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Introduction
HIV disease is a chronic health care condition that affects many residents of Tennessee and impacts the health of
the entire community. Although there have been many medical advances in the last several years, and this disease
is now a manageable chronic disease, HIV disease remains a serious public health concern.
Specific to Tennessee, there is an additional layer of concern as a southern state. As noted in the Southern AIDS
Coalition 2012 report, the southern United States continues to face great challenges. The South has the most
people living with HIV and AIDS, the greatest poverty, the highest rates of sexually transmitted infections (STIs),
the greatest number of persons without health insurance, the least access to health care, the highest mortality
rates, and the fastest growing epidemic in the nation. These statistics are fueled by a number of underlying factors,
including stigma, discrimination, racial and ethnic disparities, aggressive homophobia, and poor social
determinants (Sothern AIDS Coalition, 2012 Update).
This plan is Middle Tennessee’s community driven effort to address these challenges and not only assure a quality
of life for persons living with the disease, but also strives to eliminate new HIV infections.
Overview of Requirements of the Plan
The Ryan White HIV/AIDS Treatment Modernization Act of 2006 specifies that recipient of Ryan White Part A
funds, Metropolitan Public Health Department of Nashville/Davidson County and the Ryan White Part A Planning
Councils, are jointly responsible for developing a comprehensive plan for the organization and delivery of HIV
services in their local community.
As specified in Section 2602(b)(4)(D) the plan must include discrete goals and a timetable, In addition, the plan
must:
• Develop a strategy to identify and address the needs of those who know their HIV status and are not in
care as well as the needs of those who are currently in the care system and inform/enable them to utilize
services;
• Address disparities in HIV care, access, and services among affected subpopulations and historically
underserved communities;
• Be compatible with the Statewide Coordinated Statement of Need for HIV/AIDS;
• Develop a strategy to coordinate services with HIV prevention programs and for the prevention and
treatment of substance abuse; and
• Establish and support an HIV continuum of care that coordinates resources among other federal and local
programs.
Additional guidance from HRSA/HAB (Health Resources and Services Administration/ HIV/AIDS Bureau) requires
that the program continue earlier legislations’ focus on planning, with a greater emphasis on quality management,
oversight and accountability. HRSA/HAB guidance also states that comprehensive planning includes initiatives that
maintain and improve the system of care and be responsive to the changing epidemic. In addition to the
requirements specified above, the plan is to reflect a system that:
• Ensures the availability and quality of all core medical services;
• Includes a discussion of clinical quality measures; and
• Includes strategies for the prevention and treatment of substance abuse.
Lastly, a new initiative this year under the Centers for Disease Control and Prevention (CDC) and HRSA, offered
guidance and encouragement for Ryan White Part A and B Grantees and the CDC state grantees to develop an
Integrated HIV Prevention and Care Plan, including the Statewide Coordinated Statement of Need (SCSN). Their
intent is to streamline the work of health department staff and HIV planning groups and promote collaboration
and coordination in the use of data. An integrated plan is seen as a vehicle to develop a coordinated approach to
addressing the HIV epidemic at the state and local levels.
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In order to meet the integrated HIV prevention and care plan guidance, the Memphis TGA, the Tennessee
Department of Health HIV/STD Section (TDH) and the Nashville TGA administrative staff consulted with their
planning bodies and met to attempt to coordinate their comprehensive plans as much as possible this year.
Whenever possible, information from the three entities was included in the plan. In the future, the this group will
work together to continue efforts to develop a single coordinated plan.
Key Influencers of this Plan
1. National HIV/AIDS Strategy (NHAS) and the HIV Continuum of Care
Two national documents set the tone and framework for this plan:
• National HIV AIDS Strategy https://www.aids.gov/federal-resources/national-hiv-aidsstrategy/overview/
• HIV Continuum of Care (aka Cascade of Care, HIV Treatment Cascade) https://www.aids.gov/federalresources/policies/care-continuum/
The National HIV/AIDS Strategy is a five-year plan that details principles, priorities, and actions to guide our
collective national response to the HIV epidemic. The NHAS’ vision is to be a place where new HIV infections are
rare, and when they do occur, every person, regardless of age, gender, race/ethnicity, sexual orientation, gender
identity, or socio-economic circumstance, will have unfettered access to high quality, life-extending care, free from
stigma and discrimination. The strategy reflects many of the approaches that HRSA and CDC believe will make the
greatest difference in reducing HIV, such as intensifying prevention for individuals with HIV and those at highest
risk of becoming infected with HIV, and targeting resources to the interventions and areas where we can have the
greatest impact. The strategy was released in 2010, updated in 2015 and stresses the following points:
• There is still an active HIV epidemic and it remains a major health issue in the United States.
• Most people can live long, healthy lives with HIV if they are diagnosed and get treatment.
• For a variety of reasons, certain populations bear a disproportionate burden of HIV.
• People across the nation deserve access to tools and education to prevent HIV transmission.
• Every person diagnosed with HIV deserves immediate access to treatment and care that is nonstigmatizing, competent and responsive to the needs of the diverse population impacted by HIV.
• Using the HIV Care Continuum to measure and achieve outcomes, particularly in communities
disproportionately impacted by HIV, is a critical means of assuring services are having a positive impact on
individuals and the community as a whole.
The HIV Care Continuum a model that outlines the sequential steps or stages of HIV medical care that people living
with HIV go through from initial diagnosis to achieving the goal of viral suppression (a very low level of HIV in the
body), and shows the proportion of individuals living with HIV who are engaged at each stage. The specific stages
of the continuum are: 1) the number of people with HIV disease; 2) the percentage of persons diagnosed with HIV
disease who are linked to HIV medical care; 3) the percentage of persons who receive routine HIV medical care; 4)
the percentage of persons in HIV medical care who receive HIV medications; and 5) the percentage of persons who
are virally suppressed.
2.

Advances in the HIV Field: Impact on HIV Care
In the recent years, there have been several key national initiatives/activities that have changed the landscape
of the HIV epidemic and support the ability of communities across the United States, to achieve the NHAS’
vision. These initiatives/activities are critical elements to be considered as local communities develop their
individualized plans for eliminating new HIV infections and assuring a quality life for those persons living with
HIV disease. See Figure 1.
• Implementation of Affordable Care Act, which increases access to health care for persons living
with HIV disease. As more PLWH in Tennessee gain access to marketplace insurance they not
only gain access to insurance to cover their overall medical needs, there is less need for the Ryan
White program to pay for HIV outpatient care. Ideally, Ryan White funds no longer needed for
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•

•

•
•

HIV outpatient care will be directed to other key core and support services that support a
person’s ability to engage in HIV medical care and achieve viral suppression.
Although Medicaid expansion has not yet occurred in Tennessee, it is another key activity that if
enacted, will change the landscape of healthcare in Tennessee with an impact similar to
enrollment in ACA insurance.
The START trial which demonstrated that early initiation of HIV medications for HIV not only
benefits a person with the disease, but has a preventative benefit by reducing the risk of onward
transmission to others by 96%. This evidence highlights the critical need for newly diagnosed
persons to quickly link to HIV medical care receive information to make an informed choice
about initiation of antiretroviral medication. The study has found that earlier receipt of
antiretroviral significantly improves health outcomes by reducing the risk of a combination of
serious AIDS-related illness, serious non-AIDS-related illness and death by more than half
compared to deferring treatment.
Introduction of PrEP (pre-exposure prophylaxis) that reduces the risk of HIV infection by taking
daily medication.
CDC guidance for the adoption of new HIV testing technologies that enhance the ability to
diagnosis HIV soon after infection – a time when HIV is most likely to be transmitted to others.
(Adapted from NHAS 2020)

Figure 1:
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3.

Health Impact Pyramid: Impact on HIV Care
HIV disease as both a chronic health condition and a public health concern, necessitate the use of a model
developed by CDC which defines the range of needed health interventions, but also describes interventions
with the greatest potential impact for sustaining health of individuals and communities. The strength of this
model is that it addresses socioeconomic determinants of health that are many of the barriers faced by PLWH
that often limit achievement of health outcomes. In addition, the model requires the involvement of a diverse
representation of stakeholders, which not only provides opportunity for community based solutions but may
also address concerns related to stigma of HIV disease.
Overview of the Health Impact Pyramid (Figure 2): At the base of this pyramid, interventions with the greatest
potential impact, are efforts to address socioeconomic determinants of health. In ascending order are
interventions that change the context to make individuals’ default decisions healthy, clinical interventions that
require limited contact but confer long-term protection, ongoing direct clinical care, and health education and
counseling. Interventions focusing on lower levels of the pyramid tend to be more effective because they
reach broader segments of society and require less individual effort. Implementing interventions at each of
the levels can achieve the maximum possible sustained public health benefit. (Adapted from: AmJ Public
Health. 2010;100:590–595. doi:10. 2105/AJPH.2009.185652)
Figure 2: Health Impact Pyramid

The model is an important tool for the Nashville Regional TGA Planning Council’s work related to health planning
and resource allocation. Use of the model can help the council answer the following questions:
• Why people do or do not engage in certain health behaviors (e.g., poverty, education)?
• What strategies will have the greatest impact on reaching the right audience?
• What strategies will have long-lasting impact on improving the health of the community?
Nashville TGA Process in Developing the Plan
The TGA’s Comprehensive Plan is based upon data and findings from the Part A needs assessment (including
information gathered from community forums, consumer surveys, provider surveys) and from the discussion of the
comprehensive plan workgroup. The plan strives to balance service needs with available resources. The primary
purpose of comprehensive planning is to serve as a five-year guide for informing the Part A Planning Council. With
the information provided in the plan, the council can make better and informed decisions about services for
Persons Living with HIV (PLWH) as they work to develop and maintain a comprehensive continuum of care that
improves the health outcomes and lives of PLWH. Once the plan is being implemented, the Planning Council will
monitor the plan on an on-going basis to assure achievement of the plan’s goals and objectives.
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A. Epidemiological Profile:
A1: Geography of Region & Distribution of PLWH in the TGA

The Nashville TGA consists of the following 13 Middle Tennessee counties: Cannon, Cheatham, Davidson, Dickson,
Hickman, Macon, Robertson, Rutherford, Smith, Sumner, Trousdale, Williamson, and Wilson.
The TGA has a nearly equal proportion of PLWH relative to the percentage of the total population of the state that
lives here. According to the U.S. Census Bureau, the TGA had an estimated population of 1,742,588 in 2015 (26.4
percent of the state’s total population). As of 2014, The Nashville TGA represents approximately 31 percent of the
state’s PLWH population, and 25.7 percent of the state’s total population. While 39 percent of the TGA’s total
population lives in Davidson County, 76.5 percent of the PLWH population resides in Davidson County (see Figure
3).
Figure 3: HIV Disease Prevalence in the TGA

Source: eHARS
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A. Epidemiological Profile:
General Population Changes:

At this time, the overall population of the Nashville TGA area continues
to grow rapidly, in particular Davidson, Rutherford, Sumner, Williamson and Wilson Counties. Table 1 provides a
breakdown of the most recent census demographics for the area.

Table 1: General Population Demographics of the TGA
2015
Population

%
Change
2007-15

%
White

% African
American

%
Hispanic

% Below Poverty

% Uninsured

6,600,299

+8.38%

78.8%

17.1%

5.2%

18.3%

14.1%

Cannon

13,840

+1.80%

95.7%

1.9%

2.0%

16.4%

29.5%

Cheatham

39,741

+0.60%

95.6%

2.0%

2.8%

12.7%

13.6%

Davidson

678,889

+16.54%

65.5%

28.0%

10.0%

19.9%

16.4%

Dickson

51,487

+9.42%

92.5%

4.5%

3.3%

14.3%

14.2%

Hickman

24,363

+0.65%

92.4%

5.0%

2.1%

20.2%

15.7%

Macon

23,177

+5.52%

96.5%

0.9%

5.1%

19.3%

17.2%

Robertson

68,570

+8.55%

89.5%

7.7%

6.4%

13.4%

13.9%

Rutherford

298,612

+27.96%

79.1%

14.5%

7.5%

14.7%

12.1%

19,295

+1.59%

95.6%

2.2%

2.5%

15.0%

14.2%

175,989

+16.15%

89.2%

7.2%

4.5%

11.3%

11.7%

8,042

+1.93%

88.0%

8.9%

3.2%

17.5%

15.2%

Williamson

211,672

+28.67%

89.7%

4.6%

4.8%

5.6%

7.6%

Wilson

128,911

+21.93%

89.2%

6.9%

3.9%

10.1%

11.3%

County
TN

Smith
Sumner
Trousdale

TGA

1,742,588

Source: US Census 2015

.
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A. Epidemiological Profile:
A2: Incidence

HIV disease incidence refers to people who were newly diagnosed with HIV disease in the past year, regardless of
the stage of the disease (HIV or AIDS). Therefore, people who were newly diagnosed with HIV or concurrently
diagnosed with HIV and AIDS are included; however, this does not include persons who were diagnosed with HIV in
a previous year and may have converted to AIDS in the current year. There were a total of 188 new cases of HIV
disease diagnosed in the Nashville TGA in 2015 (see Figure 4). This is an 11.7 percent decrease in the number of
new cases from the previous year. Since 2011, there has been a 23.5 percent reduction in the number of new HIV
disease cases and a 27.1 percent decrease in the rate of incidence (see Figure 5). Of the 188 new cases of HIV
disease, 18.6% (35 cases) were new AIDS diagnoses in the Nashville TGA in 2015. Compared to the previous year,
there was a 20.4% reduction in the number of AIDS cases in the TGA incidence statistics. Statewide rates by county
are shown in Figure 6.
Figure 4: HIV Disease Incidence Nashville TGA 2011-2015

Figure 5: HIV Disease Incidence Rates Nashville TGA 2011-2015

Source: eHARS
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A. Epidemiological Profile:
Figure 6 shows the rate of new infections in Tennessee for 2015.

Snapshot of TGA Incidence Data:
Nashville TGA HIV Disease Incidence Data by Subpopulations
The following incidence statistics were calculated for the 2015 comprehensive needs assessment; they did not
have significant changes over time. Below is an updated snapshot of 2015’s demographics. For more detailed data
on incidence demographics, matching page numbers to the comprehensive 2015 Needs Assessment have been
included. The 2015 Needs Assessment can be found here: http://www.nashrpc.com/
• Incidence for HIV Disease by Race/Ethnicity (pg. 55): Non-Hispanic Blacks represent the majority (50.5
percent, 95 people) of all new cases, followed by Non-Hispanic Whites (38.3 percent, 72 people).
Hispanic persons of all races made up approximately 7 percent (14) of the 2015 incidence.
• Incidence by Sex Category (pg. 59): 81.4 percent (153) of new HIV disease cases in 2015 were men. In
the past 5 years, there has been a 25 percent drop in the number of new infections in men (all races)
since 2011 as well as a 16.7% drop of new infections in women.
• Incidence by Transmission Category (pg. 58): Sixty percent (113) of new HIV disease cases in 2015 were
from the MSM transmission category, the “Unknown Exposure/Other” category, which accounts for 23.9
percent (45 people) of incidence, Heterosexual contact (24) accounts for another 12.8 percent of
incidence.
• Race and Sex Interactions (pgs. 60-61): Among women in 2014 nearly 70 percent of all HIV disease cases
were Non-Hispanic black women. Non-Hispanic black males account for 55 percent of the newly
diagnosed while non-Hispanic white males are 35.6 percent of the newly diagnosed men with HIV
disease.
• Race and Transmission Category Interactions (pgs. 66-68): Every racial group has very high incidence
and rates of MSM transmission, but non-Hispanic black PLWH have the highest number of new cases of
MSM transmission in 2014. Non-Hispanic black PLWH are the majority of the heterosexual transmission
category - they were 75% of the total for heterosexual transmission (white PLWH accounted for the
other 25%)
• Age Group and Sex Interactions (pgs. 69-70): For females in 2014, 80.5 percent of new cases fall in the
age range of 25-54, with the majority occurring in the 35-44-year-old age range and near equal parts in
25-34 and 55-64. For males in 2014, the majority of the new cases (81 percent) occurred in the 15-44
age range with the newest cases occurring in the 15-24 and 25-34 age ranges.
• Sex and Transmission Category Interactions (pgs. 71-72): for women, the majority of HIV disease
incidence appears to be transmitted through heterosexual contact, followed by other transmission.
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A. Epidemiological Profile:
Table 2 provides the demographics for persons newly diagnosed in 2015 with HIV disease in the State and in the
Memphis and Nashville TGAs.

TABLE 2 : 2015 Incidence Demographics
State of TN
Gender
Male
Female
Race/Ethnicity
Black/African American
White
Hispanic
Asian
Other
Race/Ethnicity - Males
Black/African American
White
Hispanic
Asian
Other
Race/Ethnicity - Females
Black/African American
White
Hispanic
Asian
Other
Age
<15
15-24
25-34
35-44
45-54
55-64
65+
Transmission Category
Heterosexual
IDU
MSM
MSM/IDU
Perinatal
Other/Unknown Risk

455
119
357
180
31
8
4

EMA/TGA
Memphis

Nashville

To be provided at a
later date

174
36

To be provided at a
later date

121
72
12
5

284
136
27
4
4

To be provided at a
later date

To be provided at a
later date

68
43
4
4
0

To be provided at a
later date

To be provided at a
later date

To be provided at a
later date

0
44
73
51
31
7
4

To be provided at a
later date

24
5
128
2
0
51

8
169
209
90
71
28
5
146
35
381
15
5
129

Source: TDH and eHARS for Nashville TGA
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A. Epidemiological Profile:
Snapshot of State Incidence Data:
•
•
•

•

Of the 711 persons newly diagnosed in TN with HIV disease in 2015, 18.4% were classified as stage 3
(AIDS) cases by the end of 2015.
In TN, males represented the largest proportion of persons newly diagnosed with HIV disease (78.9%).
The rate of new HIV disease diagnoses was 4.1 times as high among males compared to females.
In TN, a greater proportion of the newly diagnosed cases occurred among blacks/African Americans
compared to living cases (59.4% and 33.1% respectively). The rate of new HIV disease cases was 8.3
times as high among blacks/African Americans compared to whites.
In TN, the greatest proportion of newly diagnosed cases occurred among persons 25-34 years of age
(34.6%). The rate of new HIV disease diagnoses was greatest among persons 25-34 years of age at the
end of 2014 (28.2 per 100,000)
Source: TDOH 2015 HIV Epidemiological Profile
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A. Epidemiological Profile:
Figure 7 provides a picture of where new HIV disease is concentrated in Davidson County, the county of the TGA
that has the majority of new HIV cases as well as HIV prevalence. This map depicts patterns that are similar to
other health conditions impacted by social determinants of health; that is, HIV is concentrated in areas lower
socio-economic factors.
Figure 7: HIV Disease Incidence for Davidson County by Council District, 2014

Source: eHARS
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A. Epidemiological Profile:
A3: Prevalence

Prevalence tells us the number of people who are living with HIV disease. Prevalence is important because it
documents the number of people who need HIV medical care and services. In Tennessee, approximately 40% of
people living with HIV disease living in the Memphis TGA, approximately 30% live in the Nashville TGA and the
remaining 30% live in other areas of the state.
There were 5,341 persons living with HIV/AIDS (PLWH) in the Nashville TGA at the end of the 2015 calendar year.
Since 2011, the number of persons living with HIV disease has increased steadily from 4,548, which is roughly a
17.4 percent increase in the total number of PLWH in the Nashville TGA over this five-year span (see Figure 8).
Figure 8: HIV Disease Prevalence in the Nashville TGA 2011-2015

HIV Disease Prevalence: Nashville TGA, 2011-2015
6,000
5,000

4,548

4,777

5,008

5,218

5,341

4,000
3,000
2,000

2,490

2,557

2,637

2,679

2,696

2,371

2,539

2,645

2,058

2,220

2011

2012

2013

2014

2015

AIDS
HIV
Total

1,000
-

Source: eHARS

 See the TDH plan for more information about TN prevalence, including regional specific information.
The rates for HIV disease prevalence in the Nashville TGA are shown in Figure 9. From the figure, it can be seen
that the rates of HIV disease (total) has increased steadily from 2011 (289.8) to 2015 (324.4). The rate of PLWH
with AIDS has grown slowly, going from 158.7 per 100,000 in 2011 to 163.7 per 100,000 in 2015 while the rate of
PLWH with HIV has increased much more rapidly, from 131.1 per 100,000 in 2010 to 160.6 per 100,000 in 2015 – a
22.5 percent increase in 5 years. Statewide prevalence rates by county are shown in Figure 10.
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A. Epidemiological Profile:
Figure 9: HIV Disease Prevalence Rates Nashville TGA 2011-2015

HIV Disease Prevalence Rates Nashville TGA per
100,000 persons, 2011-2015
350.0
289.8

300.0

316.9

309.0

299.4

324.4

250.0
200.0
150.0

162.7
146.3

162.7154.2

163.7160.6

131.1

160.3
139.1

2011

2012

2013

2014

2015

158.7

100.0
50.0
0.0
AIDS

HIV

Total

Figure 10 shows the prevalence rate by county in Tennessee for 2015.

Figure 7: HIV Disease Prevalence for Davidson County by Council District, 2014
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A. Epidemiological Profile:
Figure 11 provides a picture of where HIV disease prevalence is concentrated in Davidson County. This map
depicts a pattern similar to the earlier map for incidence.

Figure 11: HIV Disease Prevalence for Davidson County by Council District, 2014

Source: eHARS
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A. Epidemiological Profile:
Nashville TGA HIV Disease Prevalence Data by Subpopulations:
The following prevalence statistics were calculated for the 2015 comprehensive needs assessment; they did not
have significant changes over time. Below is an updated snapshot of 2015’s demographics. For more detailed data
on prevalence demographics, matching page numbers to the comprehensive 2015 Needs Assessment have been
included. The 2015 Needs Assessment can be found here: http://www.nashrpc.com/

•

•
•

•

•
•
•

•

Prevalence for HIV Disease for Race/Ethnicity (pg. 19): Non-Hispanic Blacks represent nearly half (47.5
percent, 2,539 people) of all cases, followed by Non-Hispanic Whites (43.7 percent, 2,337 people).
Hispanic persons of all races made up approximately 6.3 percent (334) of the 2015 prevalence. Other
racial groups are roughly 2.5 percent of prevalence.
Prevalence for Sex Category (pg. 20): Males make up approximately 78 percent (4,171) of the
prevalence in the TGA, with females making up the remaining 22 percent (1,170).
Prevalence by Age Category (pg. 21): 19.8 percent of HIV prevalence in the TGA occurs in individuals
under the age of 34 (1,057 people), 24.7 percent of prevalence occurs in people aged 55 and up (1,318
people), 34.7 percent of prevalence is in the 45-54-year-old age group alone (1,851 people), with the
remaining 20.8 percent in the 35-44 age group (1,115 people).
Prevalence by Transmission Category (pg. 22): The majority of the PLWH population in the TGA is MSM
(53.4 percent, 2,854), followed next by heterosexual transmission (18 percent, 963). The third largest
group is “other” transmission risk (14.8 percent, 788), while the fourth largest group are intravenous
drug users (9.3 percent, 497). MSM+IDU transmission category (3.7 percent, 198) and perinatal
transmission (0.8 percent, 41) complete the 2015 prevalence trends.
Race and Sex Interactions (pg. 24-25): In 2014 nearly 65 percent (734 women) of all female HIV disease
cases were black women. The figure for men shows that white males account for 48.4 percent (1,971
men) of all HIV disease while black males are 42.8 percent (1,741 men) of men with HIV disease.
Race and Transmission Category Interactions (pg. 38-41): Every racial group has very high prevalence of
MSM transmission. White PLWH have the highest prevalence of MSM transmission in the TGA. Black
PLWH account for the majority (63.4 percent) of all IDU transmission cases
Age Group and Sex Interactions (pg. 42-44): For females in 2014, 75 percent of the disease burden of
HIV falls in the age range of 25-54, with the majority occurring in the 35-54-year-old age range and near
equal parts in 25-34 and 55-64. For males, 74.2 percent of the disease burden falls in the age range of
35-64, with the majority occurring in the 45-54-year-old group
Age Group and Transmission Category Interactions (pg. 46-47): MSM transmission accounts for the
majority of HIV prevalence in every age group except those less than 15 years old.
Source: Nashville TGA 2015 Needs Assessment.
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A. Epidemiological Profile:
Table 3 provides the demographics for persons living with HIV disease in 2015 in the State and in the Memphis
and Nashville TGAs.
Table 3: 2015 Demographics of PLWH
Gender
Male
Female
Race/Ethnicity
Black/African American
White
Hispanic
Asian
Other
Age
<15
15-24
25-34
35-44
45-54
55-64
65+
Transmission Category
Heterosexual
IDU
MSM
MSM/IDU
Perinatal
Other/Unknown Risk
Socio Economic s
FPL

TN

Memphis TGA

Nashville TGA

12,334
4,362

To be provided at
a later date

4,064
1,154

9,476
6,109
758
70
341
94
733
2,824
3,780
5,427
3,043
853

To be provided
at a later date

To be provided
at a later date

To be provided at
a later date

Housing Status

To be provided
at a later date

324
123

To be provided at
a later date

30
219
804
1,194
1,802
923
246

To be provided at
a later date

945
511
2,759
188
36
779

To be provided at
a later date

Health Insurance Status

To be provided
at a later date

2,475
2,269

To be provided at
a later date

To be provided at
a later date

Below 100%

66.4%

66.4%

100-138%

11.4%

11.4%

139-200%

9.7%

9.7%

201-250%

5.2%

5.2%

251-400%

6.3%

6.3%

401-500%

0.3%

0.3%

> 500%

0.7%

0.7%

Private-Employer

14.8%

14.8%

Private-Individual

3.6%

3.6%

Medicare

15.5%

15.5%

TennCare

16.8%

16.8%

VA

0.8%

0.8%

Indian Health

0.8%

0.1%

No insurance

43.7%

43.7%

Other plan

4.7%

4.7%

Stable Permanent

81.3%

81.3%

Temporary

13.8%

13.8%

4.9%

4.9%

Unstable
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Snapshot of State Prevalence Data:
•
•
•
•
•
•
•

Of the 16,754 persons living with HIV at the end of 2015 in the State of Tennessee, 73.6 % were male.
The rate of those living with HIV disease was 3.0 times as high among males compared to females.
Blacks/African Americans represented the largest proportion of living HIV disease cases (56.6%) and
had a rate that was 7.1 times as high as the rate among whites.
Among males, the rate of living cases among blacks/African Americans was 6.0 times as high as
among whites.
Among females, the rate of living cases among blacks/African Americans was 13.5 times as high as
among whites.
Blacks/African Americans represent the largest proportion of transgender persons living with HIV
disease (63.8%).
The greatest proportion of living HIV disease cases were persons 45-54 years of age (32.4%)
Source: TDOH 2015 HIV Epidemiological Profile

A4: Number Estimated to be HIV+ (Individuals Unaware of their HIVpositive status)
In addition to the persons who are known to be HIV positive, there are persons who are HIV positive but have not
received an HIV test and are therefore not aware of their status. According to the Centers for Disease Control and
Prevention (CDC), the formula for calculating the estimated number of persons who are 13 years or older who do
not know they are HIV positive is the following:
0.14 ∗ 𝑃𝑟𝑒𝑣𝑎𝑙𝑒𝑛𝑐𝑒
0.79

The numerator (0.14*Prevalence) represents the portion of the population over the age of 13 that the CDC
estimates to be unaware of their status in the state of Tennessee. The denominator represents the portion of the
population that is aware of their HIV disease status. At the time of this report, the total prevalence in the Nashville
TGA was 5,341, which means the estimate for the number of individuals who are HIV positive and unaware of their
status is (0.14*5341)/0.79 or 947 people.
It is important to note, that it is estimated that half of new HIV infections are transmitted by people who do not
know they are infected. By contrast, people living with diagnosed HIV and virally suppressed are 94% less likely to
transmit the infection. Additionally, the longer a person remains unaware of his or her status, the more likely he or
she is to advance to AIDS prior to identification and treatment and may unknowingly infect others. This
information on the persons unaware of their HIV positive status could help guide testing efforts funded by HIV
prevention programs in our community and can identify points of collaboration between HIV prevention and
treatment services funded by the Ryan White Part A program.
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A5: HIV and HIV Related Deaths
In Tennessee since 2010, the total number of deaths for persons living with HIV disease from any cause, has
decreased from 346 to 102 deaths (Figure 12). Although this overall trend is positive, the disparity for
Blacks/African Americans compared to White/Caucasians , still exists.
Figure 12. HIV Disease Deaths, by Selected Race, by Year of Death, Tennessee, 2005-2015
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Source: TDH, 2015 Epi Profile

Nationally, CDC completes an estimate of the “probability of survival” for >3 years (36 months) for persons with
diagnosed HIV infection and for persons whose infection had ever been classified as stage 3 (AIDS).
• HIV: In the US in 2009 of 43 states, 38 of those states had at least 9 of 10 persons survived after a
diagnosis of HIV infection, including Tennessee. In Tennessee, the likelihood of survival from 2004 to 2009
has increased by 5.6%.
• AIDS: In the US in 2009, 34 out of 39 states had at least 8 of 10 persons survived after a stage 3 (AIDS)
classification diagnosis, including Tennessee. In Tennessee, the likelihood of survival from 2004 to 2009
has increased by 13.3%.

Source: Nashville TGA 2015 Needs Assessment

In reviewing “deaths due to HIV”, there is a noted difference between rates for the state and the largest counties
of the state’s two TGAs (Memphis and Nashville) as noted in Table 4. Both TGA’s have a higher rate than the state,
and Shelby county’s rate is roughly 3 times higher than the state.
Table 4: 2014 Mortality Numbers & Rates (HIV Cause of
TN
Davidson Co.
Shelby Co.

Mortality Rate
2.52
3.74
7.35

# of Deaths
165
25
69

Source: TDH HIT website, 9/2016

Of the total number of deaths in the Nashville TGA in 2014:
• The majority occurred among males (78.5%). Of the men who died, 70.7%were between the ages of 45
and 64, 53.6% of them were white, and 41% were black.
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•
•
•
•
•

People who were 45 years of age or older represented 83.1 percent (217) of all the deaths reported in
2014, while those who were between 15 and 34 years old accounted for only 3.8 percent (10) of deaths.
People with an AIDS diagnosis represented 78.5 percent (205) of all deaths in 2014, while those with only
an HIV diagnosis accounted for 21.5 percent (56) of deaths.
When looking at transmission category, MSMs had the highest percentage of deaths in 2014 (44 percent,
115 people) – 63 percent (73 people) of the MSMs that died were white.
Injection drug users (19.9 percent, 52 people) and hetero risk (18.3 percent, 48 people) made up the
majority of the rest of transmission category deaths for 2014. Of the injection drug users and
heterosexual risk people who died, 67.3 percent and 66.6 percent (respectively) were black.
One demographic category that looks different with regard to the number of deaths is race. Non-Hispanic
whites represented 48.6 percent (127) of deaths, while non-Hispanic blacks represented 46 percent (120).
In past needs assessments, non-Hispanic whites accounted for a much higher percentage of reported
deaths, and non-Hispanic blacks accounted for a much lower percentage.

 See the TDH plan for more information about deaths, including regional specific information.

A6: Indictors of Risk & High Risk Populations
TGA Key Indicators for HIV Risk:
HIV is primarily spread by having participated in high-risk behavior or sharing syringes and other injection
equipment with someone who is infected with HIV. In addition, substance use can contribute to these risks
indirectly because alcohol and other drugs can lower people’s inhibitions and increase risk factors for HIV
transmission. Also, having another STI can increase risk of contracting HIV disease. Table 5 provides a quick review
of a few key data points related to risk.
Table 5: HIV Risk Factor Data

Youth Risk Behavior Survey 2013 : Did not use a condom
Youth Risk Behavior Survey 2015 : Ever injected any illegal drug
Youth Risk Behavior Survey 2015: Had at least 1 drink of alcohol
on at least 1 day during the last 30 days.
Youth Risk Behavior Survey 2015: Used marijuana 1 or more
times during the last 30 days.
Adult Risk Behavior Survey 2013: Ever been tested for HIV
Adult Risk Behavior Survey 2012: Participated in high-risk
behavior in the past year.
NSDUH Survey 2012: Any illicit drug use in the past year. (adults)
NSDUH Survey 2012: Binge alcohol use in the past month. (adults)
STI data

US

TN

40.9%
2.4%

41.4%

32.8%
21.7%

14.7
23.2

Davidson
County

Shelby
County

Not reported

28.4%
(2013)
21.4%
(2013)
43.5%

54.3%

50.4%

4.2%

4.1%

4.4%

14.5
18.1
18.1
20.1
See Table 8

 See the TDH plan for more information about indicators of risk for HIV infection.
Certain populations are at greater risk of becoming infected or living with HIV disease. Table 6 notes the
populations that are at high-risk and must be at the forefront of community efforts in planning and service
provision.
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Table 6: High Risk Populations
Young persons, age 15-24
Incarcerated
MSMs
Homeless/Unstably housed
Persons with substance abuse diagnosis,
particularly injection drug users
Persons with a mental health diagnosis

Tennessee







Memphis TGA

To be provided at a
later date

Nashville TGA







Snapshot of State Data:
•

•
•

Of 711 cases diagnosed from January 1 to December 31, 2015, 18.1% did not have a reported risk as of
June 30, 2016. Surveillance activities have been implemented to resolve cases reported with unknown
risk information.
The majority of living cases are attributed to MSM (48.4%), with cases attributed to heterosexual contact
representing the second greatest proportion (26.0%).
There are differences in the distribution of exposure categories among living cases by race/ethnicity.
Among whites, 64% of living cases are attributed to MSM, compared to 39% among blacks/African
Americans. In contrast, heterosexual contact represents the exposure category for 34% of living
black/African American cases, but only 14% of living white cases.
Source: TDOH 2015 HIV Epidemiological Profile

A7: Disparities

Despite efforts, some groups of people are affected by HIV disease more than other groups of people. The
occurrence of these diseases at greater levels among certain population groups more than among others is often
referred to as a “health disparity.” Differences may occur by gender, race or ethnicity, education, income,
disability, geographic location and sexual orientation among others. Social determinants of health like poverty,
unequal access to health care, lack of education, stigma, and racism are linked to health disparities
(http://www.cdc.gov/nchhstp/healthdisparities/). As in the United States, racial disparities are of the great
concern in the Nashville TGA due to the wide gap, particularly related to race and ethnicity. For example:
• In the Nashville TGA incident cases more likely in the following populations: persons 25-34, Black, and
MSM. The rate of incidence disparities is 8 times higher for Blacks than for Whites.
• The racial breakdown of prevalence in the TGA for 2014 is as follows: Non-Hispanic Blacks represent
nearly half (49.4%, 2,475 people) of all cases, followed by Non-Hispanic Whites (45.8%, 2,296 people).
Hispanic persons of all races made up approximately 6.4% (324) of the 2014 prevalence. Other racial
groups are roughly 2.5% of prevalence. In 2014 black people made up 15% of the total population of the
TGA, but 49% of the HIV disease prevalence. This trend is also consistent over time: every year since 2010
has seen this same proportional relationship between these two racial groups. In 2014, the rate per
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100,000 persons for non-Hispanic white PLWHA was 190.0 – the rate for non-Hispanic black PLWHA was
978.7, which is just over 5 times greater.
Table 7 provides a representation of rates of racial disparities in the Nashville TGA and will be completed with
rates from the State and the Memphis TGA as data is made available.
Table 7: Rates of Racial Disparities Nashville TGA, 2015
NonHispanic
White

Non-Hispanic Black
TN

Incidence of
HIV Disease
Prevalence of
HIV Disease
Prevalence of
HIV Disease Males
Prevalence of
HIV Disease Females
Prevalence of
AIDS
Prevalence of
AIDS - Males
Prevalence of
AIDS Females

Mem

Hispanic
(all races)
Nashv

















Information
to be
provided at a
later date

Information to
be provided at
a later date

















TN

Mem

Nashv





Info to
be
provided
at a later
date

Info to be
provided
at a later
date

Source: eHARS
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In the 2015 Comprehensive Needs Assessment a “double peak” was identified in the available data. A “double
peak” is when there are two groups that stand out in some way when looking at a particular characteristic. For the
age groups that were analyzed for this needs assessment, we found that there were two significant trends – or a
double peak – with regard to age: for incidence, the most new cases (56%) are found in those aged 15-34, but for
prevalence, the most cases overall are in those aged 45 and up (57%). This trend is better visualized in Figure 13
below.
Figure 13: The “Double Peak” for Age Groups

Source: eHARS

This “double peak” is significant for a number of reasons, the chief among these is that the strategies required to
address the two peaks are different: engaging youth to lower the transmission of HIV disease, and caring for an
aging population to ensure that they are retained in care and virally suppressed. Data suggest that this “double
peak” trend is going to carry forward through time and become more pronounced. Over the past 5 years there has
been a 30.4% increase in the prevalence of HIV disease in the under 15 age group, a 9.5% increase in 15-24 year
olds, and a 22% increase 25-34 year olds. Interestingly, there has been a 9.3% decrease in the 35-44-year-old
group in that same time frame. The biggest changes in prevalence have occurred in the oldest age groups,
primarily due to the aging of PLWHA: 45-54 year olds have seen a 22% increase, 55-64 year olds have seen a 76.1%
increase, and those aged 65 and up have grown by 113.9% since 2010. This indicates that in the past five years,
the number of people aged 65 and up with HIV disease has more than doubled.
From a planning perspective, it is very important for the Planning Council to recognize the needs of these two
growing but very different populations, and to be deliberate in assuring services are targeted to meeting their
needs.
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A8: Co-Morbidity
Co-morbid conditions add an additional level of risk for PLHW; some co-occurring conditions facilitate the
transmission of HIV disease (e.g., STIs) and some conditions can put PLWH at risk for worsening medical conditions.
Prevention, screening and treatment for co-morbid conditions are critical in assuring positive health outcomes.
Table 8 documents co-morbidities in the Nashville TGA.
Table 8: Co-morbidities in the Nashville TGA, 2014

Co-Morbidity

In PLWHA
Population
No. of
Cases

%

Chlamydia

143

2.7

Gonorrhea

133

2.5

Syphilis-S

160

Hepatitis C

0

Homelessness

Substance
Abuse

Mental Illness

177

481

1,367

In General Population

TN: 31,055
TGA: 7,644
TN: 7,295
TGA: 1,865

Rate per
100,000
23.87
37.31
10.47
3.99

3.0

309

17.4

0

TN: 190
TGA: 10

0.25
0.01

3.4

8.9

26.2

No. of Cases

TGA: 2,152

TGA:
Alcohol:
95,600
Drug: 42,679

TGA: 338,356

133.1

5.6%
2.5%

19.8%

Data Source

Tennessee Department of Health 2014:
https://healthwebaccess.tn.gov/idashboards/?gues
tuser=guest&dashID=474&c=0

Key Alliance and the Metropolitan Homelessness
Commission (2011); U.S. Department of Housing
and Urban Development, Homelessness Resource
Exchange, Homeless Populations and
Subpopulations, Murfreesboro/Rutherford County
Co and Nashville/Davidson County Co, 2012
Nashville TGA Service Needs and Gaps Survey
(2011); 2011 National Survey on Drug Use and
Health, Substance Abuse and Mental Health
Services Administration (upd 2013)

Nashville TGA Service Needs and Gaps Survey
(2011) (adults); SAMHSA, Center for Behavioral
Health Statistics and Quality, National Survey on
Drug Use and Health, 2011 (upd 2013)

 See the TDH plan for more information about co-morbidities, including regional specific information.
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B1: HIV Care Continuum
The HIV care continuum—sometimes also referred to as the HIV treatment cascade—is a series of steps from the
time a person is diagnosed with HIV through the successful treatment of their infection with HIV medications.
The stages of the continuum are:
1. Diagnosed with HIV infection
2. Linked to care, meaning visited a health care provider within three months after learning they were HIV
positive
3. Engaged or retained in care, meaning they received medical care for HIV infection
4. Prescribed antiretroviral therapy to control their HIV infection (i.e., medications)
5. Virally suppressed, meaning that their HIV viral load – the amount of HIV in the blood – is at a very low
level

(Understanding the HIV Care Continuum, CDC, December 2014)

Collecting information about the HIV Care Continuum allows state and local health officials, the planning body and
community stakeholders to monitor the outcomes of PLWH, but also helps identify gaps in care, populations who
are not achieving positive health outcomes so that community resources can be better mobilized and used to
improve the HIV care system for all residents.
In the Nashville TGA the Part A program has been using the framework of the HIV Care Continuum in both
monitoring provider outcomes and in the service planning work with the Planning Council. The TGA’s needs
assessment document format is structured to reflect the elements of the continuum.
The data for the Nashville TGA continuum uses the “diagnosed based” approach. The data is then provided in two
formats - figures (Figures 14 & 15) and in table format (Table 9). The information is presented using the CDC
definitions/benchmarks and the HRSA/HAB definitions/benchmarks. The data represents the most recent
outcomes related to each stage of the continuum.
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Figure 14: Nashville TGA Results for “CDC” Defined Continuum of Care
80.0%

Benchmark
68.0%

National

62.0%

60.0%
51.0%

60.0%

TGA
46.8%
40.0%
25.0%

Linked in 3 months

Retained in Care

Virally Suppressed

Source: eHARS

Figure 15: Nashville TGA Results for “HRSA/HAB” Defined Continuum of Care
Benchmark
80.0%

National
TGA

90.0%

85.0%

83.5%
72.0%

69.0%
62.3%

35.2%

Linked in 30 days

Retained in Care

Virally Suppressed

Source: CAREWare
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Table 9: Nashville TGA Results for Continuum of Care, 2014
a. LINKED TO CARE
CDC Benchmark (had viral load or CD4 labs):
HRSA Benchmark (saw medical provider):
80% linked in 3 months
80% linked in 30 days
National Average: 62% linked in 3 months
National Average: 83% linked in 3 months
TN score: To be provided at a later date
TN score: To be provided at a later date
MEMPHIS TGA score: To be provided at a later date
MEMPHIS TGA score: To be provided at a later date
NASHVILLE TGA score: 68% linked in 3 months
NASHVILLE TGA score: 35.2% linked in 30 days
Note: 85% linked within 90 days
b. RETAINED/ENGAGE IN CARE
CDC Benchmark (had CD4 or Viral Load test):
HRSA Benchmark (saw medical practitioner):
60% with 2 or more tests
(top 25%) 90% saw provider
National Average: 51% with 2 or more tests
National Average: 69% saw provider
TN score: To be provided at a later date
TN score: To be provided at a later date
MEMPHIS TGA score: To be provided at a later date
MEMPHIS TGA score: To be provided at a later date
NASHVILLE TGA score: 46.8% with 2 or more tests
NASHVILLE TGA score: 62.3% saw provider
c.

PRESCRIBED ANTIRETROVIRAL THERAPY
HRSA Benchmark: x% were prescribed ART
National Average: 91% were prescribed ART
TN score: To be provided at a later date
MEMPHIS TGA score: To be provided at a later date
NASHVILLE TGA score: 91.5% were prescribed ART

d. VIRALLY SUPPRESSED
CDC Benchmark: 40% virally suppressed
National Average: 25% virally suppressed
TN score: To be provided at a later date
MEMPHIS TGA score: To be provided at a later date
NASHVILLE TGA score: 60% virally suppressed
Source: eHARS

HRSA Benchmark: 85% virally suppressed
National Average: 72% virally suppressed
TN score: To be provided at a later date
MEMPHIS TGA score: To be provided at a later date
NASHVILLE TGA score: 83.5% virally suppressed
Source: CAREWare

Unmet Need:
Although similar to retained in care, unmet need is another critical data point for measuring system performance.
Unmet need is defined as individuals who are HIV-positive and know their status, but did not receive HIV primary
medical care for HIV disease. An individual is considered to have unmet need if there is no evidence of any one of
the following three components of HIV primary medical care in a specified 12-month period: (a) a viral load testing,
(b) a CD4 count, or (c) provision of antiretroviral therapy.
.

In 2014, the estimated unmet need in the Nashville TGA is 27.2% That is, a total of 1,420 people did not receive
HIV primary medical care in 2014. It is not only important for PLHW to receive HIV medical care for their own
health benefit, but if a person is not in care their risk of not being virally suppressed is increased which also poses a
potential risk for others contracting HIV disease. Figures 16a&b below provide a picture of location of persons who
are not in HIV care by TGA county and then by Davidson County neighborhoods.
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Figures 16a&b: Nashville TGA Results for Unmet Need

Source: eHARS

B2: Disparities in Outcomes Among Key Populations
As noted earlier, differences in outcomes may occur by gender, race or ethnicity, education, income, disability,
geographic location and sexual orientation among others leading to disparities. Similar to national trends, there
are disparities in outcomes among key populations in the TGA and in the state.
• Table 10 notes disparities in viral suppression. Of particular note in the table are the groups with lower
percentage of viral suppression; PLWH aged 13-24 that only have a viral suppression rate of 67.6%, and
those persons who have temporary housing situations that have a viral suppression rate of only 45%.
• Table 11 notes disparities in medical visit frequency. When data are disaggregated, we see there are stark
differences in who goes to medical appointments. Of note are the transgender population, we see that
only 11.1% of this group met the criteria for engaging in timely medical care. Another group that has a
low HIV medical visit frequency is younger people, specifically the 13-24 and 25-34 age groups.
• Table 12 is information from a TDH sponsored presentation. Three Poisson Regressions were performed
on over 15,000 people in the state of Tennessee living with HIV for linkage to care, retention, and viral
suppression achievement. Demographic variables included age, sex, race, risk category, and if they
received Ryan White services. For linkage to care (N=792), regression coefficients and confidence intervals
revealed that 15-34 year olds were significantly less likely to be linked into care than their older
counterparts (35-44 year olds). This downward trend in younger people continued for engagement in
medical care and viral suppression achievement (N=15,473). Females more likely to be linked, engaged,
and virally suppressed in comparison to males, and Black PLWHA were less significantly less likely to be
linked, engaged, and virally suppressed than White PLWHA. Hispanics were also less likely to be engaged
in medical care and virally suppressed than Whites. Ryan White services were used in interactions with
race to test the predictability in linkage, engagement, and viral suppression achievement. For both White
and Black PLWHA, Ryan White services significantly predicted being linked in care, being engaged in care,
and achieving viral suppression. For Hispanic PLWHA and Other race, obtaining Ryan White services
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significantly predicted engagement and viral suppression achievement, in comparison to not receiving any
Ryan White services.
Table 10: Viral Suppression with Breakout by Subpopulation
2013
2014
TGA Total
Benchmark
TGA Total
Benchmark
78.9%
85%
83.5%
85%
Table 11: TGA Viral Suppression Statistics
with
Breakout
by
Subpopulation
% Virally
Total
% Virally
Total
Race
Suppressed
Suppressed
Suppressed
Suppressed
Non-Hispanic Black
72.8%
1,132
77.6%
1,313
Non-Hispanic White
85.0%
1,345
89.1%
1,480
Hispanic (all races)
79.3%
119
82.1%
147
Other Race
73.0%
46
87.5%
63
Gender
Male
80.1%
2,008
84.4%
2,281
Female
75.5%
621
80.6%
686
Transgender
59.0%
13
73.4%
36
Age Group
13 to 24
54.5%
90
67.6%
119
25 to 34
70.9%
383
75.4%
468
35 to 44
77.4%
625
80.5%
647
45 to 54
82.5%
1,005
86.6%
1,109
55 to 64
86.2%
452
90.7%
550
65 and older
91.5%
87
94.0%
110
Housing Status
Institution
73.3%
11
70.0%
7
Non-permanent
70.1%
374
76.5%
252
Stable/Permanent
80.7%
1,722
84.4%
2,200
Temporary
38.2%
18
45%
9
Insurance Status
Insured
80.2%
1,153
81.9%
1,123
Not Insured
77.7%
1,489
84.2%
1,880
HIV Risk Factor
Heterosexual
75.7%
892
79.9%
991
IDU
72.3%
131
80.4%
156
MSM
81.0%
1,407
86.2%
1,618
MSM+IDU
87.1%
34
85.7%
36
Other/Unspecified
82.7%
178
81.1%
202
Poverty Level
Equal or Below FPL
74.4%
1,337
77.4%
1,326
101-200%
83.8%
448
89.1%
556
201-300%
83.9%
220
92.1%
328
Over 300%
80.0%
4
83.3
10
TGA Total vs. Benchmark
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Table 11: HIV Medical Visit Frequency with Breakout by Subpopulation
Total
Race
Non-Hispanic Black
Hispanic (all races)
Non-Hispanic White
Other Race
Gender
Male
Female
Transgender
Age Group
13 to 24
25 to 34
35 to 44
45 to 54
55 to 64
65 and older
Housing Status
Institution
Non-permanent
Stable/Permanent
Temporary
Insurance Status
Insured
Not Insured
HIV Risk Factor
Heterosexual
IDU
MSM
MSM+IDU
Other/Unspecified
Poverty Level
Equal or Below FPL
101-200%
201-300%
Over 300%

TGA
62.3%
MVF %
63.4%
70.3%
70.7%
79.6%

Benchmark
90%
Total
815
95
965
43

68.1%
67.4%
11.1%

1,435
481
2

50.5%
57.8%
61.2%
70.6%
75.8%
86.6%

43
244
380
771
389
91

25.0%
38.9%
56.9%
17.7%

2
120
1,318
8

54.6%
54.8%

575
1,126

50.8%
58.3%
44.7%
64.7%
56.1%

562
918
81
22
118

56.8%
60.2%
66.5%
50.0%

789
279
171
4
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Table 12: TN Continuum of Care Update

Linkage (N=792); Retention (N=15,473); Viral Suppression (N=15,473)

Source: TDH sponsored presentation TN HIV Continuum of Care: Update, Peter F. Rebeiro, MHS, PhD. (September 24, 2015)

B3: Utilization of the HIV Care Continuum
The data from the continuum has been one of the most useful tools for the Grantee, the Planning Council,
consumers, providers, community stakeholders, advocates, local policy makers and researchers. It creates a
common language and a clear set of data, including national benchmarks, which are consistently used in educating,
planning, allocation, monitoring and in quality improvement. Key examples of how the continuum has been used
for each area are as follows.
• Planning: Local benchmarks have been established for “each stage” of the continuum. Areas of need have
been identified.
• Prioritizing/Allocation: The Planning Council uses the data to inform decisions about priority setting and
allocation of funds. For example, in 2015 the council increased funding for housing because persons in
temporary/unstable housing had one of the lowest “viral load suppression” percentages of any other
housing group.
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B. HIV Care Continuum:
•

•
•

•

Measuring Disparities: The Grantee and Planning Council have been focusing attention on the Continuum
of Care and promoting this model to the community as a lens through which to address disparities along
each step of the continuum.
Targeting: The data provides information to use for focusing services in a specific manner, or on a certain
population. For example, the council funded an outreach service targeted to young persons, particularly
young Black MSMs, due to their low “viral suppression” and poor “linkage” to care.
Monitoring: The Planning Council has adopted measures from the continuum into their Standards of
Care. In addition, the benchmarks and provider specific results allow the Grantee to focus a portion of
monitoring on these important results. The Part A Grantee is enhancing their data system so that each
provider receives outcome results for each service they provide compared to the TGA benchmark for that
specific service. This information also provides data needed for providers to identify areas of concern and
move those to a QI process for improvement.
Improving Outcomes: The availability of national data and current TGA and provider specific data are
used in QI projects to improve outcomes at each state of the continuum. At the TGA level, two
workgroups have been working to look at time to first medical appointment (“linkage and retention”) and
“viral suppression”. The TGA has worked with a HIVQual consultant during the last year to support the
efforts of the Regional HIVQual Group of funded HIV medical providers to address viral suppression rates.
Since this effort started, there has been a 6.7% increase in the aggregate viral suppression score, with a
5.8% increase in just the last year (atypical for our TGA given historic trends). We believe that the efforts
of staff, providers and collaborators on this project have had a large impact on the way care is delivered
and how consumers are engaged.
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C. Financial and Human Resource Inventory:
C1: Financial Inventory
This section provides an inventory of the financial and service delivery provider resources available in the TGA to
meet the HIV prevention and treatment needs of the population, including identified gaps in resources. This
section also provides information on workforce capacity and how it impacts the HIV prevention and treatment
service delivery system.
Table 13 and Figure 17 provides information about funding sources for HIV treatment services in the TGA by
service area, agencies that provide the service and the relationship of the service to the HIV Care Continuum. Table
14 provides information that details information about Part B and CDC funding managed by TDH (was included in
Table 13 under Other).
Table 13: 2016 Estimated HIV Funding in the Nashville TGA by Service Area
PART A

MAI

OTHER

Agencies

TOTAL
st

Continuum
Steps Impacted

Outpatient

$895,900

$0

$1,908,511

$2,804,411

ADAP

$1,000

$0

$2,062,154

$2,063,154

1 Response Ctr
Meharry
Vanderbilt
NA

Insurance

$0

$0

$7,440,475

$7,440,475

NA

Medical Case
Mgmt

$1,312,625

$0

$1,443,886

$2,756,511

Meharry
Nashville CARES
Street Works

Link/Retain/
Viral Suppr

Dental

$260,691

$116,312

$2,972,539

$3,349,542

20+ providers

Link/Retain/
Viral Suppr

EIS

$302,341

$89,067

$459,000

$850,408

Substance
Abuse Outpt

$135,632

$0

$495,477

$631,109

Mental Health

$262,678

$0

$491,419

$754,097

Psychosocial

$110,100

$0

$0

$110,100

EFA

$28,000

$0

$251,000

$279,000

Linguistic

$5,000

$0

$0

$5,000

Food

$103,000

$25,368

$62,166

$190,534

Transportation

$9,000

$0

$66,783

$75,783

Street Works

Housing

$99,000

$0

$1,002,448

$1,101,448

Avail to all prov.

MPHD
Nashville CARES
Street Works
Meharry
Nashville CARES
Meharry
Mental Health Coop
Nashville CARES
Nashville CARES
Street Works
Nashville CARES
Street Works
st
1 Response Ctr
Nashville CARES
Street Works
Meharry
Nashville CARES
Street Works

Link/Retain/
ART/Viral Suppr
ART/Viral Suppr
Link/Retain/
ART/Viral Suppr

Dx/Link/Retain/
Viral Suppr
Link/Retain/
Viral Suppr
Link/Retain/
Viral Suppr
Link/Retain/
Viral Suppr
Retain/ Viral
Suppr
Link/Retain/
Viral Suppr
Retain/ Viral
Suppr
Link/Retain/
Viral Suppr
Link/Retain/
Viral Suppr
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Referral

$25,600

$0

$65,472

$91,072

Vanderbilt

Outreach

$90,000

$30,000

$0

$120,000

Oasis Ctr

Prevention

$0

$0

$2,449,563

$2,449,563

NA

Other

$0

$0

$379,000

$379,000

NA

Medicaid
Medicare
ACA Insurance
Private Insur.

These insurances primarily pay for outpatient, medications, linguistics and
behavioral health treatment. In a few cases, transportation to a medical
appointment is reimbursed.

ART/Viral Suppr
Dx/Link/ Viral
Suppr
Dx/Link/Viral
Suppr
Retain/ Viral
Suppr
Dx/Retain/ Viral
Suppr

NOTE: Includes Ryan White Parts A-F, HOPWA, HIV Prevention, CDC, SAMHSA, TDMHDD and other miscellaneous sources
specific to HIV prevention and treatment. Does not include all of the additional funding from TDH rebate funds.
Source: Nashville TGA Grantee

Figure 17: 2016 Estimated HIV Funding in the Nashville TGA by Service Area
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C. Financial and Human Resource Inventory:
Table 14: Federal and State Prevention and Care Funding, FY 2016* (Administered by TDH)
Nashville
Funding Type
Funding Amount
Percent of Total
TGA
HIV Prevention
PS 12-1201 (Cat A&B)

$5,422,383

11.0%

$1,052,859

PS 12-1210 (CAPUS)

$1,260,524

2.5%

$200,000

$1,579,826
HIV Care

3.2%

ADAP

$21,188,318

43.0%

State ADAP**

$7,000,000

14.2%

Part B Base

$5,284,566

10.7%

MAI

$200,662

0.4%

State Part B**

$200,000
HOPWA

0.4%

Base Award

$4,938,497
SAMHSA

10.0%

Base Award

$2,161,810

4.4%

Total Federal Funds

$ 42,036,586

85.3%

Total State Funds

$ 7,200,000

14.6%

Prevention and Care Total

$ 49,236,586

100.0%

PS 15-1506 (PrEP)

$9,502,629

$3,123,479

*Due to rounding, totals do not add up to 100%.
**State funding
Source: TDOH

C2: Resource Inventory
A resource inventory, documenting Ryan White and non-Ryan White funded services, was completed as part of the
TGA’s needs assessment process. A section of the survey asked providers questions related to their capacity to
serve PLWH. Of the providers who responded, a majority were headquartered in Davidson County, followed by
Rutherford and the remaining eight percent of the agencies had headquarters in other TGA counties. Key results
related to provider capacity include the following:
• Most agencies indicated that they both served a larger population and had some people who were HIVpositive (27.4%) or did not know if any of their clients were HIV-positive but would serve them regardless
(47.0%). Four percent (4%) served only persons with HIV disease.
• Every county in the TGA was served by at least 1 of the agencies that responded to the survey. Most
agencies served people in Davidson County, followed by Rutherford, Sumner, Williamson and Cannon.
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•
•

•
•
•
•

•

•

•

Ninety-four percent (94%) of the respondents noted that there was public transportation that ran near
their organization. The other 6% of agencies said it depended on the location of the office, but at least
one branch had access to public transportation.
Over forty percent (41.7%) of the agencies indicated that their hours of operation are weekday hours,
13.7% said they have weekday evening hours (typically after 5 p.m.), and 6% said they were open on the
weekend. Additionally, some programs (10%) noted they were open 24 hours a day. A majority of these
respondents were residential facilities and also indicated they had several staff members who were also
on call 24 hours a day.
Half (50%) of agencies stated that their employees were trained in HIV disease, and of this population,
only 25% indicated that they had staff trained in cultural competency related to HIV.
A third (33.3%) of all agencies reported that less than 25% of their total staff was racial or ethnic
minorities. Eighty-one percent (81%) of respondents had less than 10% of their staff as PLWH.
The majority (58.8%) of agencies stated that they did not know the number of HIV-positive clients within
their organization. Of those that knew, clients who were HIV-positive ranged from 1 to over 3000.
Most services have no waiting list in regard to accessing services. Waiting lists of up to a month were
most common for inpatient and outpatient substance abuse, mental health treatment/counseling, and
utility payment. The services with the longest waiting lists were residential substance abuse treatment
and transitional housing.
A majority of service providers indicated that they targeted specific populations. The majority, 68.6%,
indicated that they target poor/indigent/low income individuals; followed by 52.9% of the organizations
that indicated that they target women. The third most frequent group that is targeted by service
organizations are the homeless, closely followed by the substance abusers, veterans, and those with
mental illness.
A many agencies reported that their services were free (37.2%). The most widely accepted forms of
payment operated on a sliding scale fee based on income and insurance reimbursement. The majority
(54%) of all responding agencies indicated that they take walk-in appointments. Very few agencies had
24-hour coverage, and fewer still indicated that they provide home based services
Only 37.2% of respondents indicated that they had not encountered any barriers to providing care and
services to HIV+ persons. There was no real consensus on what barriers that were encountered, however.
Eleven percent (11%) indicated client fear or hesitancy in revealing their HIV+ status was a barrier, 10%
indicated that they didn’t provide the services that HIV+ persons needed, and another 10% said that they
staff at their organization didn’t have the necessary training to engage or care for HIV+ persons. These
three are the most common barriers, but nothing stood out as a particularly glaring barrier to accessing
services or care in this survey.

NOTE: A more detailed “Resource Inventory” for the Nashville TGA has been completed by the Part A Grantee. This
inventory lists all non-Ryan White funded entities that provide services that can be accessed by PLWH. Persons may
contact the Part A Grantee for this list or can use the TN community service website to identify
resources http://tn211.mycommunitypt.com/

C3: Workforce Capacity
Similar to the United States as a whole, the state and local communities face serious workforce capacity challenges
to effectively treat people living with HIV disease. The demand for HIV and primary health care services, in
particular, continue to increase as treating persons with HIV disease becomes more complicated and new cases
arise. Exacerbating workforce demands are the many experienced health professionals retiring from practice while
young providers choose medical fields outside of HIV and primary care. (HRSA Care Action, April 2010).
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The detailed workforce capacity report for Tennessee is developed by the Southeast AETC. In Tennessee, the AETC
is located at Vanderbilt Medical Center, Comprehensive Care Clinic. Appendix D is the report from Vanderbilt.

Snapshot of Workforce Capacity from AETC Report:
Below are the trends for Tennessee found in the AETC report:
• The highest percentage of trainees come from HIV clinics (20%), followed by CBOs (13.2%), state and local
health departments (12.4%), academic health centers (10.6%), and CHCs (10%). Organizational types that
account for less than 1% of all trainees include Family Planning clinics, Indian Health Services, long-term
nursing facilities, maternal/child clinics, sexually transmitted disease clinics, and military/VA clinics.
Additionally, correctional facilities (1.3%) and private practice (1.6%) also remain hard to reach, as do
hospital EDs to a lesser extent (4.7%). Many of these organizational types also were identified by regional
partners as hard to reach organizations, and may require greater outreach efforts.
• Low volume providers provide less of all types of clinical services than intermediate or high volume
providers. Intermediate volume providers provide more primary care, monitoring of HIV-specific labs, and
HIV testing than high volume providers, while high volume providers are more likely to initiate ART,
conduct adherence counseling, provide prophylaxis and treatment for opportunistic infections, manage
treatment when drug resistance is present, care for co-morbid conditions, and provide clinical
consultation.
• Identified organizations that have not been reached or only minimally reached by SE AETC state partners.
The top five hardest-to-reach organizations and clinics were
1. Private practices
2. Hospitals and emergency departments
3. Rural health clinics
4. Correctional facilities
5. Long-term nursing facilities.
Source: Vanderbilt AETC

C4: Coordination of Funding

Ryan White Grantees must coordinate planning with all other public funding for HIV/AIDS to: (1) ensure that Ryan
White HIV/AIDS Program funds are the payer of last resort, (2) maximize the number and accessibility of services
available, and (3) reduce any duplication. Other Federal and local sources, including other Ryan White HIV/AIDS
Programs must be taken into consideration in planning for the continuum of HIV/AIDS care. Sources include but
are not limited to: Medicaid, Medicare, Children’s Health Insurance Program (CHIP), Veterans Affairs, Housing
Opportunities for Persons With HIV/AIDS Programs, CDC Prevention, Services for Women and Children,
local/state/federal public health programs, local/federal funds for Substance Abuse/Mental Health Treatment
Services and Other Ryan White HIV/AIDS Program Funding (Parts B, C, D and F).
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Funders interact in the following ways to ensure coordination and continuity of HIV prevention, care and
treatment in the TGA:
• Medicare/Medicare Part D – Part A medical providers are required to determine Medicare eligibility for
patients. The RSR report from Ryan White medical providers indicates that 17.7% of PLWHA served have
Medicare. Medicare alone does not provide sufficient health care, particularly for people living with
HIV/AIDS who face the “prescription doughnut hole” because Tennessee’s ADAP program does not cover
Medicare Part D cost-sharing expenses (premiums, deductibles, co-pays). Therefore, providers continue
to work with their clients to assure that they maximize their Medicare benefits, including Medicare Part D.
• Medicaid/State Children’s Health Insurance Program – Tennessee has a statewide health and behavioral
health managed care program (TennCare) that at this time has not expanded its coverage, although
Tennessee leaders are looking at other ways to improve access to health insurance for residents. Ryan
White providers continue to work with their clients to assure that they are enrolled in TennCare if eligible
and maximize their TennCare benefits if enrolled.
• Veterans Affairs – The TGA contains two Veterans Hospitals who offer a range of services to vets who are
HI positive. In 2012, there were a total of 253 Veterans in the TGA who were receiving their HIV medical
care from the VA. Sixty-seven percent (67%) were living in the TGA (n = 170). As part of eligibility
determination each person is asked if they are a veteran and those services are then accessed.
• HOPWA – The HOPWA grantee is a Metro government entity (Metro Development & Housing Agency –
MDHA) and a member of the Planning Council. The Part A Grantee and MDHA work together and
coordinate their respective activities to maximize effectiveness of housing services.
• CDC Prevention – The Grantee and the Tennessee Department of Health (the CDC grantee) have a working
relationship and continue to increase collaboration. In addition, a division within the Grantee organization
receives a portion of the state’s CDC funding. Work is ongoing in order to bridge the gap between
prevention, counseling, testing, referral and care services, particularly due to other CDC grants in the TGA
region (rapid testing in hospital, clinic and jail settings and minority community).
• Services for Women and Children – The Grantee has several women and children programs (WIC
supplemental food program, family planning) within its department and other women and children
providers will be utilized to assure coordination of services and funding.
• Local & Federal Funds for Substance Abuse – The Grantee has relationships with state substance abuse
authority and local behavioral health providers. Professionals from these entities serve on the TGA
Planning Council and these relationships continue to be strengthened and utilized for planning purposes.
There are a few providers within the TGA who currently receive HIV prevention funding directly from
SAMHSA, coordination is stressed between these entities and two of these agencies are on the Planning
Council.
• Other State & Local Service Programs – Other state and local funding sources are considered and involved
during the allocation process (e.g., jail release programs, health care access programs, homeless services,
Section 8). At the time of allocations and planning, the Council actively discusses how to complement
rather than duplicate services.

C5: Needed Resources/Services & Plan to Secure

In order to successfully implement this plan, the resources and services that are not being provided but are needed
include the following: 1) A centralized real-time data base which meets HIPAA requirements and is accessible by
all Ryan White funded providers, including the support and expertise to maintain this type of database; 2) Full and
ongoing collaboration of all key community stakeholders that are not currently at the table on a routine basis; 3)
Integration of HIV planning body with other health planning bodies and community groups that are addressing
issues related to socio-demographic conditions and changing the community context ; and 4) More services that
based on proven best practices and are targeted to specific sub-populations.
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The plan to secure these resources is to continue current efforts such as working to address legal issues of data
sharing, continuing to strengthen current centralized data base, continued identification of best practice models
and sharing that information with contracted providers and continued identification and engagement with key
stakeholders, particularly with existing planning bodies associated with other health and social issues.
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D. ASSESSING NEEDS, GAPS AND BARRIER:
D1: Nashville TGA (Part A) Process for Identification of Need
The process to identify treatment needs in the Nashville TGA is the primary responsibility of the Planning Council’s
Needs Assessment Committee working in collaboration with the Grantee’s Research Analyst. The Research Analyst
assures that the committee is aware of the requirements and guidelines provided by HAB regarding the process. A
three year needs assessment plan is designed by the committee and the Research Analyst and includes the specific
plan, topics, steps, timeframe, methods, etc. to be used to collect information on needs of PLHW and people at
higher risk for HIV. Typically, quantitative and qualitative information on needs is collected in the following ways:
• Client and provider surveys
• Town hall meetings
• Focus groups
• One-on-one interviews with clients
• Key informant interviews
• Review of HIV literature and research
• Review of client demographics, service utilization and outcome data
NOTE: Data is collected for the population as a whole but is also collected by sub-populations that are at high
risk, disproportionately impacted, emerging populations and/or underserved.
After the information has been collected, analysis is completed by the Research Analyst. The results are presented
and reviewed by the Needs Assessment Committee. A report is then prepared for the full Planning Council for their
review, discussion and use.

D2: State Process for Identification of Need
A similar process is conducted by TDH. See Appendix C for details.

D3: Service Needs for Persons at Risk for HIV
In the Nashville TGA, the entity that is receives the funding and is responsible for HIV prevention is TDH.
Therefore, see Appendix C for details.

D4: Service Needs for PLWH
Persons living with the disease have a variety of needs in order to stay healthy, particularly maintaining viral
suppression. The most significant treatment needs for persons at risk for HIV and persons living with HIV disease
are described in Table 15.

43

D. ASSESSING NEEDS, GAPS AND BARRIER:
Table 15: Treatment Needs for PLWH
HIV medical care
Dental care
HIV medication
Help paying for insurance
Help finding services (MCM, CM)
Housing
Support groups (Psychosocial)
Physical therapy
Talking with someone HIV+ (peer support)
Counseling (mental health)
Counseling from dietician (nutrition therapy)
Nutritional supplements
Child care
Food
Drug/Alcohol treatment
Home HIV care
Education
Transportation for HIV care
Language interpretation
Hospice care
Pastoral/Clergy support
Help paying utilities
(1) Ranked in order of priority (#1 is the highest)

Tennessee

Information to
be provided at a
later date

Memphis TGA

Information to be
provided at a
later date

Nashville TGA
(1)
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22

D5: Service Gaps for Persons at Risk for HIV
In the Nashville TGA, the entity that is receives the funding and is responsible for HIV prevention is TDH.
Therefore, see Appendix C for details.

D6: Service Gaps for PLWH
In 2014, a service gaps survey was created by the Nashville TGA Research Analyst and the Part A Needs Assessment
Committee in order to determine: 1) what services a consumer knows about, 2) what services a consumer might
need, 3) what services a consumer is currently receiving, 4) whether or not those services are meeting the needs of
the consumer, and 5) any barriers that may have been experienced when accessing services.
The most significant treatment gaps identified by PLHW are described in Table 16.
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Table 16: Top 10 Service Treatment for PLWH (not in
order)
Peer services
Mental health treatment
Substance Abuse treatment
Housing
Transportation
Dental care
Food
Pastoral care
Nutritionist
Child care

Tennessee

Information to
be provided at a
later date

Memphis TGA

Nashville TGA

Information to be
provided at a
later date












D7: Prevention Barriers
In the Nashville TGA, the entity that is receives the funding and is responsible for HIV prevention is TDH.
Therefore, see Appendix C for details.

D8: Treatment Barriers
In 2015, a service gaps survey was created by the Nashville TGA Research Analyst and the Part A Needs Assessment
Committee in order to determine what might impact a person’s ability to access care. Barriers were organized into
six categories: Personal, Knowledge, Appointment, Financial, Staff and System.
The barriers identified by PLHW are described in Table 17.
Table 17: Service Barriers
I was worried about other people finding out I have HIV/AIDS
(personal)
I was not ready to deal with my HIV/AIDS diagnosis (personal)
I didn’t know the location of the organization providing a service
(knowledge)
I didn’t know what services I needed to deal with HIV/AIDS (knowledge)
I did not know where to go or who to ask (knowledge)
I did not know where to go or who to ask (knowledge)
The hours they are open don’t work for my schedule (appointment)
I didn’t have transportation to get to medical/support service
appointments (appointment)
I had to wait too long to get an appointment with my HIV doctor
(appointment)
I couldn’t afford the service (financial)
I didn’t have insurance (financial)
I couldn’t qualify for services because of my income (financial)
I had insurance but it didn’t cover the cost of services I needed
(financial)

TN

Memphis
TGA

Nashville
TGA
37.6%
23.2%
16.8%

Information
to be
provided at
a later date

Information
to be
provided at
a later date

17.6%
20.4%
20.4%
16.8%
27.2%
12.4%
20%
23.2%
19.2%
20.4%
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The system of care was too confusing (system)
I couldn’t get referrals for services that I needed (system)
Services weren’t available when I tried to get them (system)
Each place I called for help told me to call someone else (system)
I can’t qualify for services because of rules and regulations (system)
No one was willing to answer questions or explain things to me (staff)
The staff providing service was not helpful or polite (staff)
I didn’t feel like the provider really understood what I need (staff)

14.4%
21.2%
23.6%
20%
22%
15.2%
18.4%
18.8%

Other significant barriers in the Nashville TGA include the following:
• Stigma & discrimination against sexual orientation, of HIV and of sexual behaviors, especially in
communities of color.
• Additional stigma related to transgender population.
• If incarcerated, fear disclosure would endanger them.
• Hard to follow up with confirmatory tests or engagement in care due to transient behavior.
• For young adults, fear parents may find out if the person needs to access treatment.
• For certain sub-populations, limited testing sites that they feel comfortable with, or that meet their
needs.
• Limited number of HIV outpatient providers, particularly related to serving persons facing socio-economic
barriers.
• TN state laws regarding HIV transmission may inhibit some from testing.
• No Medicaid expansion.
• Small HIV providers have some limitations due to financial barriers that prevent building and maintaining
strong administrative infrastructures.
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E. DATA - ACCESS, SOURCES, AND SYSTEMS:
E1: Main Data Sources
The Grantee Office’s main source of data includes the following:
1. US Census data that provides a count of persons living in Tennessee and the TGA, and also provides a
compilation of economic, social and other data that helps to describe characteristics of the population.
2. eHARs, the Enhanced HIV/AIDS Reporting System, is a CDC developed confidential HIV surveillance
database that collects and stores information about persons who have been diagnosed with HIV disease.
The key data points used include demographic information about persons who are HIV positive, date of
diagnosis, date and value of CD4 and viral load labs.
3. Ryan White Services Report (RSR) data which contains a wide range of client level data that provides
demographic (e.g., income, housing status, insurance status), key clinical data (e.g., data and values of key
laboratory tests) and service utilization data on each persons served by a Ryan White funded agency who
is HIV positive (e.g., data of service, type of service). The data set also provides information on key HIV
related outcomes. An additional component of the RSR includes data on the characteristics of the
provider, including funding information. (Note: Some Part A providers use CAREWare to collect RSR data).
4. HIV testing data from the Tennessee Department of Health HIV/STD Program. General information about
number of HIV tests completed and related procedures (e.g., number HIV positive, number of partners
notified).
5. Medicaid, TennCare, data as available.
6. Information from surveys/focus groups/town hall meetings/interviews is also used as a source of data
that complements information from the above data sources.
7. National databases are also used to provide information on high risk behaviors related to HIV disease or
high risk behaviors related to HIV disease. Primary databases include the following: National Survey on
Drug Use and Health, Treatment Episode Dataset, Youth Risk Behavior Surveillance System, Behavioral
Risk Factor Surveillance System.
8. Other sources that are used as secondary sources of data include the American Community Survey, Kaiser
State Health Facts, Bureau of Justice Statistics.
This data singularly or in combination is used to complete the needs assessment, the HIV Care Continuum, and a
variety of other reports.

E2: Data Policies
The TGA region has many positive policies/practices related to data access that have allowed successful
completion of data analysis and reporting for the needs assessment and the HIV Care Continuum. The main
policies that facilitate completing the needs assessment and/or the HIV Care Continuum are:
• The federal RSR requirements specifying who must be reported in the RSR , what data elements must be
reported, when data must be reported and standards for data completeness. This requirement is then
passed down from the Grantee to the sub-recipient via contract language.
• Practices between Part B and Part A Recipient: a) sharing of ACA marketplace enrollment data; b) Part A
Research Analyst access to the eHARS database and using the same two frozen datasets to complete
reports; c) sharing of Ryan White eligibility database.
• State use of data tools to assure accuracy of eHARs database.
• State law requiring electronic reporting of labs into eHARs.
• Practice of collaborating with state and local researchers that has enriched access to data and analysis.
The TGA region has experienced a few understandable challenges related to data access. The main policies that
either serve as barriers or ones that could be clarified/strengthened are:
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•
•
•
•

•
•

Assistance/clarification needed in accessing HIV data contained in Medicare, VA, Medicaid, corrections,
HOPWA, SAMHSA and assistance in best ways to develop agreements for confidential and secure
exchange and sharing of data sharing.
How Ryan White data is shared between the Part A, B, C and D Ryan White and CDC Grantees.
How best to coordinate data access, analysis and reporting related to risk factors (e.g., coordination with
federal substance abuse funds).
Need data sharing agreements or business associate agreements between Part A & B sub-recipients in
order to share key utilization and outcome data between providers, particularly between outpatient and
non-outpatient providers. Assure compliance with HIPAA.
Reporting consistency of public reports related to data and clarification of role between state and local
Ryan White funders.
Consideration for a real-time, web-based CAREWare database for all Ryan White providers.

NOTE: Recommendations noted in the IOM report Monitoring HIV Care in the United States, Indicators and
Data Systems, are comprehensive and offer other helpful recommendations.

E3: Additional Data Needed

Additional data needed by the TGA region to further enhance analysis and reporting include the following:
• Data related to risk factors.
• Data from insurance payors (e.g., Medicare, Medicaid, and in particular - ACA marketplace insurers).
• Data related to employment status.
• Data related to HIV services provided at the VA.
• Data from correctional settings.

Improving and enhancing data access would allow the Part A Grantee and Planning Council to better answer
critical questions related to client needs and outcomes, and would allow the use of QI methods to improve care
and client outcomes. In particular, broad but relevant data would create a better picture of comprehensive
medical and social needs of persons served and those at high risk of becoming infected.
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F. Integrated HIV Prevention & Care Plan
F1: Integrated HIV Prevention and Care Plan
Ideally, the Integrated HIV Prevention and Care Plan development is a joint effort between state and local
jurisdictions and their planning bodies that engages persons at higher risk for HIV infection, PLWH, service delivery
providers, and other community stakeholders. A fully integrated plan sets forth the state and local jurisdictions’
commitment to collaboration, efficiency, and innovation to achieve a more coordinated response to addressing
HIV. In Tennessee, although the plan is not fully integrated, the plan has been “coordinated” between the
Tennessee Department of Health (Ryan White Part B funding, CDC prevention funding) and the Ryan White Part A
Grantees in Memphis and Nashville. The Nashville TGA also had full and active involvement between the Part A
Grantee, the Nashville TGA Planning Council and a wide range of providers, consumers and other key community
stakeholders in developing the plan.
The Nashville TGA work plan is included in Appendix A. The work plan includes the following components:
• Goals: a broad statement of purpose that describes the expected long-term effects of efforts consistent
with the National HIV/AIDS Strategy and covering a period of 5 years.
• Objectives: measurable statements that describe results to be achieved.
• Strategies: the approach by which the objectives will be achieved.
• Activities: describing how the objectives will be achieved.
The Memphis TGA plan is included in Appendix B and the Tennessee state plan is included in Appendix C.

F2: Collaborations, Partnerships and Stakeholder Involvement
The Nashville TGA is thankful for the broad spectrum of stakeholders that contributed to this plan, whether by
engagement in the needs assessment process, or by participating in the creation of the work plan incorporated
into this document. The list of stakeholders and their contributions include, but are not limited to the following:
• Consumers – provided perspective from the client view.
• Part A Planning Council – provided information related to HIV planning and knowledge of the wide range
of data from the needs assessment.
• Other HIV unding entities (Part B, CDC, HOPWA) – provided input on coordination of funding streams.
• HIV service providers – provided information about various aspects of the HIV service system.
• Other health and social service providers (e.g., mental health, substance abuse, youth) – provided
information about various apects from their areas of expertise.
• FQHC – provided information from a primary care perpective and expertise related to vulnerable
populations.
• TN Office of Minority Health – provided information on health disparities and ideas to address disparities.
• TN Commission on Aging – provided expertise on needs of older adults and resources to serve this
population.
Although addditonal stakeholders have been involved in other activities, there is a need to assure ongoing
involvement of the following stakeholders in order to continue to not only improve outcomes along the HIV Care
Continuum, but to address the needs of specific sub-populations served or represented by these entities:
corrections, insurance companies, other health planning bodies, faith leaders and more diverse consumer
representative.
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F. Integrated HIV Prevention & Care Plan
F3: Letter of Concurrence – Nashville TGA Planning Council
The letter of concurrence to the goals and objectives of the plan from the Co-Chairs of the Nashville TGA Planning
Council is contained in Appendix E.

F4: PLWH and Community Engagement
The Nashville TGA, as a matter of course, seeks to have a planning body that is reflective of the epidemic in the
jurisdiction. The Planning Council makes ongoing efforts through their Membership Committee to ensure that they
are meeting reflectivity requirements set by HRSA. As the Planning Council was one of the primary participants in
the creation of this plan, it is fair to say that there was reflective representation. However, to ensure that this plan
tried to include the voices of hard to reach populations the needs assessment process this year included one on
one interviews with high risk populations such as, Young Black MSM, Women, Transgender, older adults, Bisexuals
and the unstably housed. These “voices” were included as part of our annual data summit and became part of the
data that drives decision making in the TGA. Persons who participated in development of the work plan are
similarly diverse.
As above, the PLWH members of the Planning Council are selected to maintain a reflective planning body. Beyond
this membership, the “Community Connections Committee” of the Planning Council represents PLWH and engages
with the PLWH community in order to seek engagement with, input and feedback on many aspects of the
program’s work. This also includes feeding information into the needs assessment process that informs this plan. It
is also worth stating that at this time, the Executive Leadership of the Planning Council has strong PLWH
involvement and this group was the primary creator of the format of this plan. We have mentioned some methods
of engagement above and many of these are ongoing activities. Within the past year the Nashville TGA has also
supported a Young Black MSM forum and focus groups with high risk populations. The Nashville TGA has been
expending much effort on engagement with impacted communities. In order to continue with this engagement,
the Nashville TGA has been trying to both clearly identify disparities that need to be addressed and also to utilize
our continuum data to inform the community of current conditions. Using focus groups and more one on one
interviews, we plan to gain further insights into possible solutions to weaknesses in the care continuum.
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G. Monitoring and Improvement
G1: Monitoring and Improvement
Monitoring of this plan is critical in assisting the Part A Grantee and the Nashville TGA Planning Council with
identifying ways to measure progress toward the goals and objectives, selecting strategies for collecting
information and analyzing information to inform decision-making and improve HIV prevention and treatment
efforts within the TGA. Most importantly, regular monitoring will provide opportunity to update and adapt the
plan as the community and environment changes. This section sets out that process.
Process for Monitoring Implementation of the Plan Strategies & Activities
The Executive Committee of the Planning Council and Grantee staff will jointly assume responsibility for
monitoring the progress in implementing the strategies, activities and data indicators of the Comprehensive Plan.
Formal monitoring of the plan will occur three times a year. Specifically, this group will review by due date on
whether the activities under each strategy have begun, and progress to date. If an activity has not begun, the
workgroup will identify barriers to implementation and will make recommendations to the responsible party
regarding other opportunities/steps/resources that may be available to initiate the activity. And, the workgroup
will also review activities due in the next quarter to assure momentum is maintained and trouble-shoot as needed.
On an annual basis, this group will report back to the full Planning Council on the progress of the plan related to
achievement of the strategies/activities. In addition, all stakeholders who were involved in developing the initial
plan will be invited to attend this meeting to provide further input.
Process for Monitoring Achievement of Outcomes
The Research Analyst is responsible for collecting and analyzing achievement of outcomes for each goal (i.e.
benchmarks for each goal). Surveillance (eHARS) and CAREWare data will be used as the primary source of data to
monitor and measure outcomes.
On an annual basis, the Research Analyst will report back to the Executive Committee Planning on status of
outcomes. The Executive Committee will report these findings to the full Planning Council.
Also on an annual basis, the Research Analyst and Quality Improvement Coordinator will lead discussion with the
Standard of Care Committee on status of outcome achievement. If outcomes are not achieved, a QI process will be
implemented to address this situation. If the outcome is achieved, a new benchmark may be set.
Process for Updating the Plan & Plan Improvement
During the review points, the group will update/modify/add/delete strategies and activities as needed to adapt to
the current needs and environment. Annually, the Executive Committee will update the full Planning Council on
any changes made.
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H. Appendices:

APPENDIX
A. Nashville Integrated HIV Prevention & Treatment Work Plan
B. Memphis TGA HIV Prevention & Treatment Plan
C. TDH Tennessee HIV Prevention & Treatment Plan
D. SE Regional AETC Needs Assessment
E. Letter of Concurrence
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Appendix A:
GOAL I: REDUCING NEW HIV INFECTIONS
BENCHMARKS:
• By September 30, 2021 increase the percentage of Tennesseans living with HIV who know their serostatus to at least 90%. (TDH measure)
• By September 30, 2021 lower the annual number of new HIV infections in the TGA by at least 25%.
• By September 30, 2021 reduce percentage of young Gay and bisexual men who have engaged in HIV-risk behaviors by 10%. (TDH measure)
KEY:

Responsible Parties: PC – Part A Planning Council/Committee; PCC – Part A Planning Council Co-Chairs; AG – Part A Grantee; BG – Part B Grantee; PG- Prevention Grantee; TP
– Ryan White providers; PP – HIV Prevention providers; TBD-to be determined
High Risk Populations- see page x of Comprehensive Plan
* Initial assignments, will be modified as needed. Each year, timeframes will be reviewed and dates for years 4&5 will be added.
** Initial assignments, will be modified as needed.

OBJECTIVE A: Intensify HIV prevention efforts in communities where HIV is most heavily concentrated.
Maintain/Enhance Current Key Activities:
•
Conducting targeted HIV testing in high-risk groups, including in clinical settings (corrections and emergency departments) (TDH)
•
Conducting behavioral interventions for PLWH & with high risk HIV negative individuals (TDH)
•
Distribute condoms (in tandem with social media) in communities at high risk for HIV infection (TDH)
•
Conduct behavioral interventions with high-risk HIV negative individuals (3MV, MPowerment, VOICES/ VOCES, TWISTA for MSM & Transgender) (TDH)
•
Continue funding opportunities for evidence-based community-level interventions targeting young MSM in communities with largest burden of disease. (TDH)
•
Support grantees in their community-level behavioral interventions (MPowerment, Community Promise). (TDH)
•
Sustain condom distribution for high risk populations. (Local health depts.)

STRATEGY
1. By the end of 2021:
Expand activities and
social marketing and
other mass education
activities focused on
raising HIV awareness
and increasing HIV
testing (e.g., HIP, HOP
for HIV awareness,

ACTIVITIES
a. Conduct social networking activities to promote testing and HIV education. (via
prevention funding)
b. Conduct targeted outreach in clubs/ colleges/churches.

c. Conduct targeted outreach via known “hook-up” apps / sites (i.e. Grinder, parks)

TIME
FRAME *

RESPONSIBLE
PARTIES**

All years

PP

All years

PP

All years

PP

TARGET
POP
Target
young
black
MSM’s (15
– 34)

DATA
INDICATORS
# of social network
funded & activities
per yr
# of outreach
funded & activities
per yr
# of outreach
funded & activities
per yr
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Testing Makes Us
Stronger, Greater than
AIDS).

2. By the end of 2021:
Increase collaboration
between non-ASO’s and
ASO’s in order
strengthen HIV
prevention efforts.
3. By the end of 2021:
Inform key policy
makers and collaborate
with partners serving
high risk populations to
increase HIV knowledge,
increase access to HIV
TESTING and PrEP.
4 TDH Strategy(ies)

d. Identify structural interventions, such as policy & population based efforts, that
minimize barriers to, and normalize HIV testing for high risk populations and increase
access to information about HIV disease prevention and treatment and request
assistance from TDH prevention . Inform key policy makers.
a. HIV planning bodies host forums for discussion with key stakeholders regarding
trending issues, challenges and identify solutions.

CY2018

PC/AG/BG/PG

All years

PC

b. Hold regular meetings between Part A & Part B Grantees and planning bodies’
leadership to identify ways to support each other’s prevention efforts.

All years

AG/BG

c. Encourage AETC to increase prevention focused training and education and to
broaden their audience to non-ASO’s.

All years

PC

N/A

CY2018

PC/AG/BG/PG

List of partners
created.

CY2018

PC

CY2019

PC

a. Identify key TGA partners. (also TDH activity)
b. Host meeting with key partners to create new learnings and dialogue.
c. Educate key public officials on governmental policies that create barriers to full
implementation of HIV prevention activities.
a. Work with Vanderbilt AMP study to increase participation in vaccine trial.
b. Expand DIS role to include referral to PrEP for high risk populations.

List of interventions
# of forums hosted
per yr.
High risk
popul.

High risk
popul.

# of meetings held
per yr.

N/A

N/A

SEE APPENDIX C
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GOAL I: Reducing New HIV Infections
OBJECTIVE B: Expand efforts to prevent HIV infection using a combination of effective, evidence-based approaches.
Maintain/Enhance Current Key Activities:
th
•
Implementation of 4 Generation HIV Testing (TDH)
•
Conducting high quality testing via Partner Services to all named cases of known HIV positive patients (TDH)
•
Conduct behavioral interventions for PLWHA (Healthy Relationships, CRCS, CLEAR) (TDH)

STRATEGY
1. By the end of 2021:
Inform and educate
local medical providers
and medical community
of PrEP, resources and
testing sites.

ACTIVITIES
a. Request AETC develop a PrEP education package and request ASOs to develop a
package on HIV testing resources.
b. Work with ASO’s to develop plan to distribute package to medical community.
c. Distribute to medical providers.

TIME
FRAME

RESPONSIBLE
PARTIES

CY2017

PC

CY2017

AG

CY2017

PC/AG

2. By the end of 2021:
Actively pursue
opportunities to
enhance education on
local HIV research &
evaluation, new grant
activities and clinical
trial networks as
appropriate.

a. Request representative of local research, evaluation, clinical trials and grant
recipients to present overview of current work to the Planning Council.

CY2018

PC

b. Request AETC and/or Part A Grantee to host training for MCM to educate them on
new learnings so they can share with consumers, including voluntary participation in
clinical trials as appropriate.

CY2018

PC/AG/BG/PG

3. By the end of 2021:
Increase access to
information on PrEP
and HIV testing to
PLWH and high risk
populations.

a. Using multiple methods, provide PrEP & HIV testing information to identified
populations.

c. Request of the Part A and Part B Grantees to form a work group to develop an
annual training for using scientific expertise to provide best practice
recommendations for HIV prevention and treatment.

TARGET
POP

N/A
CDC
identified
popul.

PC/AG/BG/PG

CY2017

PC

# of places
distributed
# of medical
providers who
received packet
# of
presentations/yr

All popul.
CY2018

DATA
INDICATORS

# of trainings/yr

N/A

CDC
identified
popul.

N/A
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4. TDH Strategy(ies)

a. Ensure integrated HIV/STD testing is implemented in all Tennessee health departments.
b. Collaborate with TB screening programs to expand HIV testing.
c. Employ PrEP navigators in both health department and community-based settings-MSM &
Transgender.
d. Expand number of providers prescribing PrEP across Tennessee through academic detailing
and provider practice liaisons.

SEE APPENDIX C
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GOAL I: Reducing New HIV Infections
OBJECTIVE C: Educate all Middle Tennesseans with easily accessible, scientifically accurate information about HIV risks, prevention and transmission. Increase knowledge and skills
of health professionals including HIV providers.
Current Key Activities to Continue to Support:
•
Conduct training and capacity-building with HIV prevention providers (TDH)
•
Distribute HIV prevention materials from CDC health communication campaigns (TDH)
•
Support MSM Task Force to execute regionally-specific high impact prevention campaigns (TDH)

STRATEGY

ACTIVITIES

1. By the end of 2021:
Address HIV stigma and
discrimination.
2. By the end of 2021:
Explore ways to
enhance
comprehensive sexual
health education for
young persons that
addresses HIV risk
factors.
3. By the end of 2021:
Provide education to
general public, high risk
populations and key
service providers about
HIV and other effective
prevention efforts.
4. TDH Strategy(ies)

TIME
FRAME

RESPONSIBLE
PARTIES

CY2019

AG

CY2019

PCC

CY2019

TBD

CY2019

PCC

TARGET
POP

DATA INDICATORS

See Goal 3
a. Identity current practices in TGA schools.

b. Initiate a meeting with MPHD to discuss comprehensive sexual health education
in schools.

Inventory of
practices
Young
persons

N/A

c. Identify and develop next steps based on meeting.

a. Create a strategic distribution plan, including identification of specific type of
material to be shared, which helps to normalized HIV as part of broader health
discussion.

N/A
All popul.

b. Disseminate information via distribution plan.
CY2019
a. Conduct trainings for staff on how to identify STD clients at high risk of
subsequent HIV infection

Next steps
document.

TBD

N/A
SEE APPENDIX X
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GOAL II: INCREASING ACCESS TO CARE AND IMPROVING HEALTH OUTCOMES FOR PERSONS LIVING WITH HIV
BENCHMARKS:
• By September 30, 2021, increase the percentage of newly HIV diagnosed persons in the TGA linked to HIV medical care within one month of their diagnosis to at least 85%.
• By September 30, 2021, increase the percentage of persons in the TGA with diagnosed HIV infection who are retained in HIV medical care to at least 90%.
• By September 30, 2021, increase the percentage of Part A Ryan White clients who are in continuous care (2 medical visits within 12 months) in HIV medical care to at least
80%.
• By September 30, 2021, increase the percentage of Part A Ryan White clients who are virally suppressed to at least 85%.
• By September 30, 2021, increase the percentage of Part A Ryan White clients who have permanent housing to 86%.
OBJECTIVE A: Establish seamless systems to link people to care immediately after diagnosis and support retention in care to achieve viral suppression that can maximize the
benefits of early treatment and reduce transmission risk.
Current Key Activities to Continue to Support:
•
Maintain, expand as needed, Part A EIS services, including innovative models (e.g., jail EIS, local health department-ASO collaboration, EIS at local health department).
•
Maintain Part Points of Entry relationships with Part A EIS providers.
•
Maintain, expand as needed, Part A MCM services, including innovative models of care (e.g., MCM located at FQHC).
•
Maintain state correction navigators. (TDH)
•
Maintain specialty housing medical case manager to support skills needed to maintain stable housing. (Part A & TDH)
•
Continue measurement along the HIV Care Continuum to measure progress against TGA benchmarks.
•
Continue QI activities to measure client outcomes and develop QI projects to improve outcomes, including collaborative provider projects.

STRATEGY

1. By the end of 2021:
Harmonize data and
open sharing of data
to all relative
providers to enhance
health outcomes.

ACTIVITIES

TIME
FRAME

RESPONSIBLE
PARTIES

a. Request the local health department to finalize a data sharing agreement.

CY2017

PC/AG

b. Encourage the local health department to work with individual providers to
provide key outcome data, particularly Continuum of Care, for clients served. (also
TDH Activity)

CY2019

PC/AG/BG/PG

c. Get research involved in order to look at the data, create reports and use it to
improve services.

All years

PC

d. Expand data collection efforts (e.g., conduct client interviews) or reporting, in
order to better identify barriers, risks and needs of populations at high risk on not
achieving key outcomes (e.g., link, retention, viral suppression, medication
adherence).

CY2017

AG

TARGET
POP

DATA
INDICATORS
N/A
N/A

All popul.

TBD

N/A
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2. By the end of 2021:
Assure immediate
access: Increase
provider’s ability to
assure immediate
access to HIV
treatment.

3. By the end of 2021:
Improve LINKAGE TO
CARE and identify and
remove structural
barriers to HIV
primary care within
30 days.

4. By the end of 2021:
Enhance service
models for the
highest risk
populations (i.e., not
virally suppressed,
poor retention, lost to

e. Revise tool for collecting data on why people do not enter or drop out of care and
implement with Part A providers. Implement focus group to gain consumer driven
perspective.
a. Identify knowledgeable and experienced relevant providers to provide expertise,
successful models of treatment, and tools to other providers to improve care.

CY2017

AG/TP/PP

Lost to care
population

CY2019

AG

All popul.

List of relevant
providers

CY2017

AG

The
uninsured

N/A

c. Establish a time table for providers in order to provide optimal care: eligibility,
payer, and clinic hours.

CY2020

AG

All popul.

Time table created

a. Complete detailed data analysis, including QI activity, to determine most
significant characteristic and factors that impact linkage to care.

CY2017

AG

N/A

b. Gather information from outpatient and non-outpatient providers to Identify
barriers to assuring care within 30 days.

CY2017

AG

N/A

c. Create workflow for optimal access to treatment. Modify standards of care to
require access to outpatient care within 30 days for specified high risk persons.

CY2018

AG/PC

Workflow created
and SOC modified

d. Fund two positions that specifically identify new diagnosed and help them set up
access to a health navigator, medical case manager, etc.

CY2018

PC

e. Implement annual meetings between local HIV testers, DIS and EIS staff to
strengthen collaboration and identify areas for improvement.

All years

AG

# of annual
meetings

f. Implement quarterly conference calls with Part B to strengthen collaboration
between Part A & B linkage activities. (also TDH Activity)

All years

AG/BG/PG

# of conference calls

CY2019

AG

N/A

CY2017

AG

CY2017

AG

b. Look into accessing medications immediately and for the uninsured.

g. Evaluate results to measure impact/change of new strategies and modify as
needed.
a. Complete detailed data analysis, including QI activity, to determine most
significant characteristic and factors that impact viral suppression,
retention/engagement in care and medication adherence.
b. Review results and make recommendations for new service strategies to address
retention in care barriers and needs. Target available funding for best practice
initiatives Consider:
• Increasing the number of “specialized” medical case managers (also TDH

Newly Dx,
High risk
popl. , lost to
care

Not virally
suppressed,
not retained,
drop out,
poor
adherence

# of focus groups
implemented

# of positions
funded

N/A
# of
recommendations
made
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care/drop out, poor
adherence to
medications) and
target available
funding for these
services.

5. TDH Strategy(ies)

Activity);
Increasing the number of peer staff (e.g., navigators, psychosocial support,
medical case managers, EIS);
• Utilize community health worker model.
c. Create a mechanism to utilize data (data to care) to identify persons with poor
outcomes and use to inform service delivery. (also TDH Activity)
d. Increase collaboration with other housing resources and increase housing funds.
•

CY2018

AG/PC

Mechanism created

CY2018

PC

N/A

e. Review and revise standards of care as needed based on findings.

All years

AG

f. Evaluate results to measure impact/change of new strategies and modify as
needed.

All years

AG

a. All TDH funded testers receive notification every 30 days for clients not linked to care.
b. Enhance linkage to care by positioning additional EIS staff focused on regions with lowest
linkage rates focused on linkage rates < 70%.
c. Increase number of medical case managers targeting newly diagnosed individual to
promote linkage to care.
d. Collaborate with Part F AETC to train/support private providers in enhanced
comprehensive care.
e. Fund peer navigators to enhance retention.
f. Provide training on benefits management to Ryan White clients to increase capacity in
navigating changing healthcare landscape.
g. Work with SAMHSA-funded mental health and substance abuse providers to identify and
re-engage known HIV+ clients not currently receiving HIV care.

The unstably
housed

Revised SOC
Evaluation
conducted

SEE APPENDIX X
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GOAL II: Increasing Access to Care and Improving Health Outcomes for Persons Living with HIV
OBJECTIVE B: Take deliberate steps to increase capacity of systems as well as the number and diversity of available providers of clinical care and related services for PLWH .
Current Key Activities to Continue to Support:
•
Continue to promote recruiting and hiring of diverse staff to enhance cultural competence in HIV testing and care sites (Part A & TDH)
•
Continue focus and train providers on standards of care that focus on use of readiness assessment, motivational interviewing, health literacy, adherence and self-management.
•
Continue to provide, or arrange, quality training for Ryan White providers. (Part A & TDH)

STRATEGY

ACTIVITIES

1. By the end of 2021:
Ensure coordination
of all HIV and non-HIV
community resources
to assure access to
services that
encompass and meet
the array of client
needs (e.g., substance
abuse, women, etc.).

a. Collect state and local health departments list of providers and what they
provide to recipients in order to assess what is available and where.

2. By the end of 2021:
Go out into the
community to provide
information and
education on the
Ryan White program
and its services to key
stakeholders.

a. Identify stakeholders (including private physicians) and key points of contact.

3. By the end of 2021:
Have peers, both
provider-to-provider
and client-to client,
give suggestions for
enhancing the system
of care, including

a. Identify and compile both sets of peers as points of contact for each other.

b. Create comprehensive list of organizations and what they provide (resource
audit) in order to identify gaps in service.
c. Modify Standards of Care to require providers to develop standards regarding
formal referral and/or partnerships with entities serving and/or representing high
risk populations.

b. Develop a cross-training educational plan to between HIV and non-HIV service
providers.

TIME
FRAME

RESPONSIBLE
PARTIES

CY2017

AG

TARGET
POP

All popul.
CY2017

AG

CY2019

PC

CY2017

PC/AG

DATA
INDICATORS
Assessment of
gathered
information
List created

High risk
popul.

Modified SOC
List of stakeholders
and points of
contact

All popul
CY2019

PC/AG

Plan created

CY2018

AG/PC

# of peer
relationships
established

b. Compile a set of activities where they can provide feedback on the system. For
example, create focus groups, research studios, survey assessments.

CY2018

AG/PC

c. Compile a report on the findings, including recommendations.

CY2019

AG/PC

Al popul.

TBD
N/A
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broadening the
provider network.

d. Review recommendations and implement as feasible (e.g., contracting, RFP,
directives).
e. Increase new doors of entry for HIV outpatient and other services either through
collaborations or additions of new providers, including non-ASO entities. (also
TDH Activity)
f. Assure annual provision of effective cultural competency training for all providers
that focuses on barriers and techniques to improve care along each step of the HIV
Care Continuum.

5. TDH Strategy(ies)

a. Conduct comprehensive lectures, presentations, and intersessions on the National
HIV/AIDS Strategy, impact of HIV/AIDS on disparate populations, governmental public
health’s role in addressing HIV/AIDS, ways to achieve an AIDS-free generation, and careers in
public health to medical school students and public health students.
b. Train HIV providers to evaluate and treat HCV.
c. Train HIV providers and MCMs to identify mental health and substance abuse comorbidities jeopardizing access to HCV treatment and/or sustained care.

CY2019

AG/PC

# of
recommendations
implemented

All years

AG

# of new doors of
entry

All years

AG

N/A

SEE APPENDIX X
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GOAL II: Increasing Access to Care and Improving Health Outcomes for Persons Living with HIV
OBJECTIVE C: Support comprehensive, coordinated patient-centered care for PLHW, including addressing HIV-related co-occurring conditions and challenges in meeting basic needs,
such as housing.
Current Key Activities to Continue to Support:
•
Continue to fund ARTAS programs, including ARTAS training, across the state. (TDH)
•
Provide TA and capacity-building for linkage to care providers through collaboration between Part A, B and F (AETC).
•
Augment HDAP Formulary and Medical Services Fee Schedule to cover HCV diagnostics and treatment. (TDH)

STRATEGY

ACTIVITIES

TIME
FRAME

RESPONSIBLE
PARTIES

1. By the end of 2021:
Increase access to HIV
primary care by
creating new
alternate delivery
modes (e.g., providing
primary care in a
community
organization).

a. Engage the community in identifying what the needed non-conventional method
is.

CY2018

AG/PC

CY2019

AG

c. (For new methods) Create messaging campaign in order to educate PLWH on
new types of delivery methods.

CY2019

PC

Campaign created

a. Coordinate and augment currently delivered case management to include
primary care and other services sites.

CY2017

AG

N/A

2. By the end of 2021:
Expand non-office
based & alternative
sites for medical case
management.

b. Partner to provide HIV services in discrete ways to clients who already receive
non-office based/alternative case management. Create a plan to provide more
comprehensive non-office based case managements.

CY2018

AG

3. By the end of 2021:
Utilize PLWH to
provide
recommendations for
an optimized system

a. Conduct focus groups with PLHW to solicit input on ideas for ways to improve
the system of care.
b. Draft a report with recommendations.

b. Meet with HIV providers to share community recommendations for optimizing
delivery methods. Identify barriers, opportunities and identify methods that could
be implemented.

c. Recruit other workers not in HIV who are providing non-office based/alternative
case management to deliver HIV care services.

c. Convene with informants to finalize recommendations for the planning council.

TARGET
POP

DATA
INDICATORS
N/A

All popul.,
including lost
to care

All popul.,
including lost
to care

N/A

Plan created

All Years

AG

# of consumers
receiving case
management from
alternative sites

CY2018

AG

# of focus groups

CY2018

AG

CY2019

AG

All popul.

Report created
N/A
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of care.

5. TDH Strategy(ies)

d. Review recommendations and implement as feasible (e.g., contracting, RFP,
directives).
a. Expand patient navigation (including peer navigators) programs to enhance linkage and
retention efforts.
b. Augment HDAP Formulary and Medical Services Fee Schedule to cover mental health and
substance abuse treatment.

CY2019

# of
recommendations
implemented

PC

SEE APPENDIX X
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GOAL III: REDUCING HIV-RELATED DISPARITIES AND HEALTH INEQUITIES
BENCHMARKS:
• By September 30, 2021 increase the proportion of HIV-diagnosed gay and bisexual men with undetectable viral loads by 20% .
• By September 30, 2021 increase the proportion of HIV-diagnosed non-Hispanic Blacks with undetectable viral loads by 20% .
• By September 30, 2021 increase the proportion of HIV-diagnosed Latinos with undetectable viral loads by 20% .
OBJECTIVE A: Reduce HIV related disparities in communities at high risk of HIV infection.
Current Key Activities to Continue to Support:
•
Continue measurement along the HIV Care Continuum to measure progress against TGA benchmarks for targeted populations, including detailed breakdowns within each population.

STRATEGY

1. By the end of 2021:
Strengthen promotion
of normalization of
HIV testing

ACTIVITIES
a. Meet with TDH to learn about HIV testing activities in the TGA, including areas of
strength and opportunities for improvement (e.g., testing sites supported by TDH,
opt-out testing policies, successful campaigns in other TN communities).
b. Identify activities that can be supported by Ryan White Part A.
c. Implement activities identified in activity b.

2. By the end of 2021:
Increase culturally
competent/specific
outreach within/to
high risk
communities.

3. By the end of 2021:
Enhance the
understanding of how

a. Engage high risk/hard to reach populations (specifically MSM, Young people of
color, transgender individuals, and women) in focus groups to identify specific
barriers to care impacted by culturally based stigmas .
b. Develop/identify outreach initiatives guided by not only information gathered
from the focus groups, but also participants from the focus groups, to specifically
target transgender, young people of color, and MSMs.
c. As funds are available, fund best practice outreach initiatives identified above to
specifically target communities, complete w/tracking tools for data collection.
a. In coordination with TDH, assess current terrain of HIV care in prisons and jail
facilities. Prioritize areas of need unearthed during assessment of correctional
facilities, and propose strategies for improvement.

TIME
FRAME

RESPONSIBLE
PARTIES

TARGET
POP

CY2017

AG

CY2018

PC/AG/PG

CY2019

PC/AG/PG

CY2018

AG/PG

Transgend
er/YPOC/
MSM

# of focus groups

CY2018

PC

Transgend
er/YPOC/
MSM

# of outreach
initiatives created

CY2018

PC

CY2018

AG/PC

All popul,
especially
those who
do not
know their
status

Transgend
er/YPOC/
MSM
Incarcerate
d
population

DATA
INDICATORS
N/A

N/A
N/A

N/A

N/A
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the correctional
system manages HIV
testing/care/and
discharge planning.

b. Develop recommendation s to strengthen the utilization and capacity of medical
case managers or other HIV staff to support HIV positive incarcerated persons
through the discharge process .
c. As funds are available, fund best practice services for persons newly released
from correctional settings, complete w/tracking tools for data collection.
a. Analyze and use data to document disparities in the HIV Care Continuum.

4. By the end of 2021:
Initiate Meaningful
Action Plan to
Address Disparities.

b. Convene identified community members to further inform etiology (origins) of
disparities. “The right people at the table.” Present the data in a way that
enhances understanding and encourages informed mobilization (i.e., develop a
meaningful action for change).
c. Provide data to individual providers and use for QI activities.
d. As funds are available, fund best practice services for populations specifically
identified having poor outcomes in the HIV Care Continuum.

CY2019

AG/PC

Incarcerate
d
population

# of
recommendations

All Years

TP

Incarcerate
d
population

% of incarcerated
persons linked to
care

All Years

AG

CY2018

AG/PC

All Years

AG/TP

All Years

AG

Report created
Transgend
er/YPOC/
MSM,
Nonpermanent
ly housed,
young
persons

Meeting convened

Provider reports
N/A
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GOAL III: Reducing HIV-Related Disparities and Health Inequities
OBJECTIVE B: Adopt structural approaches to reduce HIV infections and improve health outcomes in high-risk communities.
Current Key Activities to Continue to Support:
•
NA

STRATEGY
1. By the end of 2021:
Reduce infection
within MSM
community.

2. By the end of 2021:
Increase engagement
and educate faithbased communities on
HIV prevention and
treatment.

3. By the end of 2021:
Increase HIV literacy
among non-HIV
primary care providers.

ACTIVITIES

TIME
FRAME

RESPONSIBLE
PARTIES

TARGET POP

DATA
INDICATORS

a. Increase promotion and use of PrEP. See Goal 1, Objective B.
b. Develop partnerships with local schools and community agencies to promote sexual health education to youth while concurrently reducing stigma. See
Goal 1, Objective C.
c. Meet with TDH to learn about HIV prevention activities in the TGA, including
areas of strength and opportunities for improvement and identify ways that Part
CY2017
PC
All popul.
A can support their efforts.
a. Identify faith based organizations in the TGA who are receptive to promoting
HIV education, awareness, and prevention.
CY2019
PC/AG
Focus on m
minority
b. Provide evidence based approaches to “training the trainer” and educational
popul.
CY2020
AG
materials,
c. Provide ongoing support, coaching, and capacity building to trainers and
educators.
a. Identify non-HIV primary care and dental providers/sites that serve high risk
populations. Promote the use of culturally and linguistically appropriate services
to help providers strengthen their ability to engage clients in open dialogue
around issues such as HIV.
b. Encourage AETC to engage these providers in ongoing trainings related to HIV
prevention and treatment.
c. Include these providers in relevant Ryan White Part A Planning Council and
Grantee activities as a way to increase knowledge (e.g., provider trainings, PC
committees, invite to meetings).

CY2020

AG

CY2018

PC/AG

CY2018

PCC

Ongoing

PC/AG

High risk
popul.
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GOAL III: Reducing HIV-Related Disparities and Health Inequities
OBJECTIVE C: Reduce stigma and eliminate discrimination associated with HIV status.
Current Key Activities to Continue to Support:
•
Support of MSM and Transgender Task Forces local media campaigns to reduce stigma of HIV testing & PrEP. (TDH activity)

STRATEGY

1. By the end of 2021:
Engage business
leaders, civil
organizations, and
private and public
figures in HIV
prevention and stigma
reduction.

2. By the end of 2021:
Engage gatekeepers
and utilize cultural
hotspots to promote
HIV education,
prevention, and
treatment.
3. By the end of 2021:
Utilize social media
and marketing
campaigns to
dismantle stigma.
5. TDH Strategy(ies)

ACTIVITIES
a. Identify opportunities for HIV community to talk with business leaders, civic
organizations, and private and public figures.
• Civic organizations- try to get one HIV related agenda item on their
docket per year, Private figures, Public figures, Business owners-educate
business executives and promote open dialogue between employees and
employers
b. Identify ways to frame HIV information that is tailored to each audience.
Disseminate relevant information to receptive audiences.
c. Identify ways to frame HIV information for business leaders that includes
information about human resource practices that support a PLWH’s ability to
manage their HIV disease. Disseminate relevant information to receptive
audiences.
a. Identify gatekeepers of high risk communities and hard to reach communities .
Encourage and assist gatekeepers in identifying and utilizing cultural hotspots (e.g.
barbershops; nail salons, etc.) to promote HIV education, prevention and
treatment.
b. Educate gatekeepers on HIV 101, referrals to care, and client support.

TIME
FRAME

RESPONSIBLE
PARTIES

TARGET POP

DATA
INDICATORS

CY2019

AG/PC

CY2019

AG/PC

CY2019

AG/PC

N/A

CY2018

AG/PC

# of gatekeepers
identified

N/A

All popul.

High risk
popul.

N/A

CY2018

AG/PC

CY2018

TP

N/A

a. Investigate marketing techniques that have proven to be successful in
identifying sources of stigma.

CY2019

AG/PC

N/A

b. Stratify and prioritize sources of stigma to be addressed.

CY2019

AG/PC

c. Develop campaigns to address prioritized stigma.

CY2019

AG/PC

c. Provide ongoing support to gatekeepers to keep them engaged in the process.

a. Implement cultural-competency assessment programs to ensure culturally-competency
services within metro-STD clinics.

All popul.

N/A

N/A
N/A

SEE APPENDIX X
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GOAL IV: ACHIEVING A MORE COORDINATED STATE AND LOCAL RESPONSE TO THE HIV EPIDEMIC
OBJECTIVE A: Increase the coordination of HIV programs across state and local governments.
Current Key Activities to Continue to Support:
•
Part B membership on the Part A Planning Council.
•
Medicaid (TennCare) membership on the Part A Planning Council.

STRATEGY

1. By the end of 2021:
Strengthen/Enhance
collaboration between
local HIV planning
bodies
(CHAPP and Nashville
Regional HIV Planning
Council).

2. By the end of 2021:
Strengthen/Enhance
collaboration between
major HIV funding
sources (Part A, Part B,
TDOH prevention,
TennCare, ACA).
3. By the end of 2021:
Strengthen/Enhance
collaboration and
reciprocal relationship
between key service

ACTIVITIES

TIME
FRAME

RESPONSIBLE
PARTIES

a. Conduct meeting of TDOH and MPHD planning staff to identify
potential points of collaboration and areas where collaboration is not
reasonable.

CY2017

AG/BG/PG

N/A

b. Conduct routine meetings/communication between TDOH and
MPHD planning body staff

All Years

AG/BG/PG

# of meetings

c. Conduct routine meetings/communication between Part A and B
planning body leadership.

All Years

AG/BG/PG

d. Implement at least one annual joint activity and at least one joint
training.

All Years

AG/BG/PG

N/A

CY2017

AG

N/A

CY2018

AG/BG/PG

N/A

CY2018

AG/BG/PG

CY2018

AG/BG/PG

# of meetings

CY2019

AG/BG/PG

# of partners
identified

e. Request HRSA/CDC technical assistance to help move toward one
HIV prevention and treatment plan.
a. Hold meeting of TDOH and MPHD program directors to identify
potential points of collaboration, including separate plan for TennCare
and ACA, and areas where collaboration is not reasonable.
b. Develop a written plan for collaboration, including specific activities
and timeframes.
c. Schedule routine meetings/communication between TDOH and
MPHD program directors and others as appropriate.

TARGET POP

All popul.

All popul.

a. Identify current and potential partners.
All popul.
b. Conduct interviews/focus groups to clarify needs of partners and
ways to engage.

CY2019

AG/BG/PG

DATA
INDICATORS

# of meetings

Written plan
created

# of focus groups
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stakeholders and
community leaders
(e.g., ASOs, CBOs,
relevant local and state
government agencies,
faith based, housing,
employment).

c. Develop a written plan for collaboration, including specific activities
and timeframes.
d. Create and document a variety of opportunities for engagement of
partners through social media, educational events, one-no-one
interactions, etc.
e. Implement x of opportunities per year (based on plan in number 3).
f. Sponsor regular community round table for community
stakeholders and leaders to build relationships and awareness of
community need and available services.
g. Continue to enhance focus on recruiting diverse and strategic
community stakeholders for the Part A Planning Council, Committees
and/or work groups.

CY2019

AG/BG/PG

Written plan
created

CY2019

AG/BG/PG

N/A

CY2020

AG/BG/PG

TBD

CY2020

AG/BG/PG

# of round tables
sponsored

All Years

PC

N/A

GOAL IV: Achieving a More Coordinated State and Local Response to the HIV Epidemic
OBJECTIVE B: Develop improved mechanisms to monitor and report on progress toward achieving local goals.
Current Key Activities to Continue to Support:
•
Coordination between Part A & B Quality Management activities.

STRATEGY
1. By the end of 2021:
Identify key indicators
of successful
collaboration.
2. By the end of 2021:
Develop/identify
evaluation tool and
implement.

ACTIVITIES

TIME
FRAME

RESPONSIBLE
PARTIES

TARGET POP

DATA
INDICATORS

CY2017

AG

N/A

N/A

CY2017

AG/BG/PG

N/A

TBD

a. Develop tool (may use existing model and modify for local use).

CY2018

AG

N/A

Tool developed

b. Using local tool, assess current baseline for coordination of state
and local response to HIV Epidemic. (Year 1 Funders, Year 2 Planning
Bodies, Years 3 Service Providers, etc.).

CY2018

AG/BG/PG

N/A

N/A

c. Implement as indicated to assess status.

CY2019

AG/BG/PG

N/A

N/A

a. Research literature on best practices for effective collaboration.
b. Define indicators for local community and inform partners.
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3. By the end of 2021:
Utilize evaluation
results to inform
partners on status
(success, weakness and
action needed to
strengthen
collaborations) and use
data to implement
changes for the better.
4. By the end of 2021:
Ideally, develop a TN
fully integrated HIV
prevention and
treatment
comprehensive plan.

a. Identity successes and celebrate

CY2019

AG/BG/PG

N/A

N/A

CY2020

AG/BG/PG

N/A

N/A

CY2018

AGs/BG/PC

CY2018

AG

CY2018

AGs/BG/PC

b. Identify areas that need improvement and develop a plan to
address.

a. Meet with TDH and the Memphis TGA to discuss opportunities and
challenges for developing a statewide integrated plan.
b. Request technical assistance from HRSA/HAB/CDC to assist with
identifying opportunities, challenges and mechanisms for developing
a statewide integrated plan. Develop a plan to address this strategy.
c. Implement the plan.

N/A

N/A

N/A
TA request
N/A

Plan

NOTE: As the work plan element has been developed by community input, you may notice areas where strategies and activities may be repeated under different goals
and objectives. We have kept these overlapping activities in the plan to honor the intent of the community.
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Appendix B: Memphis TGA HIV Prevention &
Treatment Plan

72

Appendix C: TDH Tennessee HIV Prevention &
Treatment Plan
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Appendix D: Southeast Regional AETC Needs
Assessment
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Appendix E: Letter of Concurrence
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