV-positive partner, 
or a casual partner of unknown status, twice as many White men compared with 
Black men were on PrEP (44% vs. 22%) (Atlanta NHBS, 2017).

Perinatal HIV

Although two-thirds of women of childbearing age with HIV live in metro Atlanta, 
perinatal transmissions more commonly occur outside of Atlanta. Of 11 perinatal 
transmission in Georgia since 2016, three occurred in metro Atlanta. Information 
on all HIV-exposed infants and their mothers is collected through ongoing 
perinatal surveillance activities to identify gaps in prevention. Some key gaps 
include achieving viral suppression among pregnant women who were diagnosed 
but not in care before becoming pregnant and incomplete implementation of 
third-trimester testing (Georgia Perinatal HIV Surveillance).



                       Cobb                    DeKalb Fulton Gwinnett

  Diagnosed PWH Diagnosed PWH Diagnosed PWH Diagnosed PWH
  N % N % N % N % N % N % N % N %

Gender                                
   Male 140 83.8 2764 77.5 330 80.1 8244 80.1 551 83.6 14298 83.4 123 77.4 2529 72.7
   Female 22 13.2 760 21.3 71 17.2 1915 18.6 93 14.1 2603 15.2 33 20.8 908 26.1
   Transgender 5 3.0 38 1.1 11 2.7 123 1.2 15 2.3 210 1.2 <5 1.9 36 1.0
Race                                
   White 37 22.2 819 23.0 35 8.5 1684 16.4 79 12.0 2890 16.9 22 13.8 649 18.7
   Black 102 61.1 2159 60.5 308 74.8 7378 71.7 505 76.6 12394 72.3 86 54.1 2002 57.5
   Hispanic 24 14.4 360 10.1 40 9.7 669 6.5 57 8.7 883 5.2 42 26.4 556 16.0
   Other <5 2.4 230 6.5 29 7.0 562 5.5 18 2.7 968 5.7 9 5.7 273 7.8
Age Group                                
   13-19 6 3.6 15 0.4 30 7.3 52 0.5 34 5.2 60 0.4 11 6.9 20 0.6
   20-29 93 55.7 487 13.7 165 40.1 1233 12.0 253 38.4 1981 11.6 63 39.6 435 12.5
   30-39 41 24.6 859 24.1 112 27.2 2356 22.9 199 30.2 4067 23.7 44 27.7 773 22.2
   40-49 14 8.4 848 23.8 50 12.1 2351 22.8 84 12.8 3945 23.0 18 11.3 922 26.5
   50-59 10 6.0 944 26.5 35 8.5 2867 27.9 58 8.8 4641 27.1 18 11.3 948 27.2
   60+ <5 1.8 415 11.6 20 4.9 1434 13.9 31 4.7 2441 14.3 5 3.1 382 11.0
Transmission*                                
   MSM 131 78.4 2423 67.9 272 66.0 7420 72.1 488 74.1 12560 73.3 107 67.3 2192 63.0
   MSM/IDU <5 1.8 117 3.3 <5 0.7 289 2.8 <5 0.3 713 4.2 <5 1.9 82 2.4
   IDU Male     70 2.0 <5 0.5 199 1.9 <5 0.6 447 2.6     64 1.8
   IDU Female <5 0.6 69 1.9 <5 0.5 130 1.3 <5 0.5 268 1.6 <5 0.6 43 1.2
   HET Female 20 12.0 662 18.6 65 15.8 1729 16.8 86 13.1 2263 13.2 31 19.5 820 23.6
   HET Male 5 3.0 148 4.2 17 4.1 324 3.2 27 4.1 527 3.1 <5 2.5 151 4.3

Table 1: Persons Diagnosed in 2018 and Persons with HIV as of Dec. 31, 2019; Cobb, DeKalb, Fulton, and 
Gwinnett Counties, by Demographic Characteristics

*Transmission category for transgender persons was sexual contact for 93%, sexual contact and injection drug use for 4%, and injection 
  drug use for 2%.

PILLAR 4: RESPOND

The Georgia Department of Public Health HIV Surveillance team started to upload 
nucleotide sequences in 2018 and currently has sequences for approximately 60% 
of persons diagnosed in 2018. Data are analyzed using HIV Trace and reviewed 
monthly. Community engagement activities were conducted in 2018 and 2019. 
Because of the criminalization laws that are in place in Georgia, some of the main 
concerns expressed relate to use of these data for person-level interventions.

Consistent with the epidemiology of diagnosed persons, the great majority of 
HIV clusters (connected networks of persons with HIV that indicate potential HIV 
transmission dynamics) in Georgia consist of young Black MSM. Discussions are 
underway with districts within and outside of metro Atlanta to determine how to 
best use the data for community-level interventions, since that approach is deemed 
more acceptable. Because there are already numerous programmatic activities 
prioritizing this population, it has not been obvious what additional activities need 
to be undertaken. Two staff from the CDC HIV Incidence and Case Surveillance 
Branch who lead cluster response activities were invited to a meeting with DPH 
and Fulton County to review data and discuss approaches. The conclusion that 
the team arrived at, with input from CDC, was that there was a need to collect 
additional information from newly diagnosed MSM who are part of a cluster to 
better understand the circumstances that led transmission, including missed 
opportunities for prevention. It is anticipated that Disease Intervention Specialists 
(DIS) could be trained to ask some additional questions to help gain insight.
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ANALYSIS

HIV AND AIDS IN ATLANTA

The epicenter of the nation’s HIV epidemic has shifted to the South, which now experiences a 
greater burden of HIV infections, illness, and deaths than any other part of the United States. 
And within this region, Georgia, and in particular, the 29-county metropolitan Atlanta region 
— with its core of Fulton and DeKalb counties surrounded by Cobb, Gwinnett, and Clayton 
counties — has the highest rate and prevalence of HIV. Four of these counties — Cobb, DeKalb, 
Fulton, and Gwinnett, home to almost 3.5 million persons, one-third of Georgia’s population 
(U.S. Census est., 2019) — are prioritized in Phase 1 of EHE. The racial and ethnic composition 
of the population in these counties has been changing rapidly and is now 51% White, 41% 
Black, and 8% Asian, with significant variation among the counties; e.g., the Black population is 
greatest in DeKalb and Fulton counties, 56% and 46% respectively, with the Hispanic and Asian 
populations greatest in Gwinnett County, 20% and 13% respectively. The impact of HIV in the 
EHE target counties varies significantly by race, age, and risk behavior with the most affected 
group being young, African American gay and bisexual men. Data are lacking on transgender 
women, in whom HIV prevalence is believed to be disproportionately high.

In 2017, Georgia had the highest rate of new HIV diagnoses among states in the United States. 
There are approximately 58,700 people living with HIV in the state, and 16% of those people are 
unaware of their status. While recognizing the monumental efforts over the past 35 years to 
address HIV and the progress made, we realize the need to both alter our traditional approach 
and join with new partners to construct a plan that can impact the course of the HIV epidemic 
in the most impacted parts of Georgia.

SITUATIONAL 
ANALYSIS



There are 58,700 people 
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Fulton, DeKalb, Gwinnett, and Cobb counties accounted together for over 80% 
of persons diagnosed and people with HIV in the 29-county Atlanta Metropolitan 
Statistical Area in 2017, and for 54% of HIV diagnoses and 59% of persons living 
with HIV in Georgia. The demographics of persons diagnosed are similar across 
counties, with two-thirds to three-quarters of diagnosed persons across counties 
being MSM, and 65% to 79% African American. Hispanics accounted for 17% of 
new diagnoses in Gwinnett compared with less than 10% in each of the other 
counties. Although the annual rate of diagnosis is consistently higher in Fulton 
and DeKalb counties than in Gwinnett and Cobb, annual diagnoses decreased in 
Fulton and DeKalb counties between 2013 and 2017, while they have increased in 
Gwinnett and Cobb counties.

The ZIP codes with the highest rates of diagnoses and of HIV prevalence in this 
four-county area correspond to ZIP codes with higher proportions of persons 
living in poverty. Higher-poverty ZIP codes are disproportionately located in Fulton 
and DeKalb counties. These areas are also those with the least in terms of HIV 
services.
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The HIV care continuum findings for the four counties are not markedly different. 
Overall, 63% of persons living with HIV in 2017 had at least one HIV care visit, 
50% had two or more, and 53% were virally suppressed. Among those with at 
least one visit, 83% were virally suppressed. With the exception of the proportion 
suppressed among those in care, these figures underestimate the proportion in 
care and suppressed because the number of persons living with HIV is inflated 
(work to “clean” the denominator is underway, and data obtained from the Black 
Box match have not yet been uploaded. For this reason, differences between 
groups are more reliable than the absolute proportion of persons receiving any 
care or virally suppressed).

As in all of Georgia, substantial racial/ethnic disparities persist. The rate of 
diagnosis in 2017 for Blacks compared to Whites ranged from 6.5 times higher 
in Gwinnett to four times higher in Fulton. For Hispanics compared to Whites, the 
rate of diagnoses ranged from three times higher in Gwinnett to 1.5 times higher 
in Cobb. There is also a substantial difference in viral suppression between Blacks 
and Whites living with HIV across the four counties, both for overall suppression 
(up to 15% lower among Whites) and for suppression among persons in care (up 
to 11% lower among Whites).

Persons living in these four metro Atlanta counties are often diagnosed or receive 
care outside of their county of residence. In particular, persons living in Cobb and 
Gwinnett counties may be diagnosed or receive care in Fulton County or DeKalb 
County. It is less common for Fulton and DeKalb residents to be diagnosed or 
treated in Cobb or Gwinnett counties.

Figure 8: HIV Care Continuum, Persons Living with HIV, 2018

Persons diagnosed by 12/31/2017; Any care>=1 CD4 of VL in 2018; Retained in care>=2 CD4 or VL at least 3 months apart 
in 2018; Viral suppression (VS)=<200 copies/ml on most recent viral load in 2018
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Current statistics and work plans allow public health professionals to ascertain 
the priority populations for EHE programming:

Georgia does have some specific challenges in addressing the HIV epidemic:

 y No Medicaid expansion, resulting in poor access to health care for adults 
who are not disabled or pregnant

 y Underfunded public health system that is fragmented among 159 counties, 
including 20 in metropolitan Atlanta

 y Income inequality in metropolitan Atlanta that is the highest in the nation, 
with many health disparities driven by social determinants of health, 
including constant access to housing and food

 y Lack of community trust in public health and health care systems, 
especially in minority populations

 y History of poor performance of some public health systems in combatting 
HIV

 y History of stigma and discrimination toward LGBTQ individuals and 
persons with HIV, including laws that criminalize HIV transmission and 
reinforce stigma

 y History of structural racism affecting populations most impacted by HIV

Top HIV 
Transmission 
Mechanisms

• 70% men having sex 
with men (MSM

• 27% heterosexual 
encounters

• 3% IV drug use

Race and Ethnicity 
Affected by HIV

• 66% Black
• 33% White, 

Hispanic, and Other

Care Initiation and 
Retention

• 77-85% of HIV 
patients seek care 
in the first month 
of being diagnosed

• HIV patients 
retained in care 
most likely to be 
virally suppressed, 
or unable to 
transmit HIV
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 y Located in the “buckle” of the Bible Belt, which impacts sexual health 
education and increases stigma and discrimination around HIV and AIDS 
and key at-risk populations

 y Inadequate numbers of HIV/AIDS providers located within the state, 
including in metro Atlanta

 y Flat federal funding for HIV care with minimal state financial support 
over decades, while numbers of persons living with HIV have increased 
substantially

 y Concurrent epidemics of sexually transmitted infections, with inadequate 
federal and state funding to combat them

At the same time, even with the specific challenges and high rates of HIV 
diagnoses and prevalence, the state generally and the four EHE counties 
specifically do have some key signs for success in this endeavor. Political will to 
end the HIV epidemic exists across the region, there is a history of addressing 
complex social challenges, and there is an environment of mature and effective 
AIDS service organizations. Beyond that, there is great technical expertise within 
the city, which serves as the home of the CDC and several academic institutions 
with strong public health programs.

THE COLLECTIVE IMPACT STRUCTURE 

Independent 
organization that 
coordinates activities 
and objectives, 
advances policy

Provides strategic 
direction and 
champions efforts of 
working groups

Diverse teams that 
implement strategy 
and engage the 
community
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Key stakeholders in the HIV community in Georgia determined that the collective 
impact structure was a highly promising process framework to use to drive 
progress toward the goal of ending the HIV epidemic in Georgia. The collective 
impact model was first articulated in the Stanford Social Innovation Review 
in 2011 and successfully utilized as the methodology for Getting to Zero San 
Francisco. Successful collective impact processes unite actors from different 
municipalities, agencies, community-based organizations, foundations, academic 
institutions, and civic groups to advance a common agenda to solve a specific 
social problem. In our case, the goal of our collective impact process is ending 
the HIV epidemic within the metropolitan Atlanta area.

Collective impact processes consist of five core criteria. Since the awarding of the 
EHE planning grant in October 2019, the Atlanta EHE planners have had success 
in satisfying some of these criteria while others are in progress:

1. Common agenda — All participating organizations have a shared vision for 
change that includes a common understanding of the problem and a joint 
approach to solving the problem through agreed-upon actions

2. Shared measurement system — Agreement on the ways success 
will be measured and reported with key indicators by all participating 
organizations

3. Mutually reinforcing activities — Engagement of a diverse set of 
stakeholders, typically in multiple sectors, coordinating through a mutually 
reinforcing plan of action

4. Continuous communications — Frequent communications over a long 
period of time among key players within and between organizations

5. Backbone organization — Ongoing support provided by an independent 
staff to guide vision and strategy, secure and mobilize funding, and 
advance progress and policy

The collective impact process that is being employed for our planning has 
collaboration at its center, with all participants actively engaged in using their 
knowledge and resources to shape the plan and then assuming responsibility 
for its implementation. As such, we will be engaging a broad array of community 
partners, including many who have been part of earlier HIV planning endeavors, 
as well as bringing in new partners who have a stake in the health and well-being 
of the Atlanta community.
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PUBLIC HEALTH INVOLVEMENT IN PROGRAMMING, 
PLANNING, AND COORDINATION

As throughout the United States, the state health department, the Georgia DPH, 
and the local county health departments, which are independent boards of health 
administratively linked to DPH through district health offices, have assumed a 
major role in HIV surveillance, prevention, and care. The DPH and county health 
departments are the recipients of the two major streams of HIV funding: the CDC 
Integrated Prevention and Surveillance cooperative agreement and the Health 
Resources and Services Administration (HRSA) Ryan White HIV/AIDS Program. 
The DPH is the awardee for CDC funds, as well as Ryan White Part B funds that 
include the statewide AIDS Drug Assistance Program (ADAP). Ryan White Part A 
funding for the 20-county metropolitan area is managed and distributed through 
the recipient, the Fulton County Department of HIV Elimination.

Based on requirements embodied in federal legislation or grant program 
guidance, an array of bodies, all of which have included substantial community 
engagement, have developed plans over the past 30 years to guide HIV 
prevention and care activities in Georgia. The Ryan White Care Act of 1990 
required the formation of community consortia to be engaged in planning and 
the allocation of funds. The Metropolitan Atlanta HIV Health Services Planning 
Council is responsible for setting the priorities for Part A funding and determining 
the amount of funds that should go to each priority area, as well as undertaking 
comprehensive planning based on the needs of people with HIV in the Eligible 
Metropolitan Area, developing standards of care as part of the clinical quality 
management function and monitoring overall progress. Community planning 
has also been incorporated in the CDC Prevention grant since 1994, with a single 
statewide body, the Georgia Community Planning Group (GCPG), involved in 
planning related to prevention needs across Georgia. As part of this process, the 
GCPG was required to indicate consensus for DPH’s Prevention grant application 
each year.

In 2014, a revised process was put forth that integrated the planning done by 
these two bodies, forming the Georgia Prevention and Care Council (G-PACC), 
which also includes involvement from Ryan White Part C- and D-funded 
organizations and Federally Qualified Health Centers (FQHCs), among others. 
The 44-member G-PACC, staffed by DPH, includes a broad array of community 
partners, including those living with HIV and providers. The G-PACC developed its 
initial, statewide plan, Georgia Integrated HIV Prevention & Care Plan, 2017-2021, 
which included concurrence along with stated reservations.
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In addition to these mandated planning bodies, more localized planning efforts 
have been established in Fulton and DeKalb counties. With the award of CDC 
High Impact Prevention Program funds for Atlanta, a jurisdictional planning group 
was formed by the Fulton and DeKalb County boards of health that brought 
together community groups, health department staff, and advocates. This group, 
now called the Community Advisory Board (CAB), has continued to be a vehicle 
for community involvement, meeting every other month with its subcommittees 
reporting on community-level activities. Subsequently, in December 2014, the 
Fulton County Board of Commissioners appointed the Fulton County Task Force 
on HIV/AIDS to advise the Board of Commissioners, including the development 
of The Strategy to End AIDS in Fulton County. More recently, in 2018, this 
group was re-established as the Fulton County HIV/AIDS Prevention, Care, and 
Policy Advisory Committee to update the Strategy to End AIDS, evaluate its 
implementation, and provide requested input on HIV to the Fulton County Board 
of Commissioners.

The planning described above has identified consistent concerns, similar priority 
populations, and comparable recommendations and funding directions.  These 
planning bodies along with their resulting work will form the foundation for the 
planning undertaken by the Atlanta Metro-Wide EHE planning group, including 
a management team and work groups and at the local level in the target 
counties. The challenge will be to reconfigure the ongoing HIV prevention and 
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care work, synchronize activities to achieve efficiency, and catalyze an overall, 
comprehensive metro Atlanta initiative with on-the-ground activity in each of the 
four EHE target metro Atlanta counties.

STRATEGY AND ACTIVITIES 

The metro Atlanta EHE initiative uses the collective impact model, which has 
been successfully deployed both globally and locally to address a variety 
of health and social concerns. Key elements of the model are identifying a 
common agenda, using data to direct planning and decision-making, agreeing 
on shared measurement and indicators of success, and employing mutually 
reinforcing activities, continuous communication, and structured support to 
ensure a cohesive effort. This model incorporates cross-sector collaboration and 
community engagement and participation at all levels of planning and decision-
making to ensure the maximal impact in the deployment of resources.

Given the criticality and priority of the EHE endeavor, Kathleen Toomey, M.D., 
M.P.H., DPH commissioner, is assuming the responsibility of principal investigator 
to ensure that the highest level of direction and support is brought to bear. As 
described in more detail below, the DPH collaborates with the boards of health 
in the EHE target counties (Cobb, DeKalb, Fulton, and Gwinnett), as well as the 
Atlanta Ryan White Part A EMA program and the CDC Integrated Prevention/
Surveillance project, and a senior adviser appointed by Commissioner Toomey, to 
guide the planning and implementation process. Working under the supervision 
of the Senior Advisor, an EHE Project Manager convenes an EHE Steering 
Committee that guides the day-to-day operation of the EHE implementation 
planning process. In addition to the Senior Advisor and the Project Manager, 
this EHE Steering Committee includes personnel from community-based HIV 
service organizations in the region including two staffers who work directly 
with the counties to facilitate their EHE planning processes. The EHE Steering 
Committee provides high-level support, input, and technical support as needed. In 
consultation with community partners, work groups formed around five domains 
community members expressed were important to address in order to end the 
HIV epidemic in metro Atlanta. To support the development of the EHE strategic 
plan, two workgroups were based on domains of the EHE pillars  — prevent, 
and treat, — and three workgroups were based on cross-cutting domains --- 
data, policy, and housing. The work groups are composed of local community 
members, PWH, technical experts, HIV service providers, private partners, and 
others. 
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The Georgia Health Policy Center at Georgia State University provides facilitation, 
communication, and monitoring support for the EHE activities.

The initial steps for the EHE Steering Committee were defined as follows:
1. Engage with existing local prevention and care-integrated planning bodies
2. Prepare current epidemiologic profile
3. Prepare brief situational analysis
4. Engage with local community partners
5. Engage with local HIV service provider partners
6. Reach concurrence on an EHE plan with local HIV planning groups, 

specifically the Ryan White Planning Council and G-PACC
7. Prepare a final EHE plan for the four Atlanta target counties

The Atlanta metrowide EHE strategic plan, together with the four county-level EHE 
implementation plans (developed and submitted in response to CDC PS20-2010) 
form the overall EHE plan for the metro Atlanta target area and the four target 
counties. Given the current unknowns regarding future EHE parameters, funding 
levels, timing, etc., these plans are designed with flexibility to adapt to emerging 
circumstances. Recognizing the fluid dynamics and cross-county resources of 
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metro Atlanta and to embrace a true core metro Atlanta concept, the Clayton 
County Board of Health Director participates in the EHE planning process. 

As a planning process, the key question for EHE strategic partnerships and 
planning is, “Have the target metro Atlanta counties established a plan that will 
enable them to rapidly implement activities using EHE funding as well as existing 
resources to impact the HIV epidemic by reducing the incidence and prevalence 
of HIV and increasing the percentage of persons with HIV in treatment?” 

The EHE steering committee has overall responsibility for the development of the 
Atlanta metrowide EHE plan, but relies heavily on the work groups to guide the 
process and provide feedback throughout effort. The steering committee also 
interfaces with high-level, external community stakeholders, including leaders 
from the affected communities and people living with HIV; business, faith, civic, 
and political leaders; philanthropy including the Community Foundation for 
Greater Atlanta and the Elton John AIDS Foundation; academia including the 
Georgia Health Policy Center, Rollins School of Public Health, Morehouse School 
of Medicine; the Fulton County Board of Commissioners; and other private-sector 
to obtain feedback throughout the EHE process. The EHE steering committee 
engages these community stakeholders in an ongoing process for big picture 
input related to how EHE planning work is done, finding innovative and creative 
approaches and addressing issues that arise, considering how to transform 
emerging recommendations into community action, and identifying outside 
funding support.

Functional level input looking at the EHE planning process comes from the 
steering committee, with chairs from the work groups and representation from 
providers, patients, clients, community members, and community organizations. 
The constant feedback loop that exists between the EHE steering committee 
and the work groups, project manager, and the DPH administrative support team 
forms the mechanism by which Continuous Quality Improvement occurs. On a 
more formal level, the Georgia Health Policy Center performs process evaluation 
activities assessing progress in carrying out the workplan.
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PILLAR 1: DIAGNOSE

The ability to diagnose and quickly link people with HIV to medical care is vital 
to ending the HIV epidemic in metro Atlanta, as well as in Georgia and in the 
United States as a whole. In order to reach the target goal of EHE of achieving 
a 75% reduction in new HIV infections in five years and a 90% reduction in 10 
years, HIV testing and linkage activities in metro Atlanta must be substantially 
enhanced. In addition to increasing the capacity of clinical organizations 
and community-based organizations to offer testing and linkage services, 

EHE PLAN
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programs should also address the social determinants of health that are barriers 
to accessing testing services for the most vulnerable communities.

The plan will focus on increasing the number of access points for HIV testing in 
clinical and community settings and scaling up the availability of HIV self-testing 
by partnering with community-based organizations serving priority populations.

Goal:
1. Increase the number of access points for HIV testing by increasing the 

availability of HIV testing and linkage to care services within community-
based organizations that have demonstrated ability to reach members 
of communities most vulnerable to HIV (i.e., Black and Latinx gay/bi/
MSM, and Black and Latinx transgender and cisgender women). This 
also includes increasing the availability of opt-out HIV testing within local 
emergency departments and correctional facilities and increasing the 
availability of HIV self-testing kits through community-based organizations.

2. 
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Goal 1: Increase Access Points for HIV Testing

Target: Persons who do not know their HIV status

Activity Key Partners

PWH are key 
partners in all 

activities

Potential 
Funding 

Resources

Estimated 
Funding 

Allocation

Outcomes Data 
Indicators

• Increase the availability of HIV testing 
within community-based organizations 
that have demonstrated ability to 
reach members of communities most 
vulnerable to HIV (i.e., Black and Latinx 
gay/bi/MSM, and Black and Latinx 
transgender and cisgender women). 
This also includes increasing the 
availability of opt-out HIV testing within 
local emergency departments and 
correctional facilities.

• Expand access to HIV self-testing 
kits by providing them to health care 
providers, HIV service organizations, 
and other community-based 
organizations that serve 
communities vulnerable to HIV.

• Advertise new and existing access 
points for HIV testing through legacy 
and social media channels, including 
creating Spanish-language advertising. 

• Conduct ongoing data-driven gap 
analysis, and use the results to expand 
and refine HIV testing programs.

Community-
based 
organizations 
receiving HIV 
testing funding,
County health 
departments, 
AIDS service 
organizations, 
Community 
clinics, 
Emergency 
departments, 
Housing shelters, 
Correctional 
facility medical 
staff, officers, and 
other staff

EHE funds,
Other 
private 
and public 
funding 
sources 
focused on 
promoting 
public 
health

TBD, 
depending 
on the 
agency / 
organization

Increased 
testing 
in each 
county

Number 
of persons 
being 
tested 
per year 
in each 
county
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PILLAR 2: PREVENT

Preventing new HIV transmissions is key to ending the HIV epidemic in metro 
Atlanta, as well as in Georgia and in the United States as a whole. In order to 
reach the target goal of EHE of achieving a 75% reduction in new HIV infections 
in five years and a 90% reduction in 10 years, HIV prevention activities in metro 
Atlanta must be substantially increased. These activities  should aim to address 
the social determinants of health that are barriers to accessing prevention 
services for the most vulnerable communities, while providing access to the most 
effective biomedical and sociobehavioral prevention tools.

The Prevention Work Group is composed of stakeholders from the communities 
where proposed prevention activities will be implemented. These stakeholders 
include staff of HIV service agencies, members of priority populations including 
Black gay and bisexual men and transgender women, and key staff from the 
Georgia DPH and the health departments of Fulton, DeKalb, Cobb, and Gwinnett 
counties. The work group has identified two main goals:

1. Increase the number access points for PrEP, with a particular emphasis on 
increasing access for priority populations

2. Increase access to HIV prevention education and messaging within clinical 
settings and within the general community

To achieve these goals, the work group has identified initial prevention activities 
and developed a process to guide the development of future prevention activities. 
In addition to the initial prevention activities listed below, future activities will be 
developed through an ongoing data-driven assessment of existing programing 
(with a particular focus on assessing how well programs are reaching 
communities with the greatest need for services as measured by epidemiologic 
data), identifying gaps in services, identifying interventions to address these gaps 
(including the consideration of both homegrown and existing evidence-based 
interventions), and identifying partners to implement and fund these activities. 
Key initial prevention activities identified include:

 y Increase the number of access points for PrEP by increasing the 
number of providers within the region who offer PrEP services, and by 
increasing the number of referral pathways between organizations serving 
populations who could benefit from PrEP to providers offering PrEP 
services.

 y Increase awareness of PrEP and other HIV-prevention tools, with a specific 
focus on reaching members of communities most vulnerable to HIV 
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and health care providers (primary care providers in particular) through 
focused social media marketing campaigns and targeted educational 
outreach to providers.

Goal 1: Increase the number of access points for PrEP

Target: Sexually active HIV negative persons

Activity Key Partners

PWH are key 
partners in all 

activities

Potential 
Funding 

Resources

Estimated 
Funding 

Allocation

Outcomes Data 
Indicators

Increase the number of 
community-based organizations 
that can offer PrEP services 
on their own accord or through 
partnerships establishing referral 
agreements with clinical and 
community-based organizations 
that have established PrEP 
programs
• Increase the number of 

pharmacies that dispense PrEP 
medications, particularly those 
located within neighborhoods 
where priority populations 
reside

• Increase the number of 
clinical providers who offer 
PrEP, particularly primary care 
providers

• Identify funding sources to pay 
for PrEP-associated laboratory 
costs with the goal of being 
able to offer PrEP that is 
completely free to the user

Organizations 
serving Black 
and Latinx gay/
bisexual men, 
transgender 
women, 
and Black 
heterosexual 
women, 
National and 
local medical 
associations,
Local pharmacies 
and pharmacy 
schools, 
National and local 
philanthropic 
partners 
interested in 
funding public 
health initiatives, 
Established 
local HIV/AIDS 
and clinical 
organizations 
that offer PrEP

Private and 
public funding 
sources 
focused on 
promoting 
public health 
(TBD), 
State 
legislature, 
OHA prevention 
program, 
Pharmacies 
Pharmaceutical 
companies, 
such as Gilead

$850,000 
(First 5 
years, 
inclusive 
of PrEP 
coordinator 
position and 
legislature 
funding to 
enhance 
PrEP 
activities)

Increase in 
availability 
of PrEP

Increase in 
number of 
persons on 
PrEP

Number of 
new access 
points (new 
clinics, 
pharmacies 
implementing 
PrEP 
activities) in 
each county,

Number 
of clients 
enrolled at 
access points 
in each county
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Target: General public, especially those who are sexually active

Activity Key Partners

PWH are key 
partners in all 

activities

Potential 
Funding 

Resources

Estimated 
Funding 

Allocation

Outcomes Data 
Indicators

All indicators 
will be 

reported by 
county

• Provide PrEP detailing to increase 
primary care provider knowledge 
of current PrEP modalities. Offer 
in tandem with cultural humility 
trainings to increase provider 
expertise in providing high-quality 
PrEP care to members of priority 
populations

• Develop PrEP educational 
campaigns that leverage various 
forms of legacy and social media 
platforms that showcase the 
diversity of the priority populations 
that could benefit from using 
PrEP; this could include the use 
of microtargeted campaigns 
that leverage community 
influencers and opinion leaders, 
and the development of cultural 
productions (i.e., film, theater, 
music, podcasts, visual art 
etc.) that harness the creative 
talents of members of priority 
populations and empower them to 
create indigenous HIV-prevention 
messages that will resonate within 
their own communities, including 
messages in Spanish and other 
languages were applicable

• Provide age-appropriate, 
comprehensive sex education 
in schools or other settings that 
reaches school-age young people 
and includes medically accurate 
information on HIV/STIs (including 
information on condoms, PrEP, 
and other biomedical and 
sociobehavioral HIV/STI-prevention 
tools and strategies)

Boards of 
education, 
Parent-teacher 
organizations 
(PTAs), 
Health 
educators, 
County health 
departments, 
AIDS service 
organizations 
and community 
clinics, Civic 
and social 
organizations, 
Historically 
Black colleges 
and universities 
(HBCUs), 
Local and 
national medical 
societies (i.e., 
American 
Medical 
Association, 
HIV Medicine 
Association, 
Georgia OBGYN 
Society, Georgia 
Academy 
of Family 
Physicians, 
Medical 
Association 
of Georgia, 
American 
College of 
Physicians, 
Georgia Chapter)

Educational 
organizations 
Private and 
public funding 
sources 
focused on 
promoting 
public health, 
KFF (Kaiser 
Family 
Foundation), 
OHA, CDC, 
HRSA

$900,000 
(to reach 
state 
and local 
agencies)

Increase in 
production 
and 
distribution 
of 
educational 
resources,

Increase in 
clinics and 
other sites 
displaying 
and 
distributing 
educational 
materials

Increased 
targeting of 
traditionally 
hard to reach 
communities

Number of 
education 
media 
impressions, 

Number of 
participating 
clinic sites, 

Types of 
geographic 
locations 
reached 
(zip codes, 
rural, urban 
settings), 

Number of 
partnering 
agencies, 

Number of 
campaigns 
initiated, 

Demographics 
targeted via 
messaging

Goal 2: Increase access to HIV prevention education and increase HIV 
prevention messaging within clinical settings and the general community
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PILLAR 3: TREAT
Treatment and care for those diagnosed with HIV is not only crucial to making 
sure that PWH can achieve their fullest life potential, but it is also a necessary 
component of prevention. Those whose viral loads are sufficiently suppressed 
have been shown not to transmit HIV. Therefore, the Treatment and Care Work 
Group has focused on how to connect and retain all PWH in long-term treatment 
and care.

The Treatment and Care Work Group is composed of stakeholders from the 
Metropolitan Atlanta HIV Health Services Planning Council, the Fulton County 
HIV/AIDS Advisory Committee, local health departments, Emory University, 
pharmaceutical companies, local providers, and HIV service organizations. 
The work group’s recommendations are based on the overall desire to make 
impactful changes in programs, systems, and infrastructure while ensuring that 
they are client-centered and supportive of PWH as they move along the HIV care 
continuum. To that end, the work group has identified three main goals:

1. Ensure PWH have immediate access to ART
2. Implement a coordinated and comprehensive centralized linkage, 

retention, and re-engagement system
3. Increase workforce capacity

Activities and strategies identified for achieving these goals include:
 y Modernize the ADAP
 y Establish a secure, central electronic repository for patient documentation 

necessary for enrollment in various supportive services, including 
qualification for Ryan White services, ADAP, and housing

 y Create more nontraditional service locations, such as automated clinics

 y Expand agency hours TO INCREASE PATIENT ACCESS TO SERVICES

In order to make impactful changes in programs, systems, and infrastructure, we 
must ensure that they are client-centered and supportive of PWH as they move 
along the HIV care continuum. Toward that end, the work group has identified the 
following cross-cutting core principles:
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 y All services, policies, and programs should be client-centered.
 y All programs must be built upon a foundation of cultural humility. There 

must be a universal understanding of how we define cultural humility and a 
standard approach to ongoing staff training throughout our program area.

 y All programs must recognize and actively confront the impact implicit bias 
has on the ability to effectively serve diverse populations. There should be 
a mindfulness of understanding both conscious and subconscious bias. 
To counter this effect, organizations must institute clear procedures for 
decision-making and regularly train all employees and volunteers to be 
mindful of the presence of implicit bias, to avoid acting on these biases, 
and ultimately to correct them.

 y Those we seek to serve are more likely than not to have experienced 
trauma. In recognition of this, our care systems must acknowledge the role 
trauma may have played in a person’s life and change the organizational 
structure to emphasize appropriately responding to the effects of trauma. 
We must be cognizant that trauma comes in a variety of forms, including 
physical, sexual, and emotional abuse; stigma; acute stress; and others not 
listed here.

 y The language we use has the ability to empower individuals and 
communities or to cause further stigmatization; therefore, we support 
the use of People First Language. People First Language honors the 
individuality, equality, and dignity of people by placing a person before a 
diagnosis — describing what a person “has” rather than asserting what a 
person “is.”

The work group has identified a variety of partners to perform this work, such as 
public health departments, CDC, the Ryan White planning council, AIDS service 
organizations, and FQHCs. In addition to these traditional HIV partners, the work 
group has also identified faith-based organizations, technology companies, and 
the Georgia departments of Transportation and Labor as potential partners.
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Target: Persons newly diagnosed; persons previously diagnosed but never in care; persons previously 
diagnosed but lost to care; persons in care but not virally suppressed.

Activity Key Partners

PWH are key 
partners in all 

activities

Potential 
Funding 

Resources

Estimated 
Funding 

Allocation

Outcomes Data 
Indicators

All indicators 
will be 

reported by 
county

Provide funding to 
support and modernize 
ADAP

DPH
Ryan White HIV/
AIDS Program 
(RWHAP) — A, B

HRSA
EHE

Y2: $1,500,000
Y3: $2,000,000
Y4: $2,500,000
Y5: $3,500,000

Continued 
enrollment 
in ADAP
Increase in 
new ADAP 
enrollment

Annual ADAP 
enrollment

Transition PWH from 
ADAP to health insurance 
continuation program 
(HICP) within 90 days

DPH
RWHAP

HRSA
EHE

Y1: $80,000
Y2: $80,000
Y3: $80,000
Y4: $80,000
Y5: $80,000

Enrollment 
in HICP for 
all PWH who 
qualify

Annual HICP 
enrollment

Employ community 
health workers (CHWs) 
or peer counselors 
(PCs) to assist PWH 
get connected to ART in 
each county

DPH
RWHAP

HRSA
EHE

Y1: $256,000
Y2: $256,000
Y3: $256,000
Y4: $256,000
Y5: $256,000

Increased 
access to 
CHWs or 
PCs

Number of 
CHWs or PCs 
available to 
PWH

Goal 1: Ensure PWH have immediate access to ART
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Target: Persons newly diagnosed; persons previously diagnosed but never in care; persons previously diagnosed but 
lost to care..

Activity Key Partners

PWH are key 
partners in all 

activities

Potential 
Funding 

Resources

Estimated 
Funding 

Allocation

Outcomes Data Indicators

All indicators will 
be reported by 

county

Ensure the meaningful 
involvement of PWH 
in program design and 
implementation and in 
quality-improvement 
projects.

RWHAP — A, B, 
C, D
FQHCs
Community 
health centers 
(CHCs)
AIDS service 
organizations 
(ASOs)
Community-
based 
organizations 
(CBOs)
Housing 
Opportunities 
for Persons with 
AIDS (HOPWA)
Local county 
health 
departments
City of Atlanta

HRSA — EHE
Additional 
philanthropic 
resources

Planning —
Y1: $50,000
Focus Groups-
Y1: $25,000
Y2: $25,000
Y3: $25,000
Y4: $25,000
Y5: $25,000

Increase the 
number of 
PWH involved 
in planning 
activities.
Increase the 
number on 
PWH on QI 
project teams.

Number of PWH 
participating on 
project teams in 
each county.

Establishment of 
a secure, central 
electronic repository for 
patient documentation 
necessary for 
enrollment into clinics, 
health care systems, 
ADAP, Medicare 
or Medicaid, HICP, 
housing, and other 
support services — 
including, but not limited 
to, copies of essential 
documents such as 
birth certificates, photo 
IDs, and residency and 
wage verification.

RWHAP — A, B, 
C, D
HOPWA
Established 
health 
information 
exchange (HIE) 
systems

HRSA — EHE Y1: $550,000
Y2: $255,000
Additional cost 
associated with 
HIE startup

Select a data 
platform
Integration 
with HIEs?

• Number 
of enrolled 
providers.

• Number of 
different types 
of documents 
available.

• Number of 
patients enrolled.

Goal 2: Implement a coordinated and comprehensive centralized 
linkage, retention, and re-engagement system
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Target: Persons newly diagnosed; persons previously diagnosed but never in care; persons previously diagnosed but 
lost to care..

Activity Key Partners

PWH are key 
partners in all 

activities

Potential 
Funding 

Resources

Estimated 
Funding 

Allocation

Outcomes Data Indicators

All indicators will 
be reported by 

county

Provide transportation 
assistance and food 
assistance.

RWHAP
ASOs, 
CBOs, faith 
communities, 
philanthropic 
community
GA Dept. of 
Transportation

Atlanta Food 
Bank
Atlanta 
Planning 
Council
Food Security 
CBOs
GA Dept. of 
Transportation

RWHAP 
subrecipient 
services —
Y1: $1,808,777
Y2: $3,661,770
Y3: $4,774,606
Y4: $5,884,412
Y5: $8,503,815

Increase 
utilization of 
transportation 
and/or food 
services.

• Number of 
patients who 
received 
transportation 
assistance.

• Number of 
patients who 
received food 
assistance.

Strengthen discharge 
planning from hospitals 
and correctional 
institutions to avoid 
interruption of service. 
Provide 30 days of 
medications upon 
discharge.

Jails, state 
corrections, 
local health 
departments, 
FQHCs, CHC, 
hospitals

HRSA — EHE
Additional 
funders for 
medications

RWHAP 
subrecipient 
services —
Y1: $1,808,777
Y2: $3,661,770
Y3: $4,774,606
Y4: $5,884,412
Y5: $8,503,815

Increase 
and improve 
infrastructure 
to manage 
discharge 
planning. 
Establish 
a standard 
process for 
medication 
that takes into 
consideration 
funding and 
location of 
meds.

Number of patients 
who are prescribed 
ART.

Implement a culturally 
reflective electronic 
application to notify 
clients of appointments, 
need to recertify for 
services

RWHAP — A, B, 
C, D
FQHCs
CHCs
ASOs
CBOs
HOPWA
Local health 
departments

HRSA — EHE Y1: $75,000
Y2: $75,000
Y3: $75,000
Y4: $75,000
Y5: $75,000

Establish an 
appointment 
reminder 
system.
Reduce the 
no-show rate

• Number of 
people enrolled in 
the system.

• Number of 
confirmed 
appointments.

• Number 
of missed 
appointments.

• Retention rate.
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Target: Persons newly diagnosed; persons previously diagnosed but never in care; persons previously diagnosed but 
lost to care..

Activity Key Partners

PWH are key 
partners in all 

activities

Potential 
Funding 

Resources

Estimated 
Funding 

Allocation

Outcomes Data Indicators

All indicators will 
be reported by 

county

Ensure that PWH are 
aware of the services 
available to them and 
use geofencing to 
identify the nearest 
providers

DPH
CDC
TechBridge
CHCs
ASOs
CBOs
City of Atlanta

HRSA — EHE
RWHAP — Part 
A

Y1: $80,000
Y2: $80,000
Y3: $80,000
Y4: $80,000
Y5: $80,000

Establish 
a targeted 
outreach 
campaign.

• Number of new 
clients.

• Number of clicks.
• Number of views.
• Number of 

referrals.

Develop a centralized 
linkage and retention 
system with staff 
composed of patient 
navigators, CHWs, and 
Disease Intervention 
Specialists (DIS) to 
assist PWH with 
entering care and 
support for remaining 
in care. Available to 
all individuals and 
providers (including 
private providers, 
hospital staff). Available 
24/7. One central phone 
number with virtual 
phone system (e.g., 
Grasshopper).

PWH
RWHAP — A, B, 
C, D
FQHCs
CHCs
ASOs
CBOs
Local health 
departments

HRSA — EHE Y1: $2,195,720
Y2: $3,971,520
Y3: $4,363,620
Y4: $4,364,220
Y5: $4,364,820

Increase 
capacity 
of peer 
workforce.
Establish a 
centralized 
linkage team.
Expand roles 
of dedicated 
retention staff 
at agency-
level.

• Number of 
clients linked.

• Number of 
clients re-
engaged (fallen 
out of care, 
previously 
diagnosed).
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Target: Persons newly diagnosed; persons previously diagnosed but never in care; persons previously diagnosed but 
lost to care; persons in care but not virally suppressed.

Activity Key Partners

PWH are key 

partners in all 
activities

Potential 
Funding 

Resources

Estimated 
Funding 

Allocation

Outcomes Data Indicators

All indicators will 
be reported by 

county

Nontraditional hours 
by all service providers; 
incorporate 24-hour 
drop-in centers.

RWHAP — A, B, 
C, D
FQHCs
CHCs
ASOs
CBOs
Local health 
departments

HRSA — EHE
RWHAP — A

Y1:       $649,500
Y2:    $1,200,200
Y3:    $1,502,819
Y4:    $2,383,763
Y5:    $3,018,590

• Increase 
utilization of 
services.

• Increase the 
capacity by 
expanding 
the types 
and volume 
of services 
provided.

• -Improve 
customer 
satisfaction

• Number of 
patients seen by 
service.

• Level of 
satisfaction.

Nontraditional location 
of services (including 
colocating with non-
HIV service providers):
• Clinicians may be 

placed in mobile 
testing units to 
provide immediate 
access to care and 
ART.

• Mobile clinics may 
be used in highly 
impacted areas 
to expand service 
availability.

Equip street teams 
with telehealth 
capabilities to serve 
clients where they 
are (particular focus 
on persons who are 
homeless).

DPH 
Telemedicine
DPH Extension 
for Community 
Healthcare 
Outcomes 
(ECHO)

HRSA EHE
340b rebates

Telehealth —
Y1:       $197,115
Y2:       $230,115
Y3:       $260,115
Y4:       $260,115
Y5:       $260,115

Mobile Clinics:
Y4:      $500,000
Y5:      $500,000

• Increase 
access to 
telehealth 
services.

• Increase 
access to 
mobile health 
services.

• Number of 
facilities with 
telehealth 
capability.

• Number of mobile 
units.

• Service utilization 
of mobile units.

• Number of 
patients who 
receive telehealth 
services.

 

Goal 3: Increase the capacity of the workforce
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PILLAR 4: RESPOND

A rapid response to ensure timely identification and connection to treatment 
for new diagnosis is essential to reducing the HIV epidemic. The use of client-
level data and trained disease investigation staff (DIS) to identify individuals 
who could benefit from partner services and linkage to care services will further 
drive enhanced response activities. Data driven public health strategies help to 
support the identification of HIV clusters or potential outbreaks occurring within 
our communities will play a key role. Also, ensuring an adequate workforce that 
collaborates across programs and activities to identify new diagnosis, connect 
them to treatment services, identify their partners and provide testing followed by 
PrEP or HIV care services, depending on testing outcomes.  

An effective EHE response plan will incorporate the following key activities: Use 
of surveillance data to implement Date-to-care (D2C) initiatives (enhancement of 
existing D2C efforts), collaboration among linkage to care staff and DIS to help 
PWH to overcome barriers to engagement in care, and combined surveillance 
data and expanded workforce capacity to determine feasibility of molecular 
surveillance within key communities.   

Use of surveillance data for D2C

Support improvements to HIV surveillance and existing development of data 
systems to allow for sharing of data with program staff that are tasked with 
client and partner identification, testing and linkage to care. D2C can assist with 
retention of clients in care and detection of undiagnosed partners within HIV 
clusters for testing and timely linkage to care or prevention services. It also helps 
to connect data systems that were not interoperatable  for more efficient in 
reaching more new diagnosis or previous diagnosis that have fallen out of care.

Linkage to care and Partner services

EHE can help to support and build the capacity of staff responsible for locating 
contacts of newly diagnosed individuals with HIV. This increased capacity can 
allow staff to focus on individuals who are most likely to experience poor health 
outcomes, as well as those facing greater barriers to sustained engagement 
in HIV care. These staff members have large existing caseloads, therefore a 
response strategy that allows for strategic prioritization of persons who have the 
greatest needs would support increased equity in this work. EHE can also allow 
for the expansion of the partner services workforce beyond existing public sector 
clinics to include building stronger ties to private providers.



Molecular Surveillance

This new initiative continues to undergo community vetting to make that 
the concerns and questions of community members are considered before 
fully implementing. Molecular surveillance assists with the finding molecular 
clusters, individuals with a similar HIV genotype resulting from shared social or 
sexual networks that are a part of a HIV transmission cluster. Timely detection 
of molecular clusters can allow linkage and DIS staff to reach undiagnosed 
individuals or those who are not virally suppressed. This early intervention can 
help prevent further transmissions and control community spread.

Goal 1: Establish Rapid Response teams and treat each case as a sentinel event 
 y Create a new system predicated on the approach that every new diagnosis 

of HIV represents a “sentinel health event” much like any new infection of 
a contagious and life-threatening disease that then requires a coordinated 
emergency response. This will include on-call Rapid Response linkage 
teams including peer or patient navigators, case managers/social workers, 
and nurses to assess individual barriers to care and provide assistance 
with clinic enrollment.

 y Embed a surveillance specialist (epidemiologist) within the Georgia DPH to 
monitor potential HIV outbreaks and activate Rapid Response team.
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Target: Persons newly diagnosed; persons previously diagnosed but never in care; persons previously diagnosed 
but lost to care

Activity Key Partners

PWH are key 
partners in 

all activities

Potential 
Funding 

Resources

Estimated 
Funding 

Allocation

Outcomes Data Indicators

All indicators will 
be reported by 

county

Create a new system 
predicated on the 
approach that every 
new diagnosis of HIV 
represents a “sentinel 
health event” much like 
any new infection of 
a contagious and life-
threatening disease that 
then requires a coordinated 
emergency response. 
This will include on-call 
Rapid Response linkage 
teams including peer or 
patient navigators, case 
managers/social workers, 
and nurses to assess 
individual barriers to care 
and provide assistance 
with clinic enrollment.

HRSA
CDC
DPH/OHA
Local health 
depts.
NASTAD

HRSA
CDC

Y1: $232,000
Y2: $232,000
Y3: $232,000
Y4: $232,000
Y5: $232,000

Increase the 
capacity of 
linkage teams 
to reach new 
diagnosis

• Number of 
established 
response teams

• Number of clients 
enrolled in clinics

Embed a surveillance 
specialist (epidemiologist) 
within the Georgia DPH 
to monitor potential HIV 
outbreaks and activate 
Rapid Response team.

DPH
Local health 
departments

EHE Y1: $81,999
Y2: $108,176
Y3: $111,757
Y4: $111,757
Y4: $111,757

Enhance ability 
to respond to 
sentinel events

Number of outbreak 
clusters identified

Goal 1: Establish Rapid Response teams and treat each case as a sentinel event
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PILLAR 5: HOUSING AND SUPPORTIVE SERVICES

It is not enough to simply provide medical treatment to PWH. Most PWH 
also need housing and supportive services in order to fully participate in their 
communities, maintain their overall health, and adhere to their medication 
regimens. In fact, prior plans at both the county and state level identified 
housing and supportive services as the highest priority need of PWH. Therefore, 
a separate housing work group was formed, composed of stakeholders from 
the city of Atlanta (HOPWA governance for Fulton, DeKalb, Cobb, and Gwinnett 
counties), faith-based organizations, HIV service organizations, and organizations 
focused on providing affordable housing to PWH and others.

The Housing and Supportive Services Work Group is composed of stakeholders 
from the city of Atlanta, faith-based organizations, HIV service organizations, and 
organizations focused on providing affordable housing (defined as costing less 
than 30% of household income) to PWH and others. Because prior plans did not 
include strategies for addressing the housing and supportive services needs of 
PWH, this work group has begun this process from scratch and has the furthest 
to go of the five work groups in developing their part of the plan. Currently, the 
work group has identified three main goals: 

1. Provide safe and affordable housing for PWH
2. Expand client-centered supportive services, including adult training, 

workforce development, and entrepreneurship training programs
3. Create a one-stop online portal for all supportive services

To achieve these goals, the work group has identified a variety of activities and 
strategies including:

 y Expand rental assistance programs that promote sustainability, prevent 
homelessness, and can be done easily without much buildup

 y Perform a gap analysis of currently available client-centered supportive 
services and organizations, as well as a gap analysis of workforce 
development services and resources in order to create a centralized 
linkage system to connect PWH to already-existing resources and 
programs

 y Create a website and software with interoperability to other systems, 
such as Ryan White, Medicaid, and the Supplemental Nutrition Assistance 
Program (SNAP)
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The work group has identified a number of potential partners for this work, 
including the Housing Opportunities for People with AIDS (HOPWA) advisory 
board, the city of Atlanta, Medicaid, Veterans Affairs (VA), consumer credit 
counseling, public libraries, city and county workforce development offices, and 
Georgia state government.

Target: Persons newly diagnosed; persons previously diagnosed but never in care; persons previously diagnosed but lost 
to care

Activity Key Partners

PWH are key 
partners in all 

activities

Potential 
Funding 

Resources

Estimated 
Funding 

Allocation

Outcomes Data Indicators

All indicators will 
be reported by 

county

Expand rental assistance 
programs — programs that 
promote sustainability, 
prevent homelessness, and 
can be done easily without 
much buildup. Emphasize 
emergency/transitional 
housing for individuals 
not ready for permanent 
housing.

Targets:
• 68 individuals in 2021 

(5% of unmet need)1

• 156 additional individuals 
in 2022 (10% of unmet 
need)2

• 350 additional individuals 
in 2023 (20% of unmet 
need)

• 583 additional individuals 
in 2024 (30% of unmet 
need)

• 853 additional individuals 
in 2025 (40% of unmet 
need)

EHE
HOPWA
City of Atlanta
Faith-based 
orgs
GA Dept. of 
Community 
Affairs

EHE
HOPWA
House ATL 
Group (Atlanta 
Mayor’s 
Initiative)
U.S. 
Department 
of Housing 
and Urban 
Development
Clinton 
Foundation
Gates 
Foundation
CVS and 
Walgreens
Rx companies
Health insurers
Grocery store 
chains

2021: 
$280,530
2022: 
$644,4203

2023: 
$1,455,550
2024: 
$2,433,410
2025: 
$3,577,990

PWH remain in their 
homes

Homeless PWH find 
housing

Annual number of 
beneficiaries
Rate of unsheltered 
people who 
self-disclose 
HIV-positive and 
housing-insecure 
as captured by 
HOPWA Central 
Intake and Ryan 
White Planning 
Council
Central Intake 
waitlist decreases 
with commensurate 
percentage

1

Goal 1: Increase access to safe and affordable housing, covering a continuum 
from emergency to transitional to supportive to sustainable housing, for PWH
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Target: Persons newly diagnosed; persons previously diagnosed but never in care; persons previously diagnosed but lost 
to care

Activity Key Partners

PWH are key 
partners in all 

activities

Potential 
Funding 

Resources

Estimated 
Funding 

Allocation

Outcomes Data Indicators

All indicators will 
be reported by 

county

Review existing gap 
analyses of affordable 
housing and support 
services whether related to 
HIV or not and, if needed, 
conduct a gap analyses of 
HOPWA and other housing 
and support programs and 
resources to determine 
how EHE funds can be 
most useful.
Targets:
• Gap analysis complete 

by end of 2021
• Create working group 

by April 2021
• Engage research/

students by June 2021

EHE
HOPWA
City of Atlanta
Faith-based 
orgs
GA Dept. of 
Community 
Affairs

EHE
HOPWA

$75,000 Determination of 
needs

N/A

1 Unit rate of $4,111 annual cost of housing intervention (Short-Term Rent, Mortgage, and Utility, Permanent Housing  
  Placement, Permanent, etc.) based on 2019 APR HOPWA information including short-term and long-term housing 
  interventions. Unmet need as determined by Fulton County Department for HIV Elimination using data from service 
  providers and boards of health across metro area. Current unmet need is 1,162 individuals and is affirmed by HOPWA 
  Central Intake waiting list for October 2019-August 2020.

2 HOPWA funding projected to decrease from approximately $13,000,000 in 2020 to $9,000,000 in 2025 due to 
  modernization. Projected increase of 2% each year in the number of people living with HIV.
 
3 Projected increased cost of housing by less than 1% each year (noting this is probably unrealistic even with recession).
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Target: PWH in need of supportive services and/or work

Activity Key Partners

PWH are key 
partners in 

all activities

Potential 
Funding 

Resources

Estimated 
Funding 

Allocation

Outcomes Data Indicators

All indicators will 
be reported by 

county

Conduct a gap analysis 
of currently available 
supportive services and 
organizations (make sure 
system in place does 
not hinder flow of funds 
to organizations on the 
ground). Ensure workforce 
development and adulting 
training are included in 
analysis.
• Gap Analysis complete 

by end of 2021
• Create Working Group by 

April 2021
• Engage research/

students by June 2021

ASOs, county 
health 
departments, 
Ryan White 
program, 
Positive 
Impact, 
HOPWA-
funded 
agencies, city 
and county 
workforce 
development 
offices, 
WorkSource 
Atlanta, 
private 
foundations, 
county 
extension 
offices, 
women’s 
foundation

Families 
First
Medicaid
SNAP
VA
Income-
based 
social 
service 
programs
Invest 
Atlanta
Tax 
allocation 
districts

$75,000 Gap analysis 
completed that 
includes details of 
available services, 
recommendations, 
partners with 
additional capacity, 
and a plan of 
action

• Number of 
established 
response teams

• Number of clients 
enrolled in clinics

Provide critical supportive 
services and expand 
existing programs to fill 
gaps. Place emphasis on 
peer support solutions 
within supportive services:
• Provide supportive 

services for 92 
individuals currently 
unserved (5%) in 20214

• 372 in 2022 (10% of 
unmet need)

• 704 in 2023 (15% of 
unmet need)

• 947 in 2024 (20% of 
unmet need)

• 1,196 in 2025 (25% of 
unmet need)

2021: $96,680
2022: $395,000
2023: $754,000
2024: $1,026,000
2025: $1,308,000

Clients who need 
supportive services 
receive them

Number of PWH 
receiving needed 
services
Number of new 
programs created

4 Unit rate of $1,030 annual cost of supportive service based on 2019 APR HOPWA information including support with 
  housing and support without housing. Unmet need projections based on current supportive services being provided by 
  HOPWA funding decreasing to $0 by 2023 based on current planning. Projected increase in cost of supportive service by  
  2% each year.

Goal 2: Increase access to client-centered supportive services with emphasis 
on adulting training, workforce development, and entrepreneurship training
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Target: ASOs and PWH

Activity Key Partners

PWH are key 
partners in all 

activities

Potential 
Funding 

Resources

Estimated 
Funding 

Allocation

Outcomes Data 
Indicators

Create a website 
and software with 
interoperability to other 
systems, such as Ryan 
White, Medicaid, and 
SNAP:

• Identify research/
technology solution by 
December 2022

• New website/system 
in place by December 
2023

• Make key decisions 
about focus of housing 
portion to be mostly 
informational and 
resource-based or 
a registry, in which 
clients, providers, and 
other agencies can 
have access to direct 
resources

• Standardize computer 
platforms being used 
by HIV service and 
related organizations

Ryan White PC

AIDS service 
orgs

City of Atlanta

Georgia state 
government

EHE
HOPWA

$75,000 Determination 
of needs

N/A

Appoint a chief patient 
officer for housing

Ryan White
City of 
Atlanta
Georgia 
DPH

$100,000/

YEAR

Chief patient 
officer 
appointed

N/A

Goal 3: Create a one-stop online portal for all supportive services (from 
previous priorities and other relevant services)
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PILLAR 6: POLICY

Changing public policy is a critical component to ending the HIV epidemic, and 
this subject area covers a broad set of issues that affect not only PWH but 
also HIV-related stakeholders. Overarching issues such as the criminalization 
of HIV transmission, adequate funding for HIV services, and the provision of 
health insurance must be addressed in any comprehensive plan to end the HIV 
epidemic. Ultimately, we foresee that this work group could ultimately serve as a 
resource for the other groups to support the removal of barriers.

The Policy group consists of various stakeholders representing the city of Atlanta, 
HIV service organizations, policy advocates, and experts. The work group has 
identified four main goals:

1. Advocate for full Medicaid expansion and, in the interim, an HIV-specific 
waiver for Medicaid

2. Reform Georgia’s HIV transmission criminalization law
3. Advocate for lower prescription drug costs
4. Advocate for increased resources and fewer restrictions related to 

wraparound services

To achieve these goals, the work group has identified several activities and 
strategies, including:

 y Develop a community education initiative to inform the public about 
the need for an HIV-specific Medicaid waiver in the short term and full 
Medicaid expansion in the medium to long term

 y Organize advocacy days at the Georgia Capitol during the legislative 
session

 y Organize formal one-on-one meetings with elected officials to discuss 
needed policy changes

 y Advocate for the removal of drug tiering, quantity limits, cost 
accumulators, and prior authorization requirements imposed by insurance 
companies, either by working with the insurance companies directly or 
through legislation if necessary

 y Make needed improvements to the HOPWA program
 y Remove restrictions around the use of transportation resources under 

Ryan White (i.e., allow for funds to cover critical nonmedical transportation 
needs)
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In order to perform these activities, partners will be needed beyond traditional 
HIV and LGBTQ advocacy organizations. As such, the work group has also 
identified other advocacy organizations such as Georgians for a Healthy Future, 
the Georgia Budget and Policy Institute, as well as other partners, such as Grady 
Memorial Hospital, pharmaceutical companies, the city of Atlanta, and the Atlanta 
Regional Commission, to be leveraged for this work. Estimated funding allocation, 
outcomes to be tracked, and monitoring data sources are yet to be identified. The 
following goals, key activities, and strategies were developed by the community 
work group and provided below.

Goal 1: Advocate for an HIV-specific waiver for Medicaid in the short term, 
while also advocating for a full expansion of Medicaid to improve access to 
care for PWH in the medium to long term

Key Activities and Strategies:
 y Develop a community education initiative to inform the public about 

the need for an HIV-specific Medicaid waiver in the short term and full 
Medicaid expansion in the medium to long term

 y Organize advocacy days at the Georgia Capitol during the legislative 
session

 y Organize formal one-on-one meetings with targeted elected officials 
formal one-on-one meetings with targeted elected officials

Key Partners: Grady Memorial Hospital, Georgia Equality, Georgians for a Healthy 
Future, Georgia Budget and Policy Institute, Fulton County HIV/AIDS Advisory 
Committee

Goal 2: Reform Georgia’s HIV criminalization law to align with current HIV 
science and best public health practices for HIV prevention and care, including 
U=U

Key Activities and Strategies:
 y Work with elected officials to draft and introduce legislation to reform the 

HIV criminalization law on the books in Georgia
 y Educate legislators to pass reform legislation once introduced

 y Assist executive agencies to implement the new law once passed

Key Partners: HIV Justice Coalition, Georgia Equality, Fulton County HIV/AIDS 
Advisory Committee
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Goal 3: Advocate for lower prescription drug costs to cover both HIV treatment 
and prevention

Key Activities and Strategies:
 y Advocate for the removal of drug tiering, quantity limits, cost 

accumulators, and prior authorization requirements imposed by insurance 
companies, either by working with the insurance companies directly or 
through legislation, as needed

 y Apply for a procurement waiver for the ADAP program
 y Expand state support for PrEP demonstration projects, including coverage 

of labs and personnel, as well as drugs, for those who do not qualify for 
free medication through Gilead Advancing Access or the Ready, Set, PrEP 
program

Key Partners: Pharmaceutical companies, legislators and other policymakers, 
Georgians for a Healthy Future, Georgia Equality, Fulton County HIV/AIDS 
Advisory Committee

Goal 4: Advocate for increased resources and fewer restrictions related to 
wraparound services, including housing and transportation

Key Activities and Strategies:
 y Make needed improvements to the HOPWA program
 y Increase investment in transportation infrastructure as needed across the 

continuum of prevention and care services
 y Remove restrictions around the use of transportation resources under 

Ryan White (i.e., allow for funds to cover critical nonmedical transportation 
needs)

Key Partners: City of Atlanta, the Ryan White Planning Council, the Atlanta 
Regional Commission, the Atlanta-Region Transit Link Authority (ATL), the 
community advisory boards of Atlanta Metro AIDS service organizations, Fulton 
County HIV/AIDS Advisory Committee
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ADDITIONAL CROSS-CUTTING POLICY PRIORITIES

These will be considered by other work groups as they continue to develop their 
future plans.

 y Streamlining of state and county-level grants/procurement processes to 
ensure timely disbursement of program funds. The grants/procurement/
contracting process should not be an impediment to innovative program 
development and implementation.

 y Cultural humility/intercultural/structural competence training. Include 
comprehensive, context-based intercultural/structural competence plans 
in all state DPH and county contracts, especially those in health services 
and correctional facilities. Dedicate funds to continually develop, revise, 
and disseminate model intercultural/structural competence plans for state 
and county contractors.

 y Create/reinstate a Georgia HIV legislative task force that can propose 
policies and legislation that will support EHE efforts across the state.

 y Advocate for comprehensive civil rights legislation that expands the 
current protected classes to specifically include LGBTQ people and 
PWH to prohibit discrimination in employment, housing, and public 
accommodations.

 y Advocate for increased investment (financial and in-kind) to support the 
development of a cadre of leaders in the HIV workforce who represent 
priority populations (particularly Black and Latinx communities)

 y Advocate for increased investment in organizations that address social 
and political determinants of health.

 y Declaration of racism as a public health crisis across the EHE counties 
and the development of systems that hold institutions accountable for 
acts of bias across domains of difference (race, gender, gender identity, 
socioeconomic status, sexual orientation).

Note: No federal funds will be used for lobbying activities.
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PILLAR 7: INFORMATICS, DATA ANALYTICS, AND 
SYSTEMS

The provision of the full range of HIV services in metro Atlanta is the responsibility 
of multiple units of government, private organizations, and funders. These 
various stakeholders each have their own systems for collecting, analyzing, and 
using data. In order to optimize the efforts of all these disparate agencies and 
organizations to end the HIV epidemic, we need better ways to standardize and 
consolidate the gathering and utilization of data.

The Informatics, Data Analytics, and Systems Work Group consists of 
representatives from the HIV community, Georgia DPH, the health departments 
for each of the four metro Atlanta counties, the city of Atlanta, and HIV service 
providers. The group has identified four main goals:

 y Complete and implement the EHE Program Evaluation Plan
 y Identify and address critical data gaps
 y Identify existing modeling data and gaps
 y Develop an application programming interface (API)

Activities and strategies identified for achieving these goals include:
 y Develop logic models, indicators, and measures based on associated 

activities of each pillar
 y Explore the principle use of “real-time” data among providers for 

incorporation into community-level interventions, program planning, and 
changes to improve HIV care

 y Determine what data should be incorporated within systems modeling and 
the appropriate outcomes to track

 y Explore strategies to establish an API via a centralized source that allows 
not only providers in prevention and treatment to interact, but also 
promotes incorporation of data from mental health, substance abuse, 
primary care, and any other key support services that could benefit from a 
shared, real-time data system

Of the five work groups, the activities of the data group will require the most 
leveraging of organizations not typically involved in HIV work, such as universities, 
research centers, technology companies, and anyone or any organization that 
collects relevant health data used for HIV prevention and treatment. The work 
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group is continuing to identify potential partners, estimated funding allocation, 
and outcomes to be tracked, and monitoring data sources.

Goal 1: Complete and implement the program evaluation plan

The evaluation of EHE as implemented in Fulton, DeKalb, Gwinnett, and Cobb 
counties is critical for monitoring progress toward achieving reductions in new 
infections. It will allow for ongoing understanding of to what extent activities 
are being implemented as planned and to what extent they are leading to 
expected short-term and medium-term outcomes, and the ability to make course 
corrections when necessary. Although surveillance data that are already collected 
in an ongoing manner will be key to gauging overall success of the EHE effort, it is 
the monitoring of more granular programmatic data (i.e., down to provider level) 
that will provide insight into progress of planning efforts, selected indicators, and 
implementation of key activities.

Key Activities and Strategies:
 y Develop logic models for activities associated with each pillar:
 y Develop logic models, indicators, and measures based on associated 

activities of each pillar
 y Identify existing data sources and collect baseline data
 y Develop targets
 y Develop a platform to share evaluation data with all stakeholders on 

an ongoing basis and determine processes for collection, review, and 
feedback of data in a timely way to allow for course corrections

Key Partners: A diverse work group of stakeholders including persons who are 
knowledgeable about implementation plans for activities associated with each 
pillar and/or data systems that may be useful will develop a plan to monitor 
implementation of the planned activities and outcomes (TBD), DPH staff, 
University staff 

Potential Funding Resources: EHE
Estimate Funding Allocation: $96,000 (Evaluator position)
Outcomes (reported annually; monitored more frequently): Final plan completion, 
partnerships to draft evaluation 
Monitoring Data Source: TBD
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Goal 2: Identify and address critical data gaps. Critical data are lacking in 
many areas that are needed both to guide program implementation and to 
evaluate it

Key Activities and Strategies:
 y Explore the principle use of “real-time” data among providers for 

incorporation into community-level interventions, program planning, and 
changes to improve HIV care

 y Identify and prioritize data needs (e.g., size of specific populations such as 
transgender persons, PWIDs)

 y Determine how data will be obtained (e.g., contracts with local academic 
institutions)

Potential Funding Resources: EHE, CDC
Estimate Funding Allocation: $196,000 (EHE position and API position)
Outcomes (reported annually; monitored more frequently): Identified data 
systems in use, Specific data gaps/system gaps, key variables routinely captured 
for reporting and supplemental variables essential for planning 
Monitoring Data Source: TBD

Goal 3: Identify existing modeling data and gaps

Key Activities and Strategies:
 y Determine what data should be incorporated within systems modeling and 

the appropriate outcomes to track
 y Utilize existing modeling data and analytics to ensure EHE efforts 

address social determinants of health for which existing data-collection 
methodologies do not exist or collective data is not available

 y Design, build, and evaluate community-level HIV prevention and care 
initiatives associated with social determinants of health

 y Evaluate new and updated modeling throughout EHE implementation to 
ensure efforts remain focused and resources are allocated to achieve 
planned results

Key Partners: Emory University’s Coalition for Applied Modeling for Prevention 
(CAMP), Harvard University’s Cost-Effectiveness of Preventing AIDS 
Complications (CEPAC) Group (Atlanta is a partner), economic modeling 
consortium including Emory University, Johns Hopkins, UCLA, and others

EHE PLAN



Potential Funding Resources: University agencies, CDC, HRSA
Estimate Funding Allocation: $250,000 (2 people at $125,000 each at University 
level)
Outcomes (reported annually; monitored more frequently): Completed model and 
data that reflects gaps in activities 
Monitoring Data Source: TBD

Goal 4: Develop an application programming interface (API)

Key Activities and Strategies:
 y Explore strategies to establish an API via a centralized source that not only 

allows providers in prevention and treatment to interact but also promotes 
incorporation of data from mental health, substance abuse, primary care, 
housing, and any other key support services that could benefit from a 
shared, real-time data system

 y Assess clinical capacity of various HIV prevention and care providers to 
collect and monitor data electronically to better inform development of an 
interface that will aid in better use of “big data” and communication across 
various HIV-related data systems

 y Develop and implement a cost-efficient, secure API that allows access to 
needed data only

 y Lead API development with an open source policy that can give health 
departments, private partners, and other community partners the 
opportunity to help improve future versions of API

Key Partners: Anyone or any organization that collects relevant health data used 
for HIV prevention and treatment (TBD), DPH, local health depts., Universities, 
Hospitals, Private Providers, Community clinics, FQHCs 

Potential Funding Resources: TBD
Estimate Funding Allocation: $100,000 (contracted IT position)
Outcomes (reported annually; monitored more frequently): Local data systems to 
be sources, final API system 
Monitoring Data Source: Monthly milestones specified in contract deliverables for 
IT position

Resource needs
Achieving the above goals and engaging in corresponding activities will require 
new resources. The work group will define resources needed to:

 y Oversee and conduct the ongoing collection, aggregation, and 
dissemination of data

 y Develop new data-collection efforts that are yet to be defined
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GLOSSARY OF ACRONYMS

APPENDIX A

ADAP — AIDS Drug Assistance Program

AETC — AIDS Education and Training 
               Center

AIDS — acquired immune deficiency 
              syndrome

API — application programming interface

ASO — AIDS service organization

CBO — community-based organization

CDC — U.S. Centers for Disease Control 
             and Prevention

CHC — community health center

CSB — community service board

DCH — Georgia Department of Community 
             Health

DPH — Georgia Department of Public 
             Health

ECHO — Extension for Community 
                Healthcare Outcomes

EHE — Ending the HIV Epidemic

FQHC — Federally Qualified Health Center

HET – Heterosexual 

HICP — health insurance continuation 
              program

HIE — health information exchange

HIV — human immunodeficiency virus

HOPWA — Housing Opportunities for  
                    People with AIDS

HRSA — Health Resources and Services 
                Administration

IDU — injection drug user

LGBTQ — lesbian, gay, bisexual, 
                  transgender, and queer (or 
                  questioning)

LHD — local health department

MSM — men who have sex with men

NHBS — National HIV Behavioral 
                Surveillance

PEP — post-exposure prophylaxis

PrEP — pre-exposure prophylaxis

PWID — persons who inject drugs

PWH – people living with HIV or people 
             with HIV 

QI — quality improvement

RWHAP — Ryan White HIV/AIDS Program

SNAP — Supplemental Nutrition Assistance 
                Program (f/k/a Food Stamps)

STI — sexually transmitted infection

SWOT — strengths, weaknesses, 
                opportunities, and threats

TBD — to be determined
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COMMUNITY ENGAGEMENT

Once the Atlanta community received the EHE planning grant in October 2019, the five 
separate work groups started their work. Since that point, there have been 18 Atlanta 
metrowide public meetings with those brought together from the community, the 
Georgia DPH, the county health departments, academic institutions, medical facilities, 
and community- and faith-based organizations. Those meetings took place on the 
following dates:

• Oct. 4, 2019
• Oct. 10, 2019
• Oct. 18, 2019
• Oct. 22, 2019
• Oct. 25, 2019
• Oct. 29, 2019
• Nov. 15, 2019
• Nov. 20, 2019
• Dec. 4, 2019
• Dec. 11, 2019
• Dec. 18, 2019
• Feb. 4, 2020
• March 3, 2020
• March 24, 2020 (virtual)
• May 6, 2020 (work group points of contact, virtual)
• June 24, 2020 (virtual)
• October 14, 2020 (virtual) 
• November 10, 2020 (virtual)

In addition, county-level meetings were held throughout January, February, and March 
2020 as shown below. For those who could not attend in person, a call-in line was 
made available, and meeting presentations were circulated afterward to all those 

APPENDIX B
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involved in this process. Following the COVID-19 stay at home orders in March, 
community engagement at the county levels also shifted to virtual meetings in 
September, October and November 2020.

Date/Time Work Group Location

Tuesday, Jan. 28, 6 p.m. Fulton EHE Fulton Co. BoH, 10 Park Place, Atlanta

Wednesday, Jan. 29, 6 p.m. Gwinnett EHE Gwinnett Co. Health Dept. 2570 Riverside 
Pkwy., Lawrenceville

Thursday, Jan. 30, 6 p.m. DeKalb EHE DeKalb BoH, 455 Wynn Way, Decatur

Tuesday, Feb. 4, 6 p.m. Atlanta Metro-Wide EHE Louis Sullivan Auditorium, GA AETC @
Morehouse School of Medicine, 720 
Westview Drive, Atlanta

Wednesday, Feb. 12, 6 p.m. Cobb/Gwinnett combined EHE Zoom meeting

Thursday, Feb. 13, 2 p.m. DeKalb EHE The Door, 4086 Covington Hwy, Suite 900, 
Decatur

Tuesday, Feb. 25, 6 p.m. Fulton County HIV/AIDS 
Advisory Council

Redeemer Lutheran Church, 731 Peachtree 
Street, Atlanta

Wednesday, Feb. 26, 6 p.m. Gwinnett EHE Gwinnett Co. Health Dept. 2570 Riverside 
Pkwy., Lawrenceville

Thursday, Feb. 27, 6 p.m. Cobb EHE Someone Cares, 1950 Spectrum Circle, 
Suite 200, Marietta

Tuesday, March 3, 6 p.m. Atlanta Metro-Wide EHE Louis Sullivan Auditorium, GA AETC @
Morehouse School of Medicine, 720 
Westview Drive, Atlanta

Thursday, March 5, 2 p.m. DeKalb EHE Stands Inc., 3423 Covington Drive, Decatur

Wednesday, March 11, 6 p.m. Cobb/Gwinnett combined EHE Zoom meeting

Tuesday, March 24, 6 p.m. Atlanta Metro-Wide EHE 
(Virtual — COVID)

Louis Sullivan Auditorium, GA AETC @
Morehouse School of Medicine, 720 
Westview Drive, Atlanta

Work group members are subject matter experts in each of the areas they cover and, 
together, each came up with the goals for their programming activities under this grant. At all 
points of the process that led up to the draft, feedback was accepted by all that provided it. 
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The membership of each of the five work groups is as follows:

• Prevention
• Points of contact: Michelle Allen, Tara Dougherty, and Anne Bruno
• Members: Kerrie Pate, Cortney Smith, Jason Panda, Freda Jones, 

Olatanwa Adewale, Derrick Wilson, Sean Johnson, Jonny L. Gosselt, 
Jay-Paul Kirk, Catharine Smythie, Cyrl Kitchens, Patrick Forand, Taynel 
Albarran

• Treatment and Care
• Point of contact: Jeff Cheek
• Members: Morris Singletary, Audre Arona, Carlos del Rio, Wendy 

Armstrong, Daniel Driffin, Larry Scott Walker, Melanie Thompson, 
Quintin R. Robinson, Jeri Sumitani, Kim Thomas, Jonathan Arthur 
Colasanti, Angela Udongwo, Gregory Felzien

• Housing, Transportation, and Other Support Services
• Points of contact: Jeff Smythe and Leigh Alderman
• Members: Rev. William Francis, Spencer Burton Webb, Tyson Evans, 

Nicole Roebuck, Cornelius Baker, Rachel See, George Lopez
• Policy

• Points of contact: Larry Lehman, Justin Smith
• Members: Katherine Lovell, Alvan Quamina, Mahlon Randolph, Angelica 

Furgerson, Zabi Mulwa
• Informatics, Data Analytics, and Systems

• Points of contact: Pascale Wortley, Jamila Ealey
• Members: Greg Smith, Nahomie Julien, Alana Sulka, David Holland, 

Reggie Smith, Tanesha Taylor, Justin Smith, Angelina Furgeson, Alicia 
Dunajcik

More information on community meetings, including agendas, lists of 
attendees, slides, and notes can be found on the Georgia EHE website at www.
endinghivinga.org.
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