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1. [bookmark: _Toc496862674]Section I: Statewide Coordinated Statement of Need/Needs Assessment
Sections 1.1-1.5 contain a summary of the statewide Michigan Coordinated HIV/AIDS Needs Assessment.  The full needs assessment including descriptive text, tables, figures, and maps is included as an attachment (see Appendix D).  
[bookmark: _Toc496862675]Epidemiologic Overview
[bookmark: _Toc496862676]Description of Michigan
Michigan is comprised of 83 counties with a population of 9.9 million, representing approximately 3% of the U.S. population. The five most populous counties in Michigan are Wayne, Oakland, Macomb, Kent, and Genesee. (Source: U.S. Census Bureau, Annual Estimates of the Resident Population, 2014).  Approximately 77% of Michigan’s population is White, non-Hispanic, 14% are Black, non-Hispanic, 2% are Asian/Pacific Islander, and 4% are of Hispanic ethnicity.  American Indian/Alaska Natives account for less than one percent of Michigan’s population.  (Source: U.S. Census, Annual Estimates of the Resident Population, 2013).  Approximately 49% of Michigan’s residents are male and 51% are female. The age distribution for males and females in Michigan is similar, except among older residents.  A greater proportion of females are 65 years and older compared to males. 
One-third of the population in Michigan is less than 25 years of age. (Source: U.S. Census, American Community Survey, 2013).

[bookmark: _Toc496862677]Description of socio-demographic characteristics
The majority of Michigan’s population has received a high school diploma or GED equivalent with 26% of Michigan adults having received a Bachelor’s degree or higher.  (Source: U.S. Census, American Community Survey, 2013).  Nearly 20% of Michigan’s residents live in poverty. The counties of Lake, Isabella, and Wayne had the highest proportion of population living in poverty.  (Source: U.S. Census Bureau, Small Area Income and Poverty Estimates, 2013).  The estimated proportion of people uninsured in Michigan is 13%. The counties of Mackinac, Alcona, and Oscoda had the highest proportion of uninsured residents.  (Source: U.S. Census Bureau, Small Area Health Insurance Estimates, 2013).

[bookmark: _Toc496862678]Description of HIV burden
In 2014, there were an estimated 16,190 persons living with HIV/AIDS (PLWHA) in Michigan.
Wayne County had the greatest number of HIV cases and the highest rate of persons living with HIV in Michigan.  The City of Detroit accounted for 78% of HIV cases in Wayne County, which was a rate of 800 cases per 100,000 population.  (Source: Michigan Department of Health and Human Services, HIV/STD/VH/TB Epidemiology Section, "Annual HIV Surveillance Report, Michigan, July 2015").  

Black/African American residents were disproportionately impacted by HIV infection in Michigan.  Black males accounted for the greatest number of HIV cases in Michigan, with a rate of 1,055 cases per 100,000 population.  Black females accounted for the second highest number of HIV cases in Michigan, with a rate of 353 cases per 100,000 population.  (Source: Michigan Department of Health and Human Services, HIV/STD/VH/TB Epidemiology Section, "Annual HIV Surveillance Report, Michigan, July 2015").

There were an estimated 800 new diagnoses of HIV in Michigan in 2013. Of those newly diagnosed, 83% were male, 39% were 20 to 29 years, 65% were Black, and 54% were men who had sex with men (MSM).  Overall, rates of new diagnoses in Michigan have remained stable since 2009. Rates of new HIV diagnoses have increased among Black males and White females. Decreased rates were seen among Black females, White males, and women of other racial groups. The proportion of persons with concurrent diagnoses, or those diagnosed with Stage 3 (AIDS) within 30 days of HIV diagnosis, increased from 19% in 2009 to 26% in 2013.  Whites and persons in other racial groups had the highest proportion of concurrent diagnoses.  (Source: Michigan Department of Health and Human Services, Annual Review of HIV Trends in Michigan (2009-2013); Published April 2015).

[bookmark: _Toc496862679]Risk for HIV
Indicators of Risk for HIV
Self-reported risk factors of persons testing at Counseling, Testing, and Referral (CTR) sites in Michigan included having sex without a condom with a male or female partner, having sex while intoxicated and/or high on drugs, use of injection drugs, having sex with someone who injected drugs, being a man that has sex with other men, being a female who has sex with men who have sex with men, and having sex with someone who was HIV positive.  (Source: Michigan Department of Health and Human Services, Counseling, Referral, and Testing (CTR) Data, 2014).

Among Michigan high school students surveyed in the Michigan Youth Behavior Survey, 38% reported having had sexual intercourse.  Of Michigan students who reported having sexual intercourse in the previous three months, reported risk factors included not using a condom at last sexual intercourse, and drinking alcohol or using drugs before last sexual intercourse.  (Source: Michigan Department of Education, 2013 Youth Risk Behavior Survey). 

Injection drug use is a risk factor for HIV transmission and substance abuse has also been shown to be a risk factor for HIV transmission. Based on the National Survey on Drug Use and Health (NSDUH), 11% of Michigan adolescents (12 to 17 years) and 24% of young adults (18 to 25 years) have used illicit drugs in the past month.  Binge alcohol use, which is drinking five or more drinks at the same time or within a couple hours of each other, was most commonly reported among young adults (42%) and those 26 years and older (24%), 17% of young adults have a dependence on illicit drugs or alcohol, and 6% and 13% of young adults have needed treatment for illicit drug use and alcohol use respectively, but did not receive it.  (Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2012 and 2013).

Sexually transmitted infection (STI) data are indirect indicators of HIV risk as they may serve as surrogate markers for unsafe sexual practices in a specific population.  The rate of chlamydia infection in Michigan is 456 per 100,000 population.  The rate of gonorrhea infection in Michigan is 107 per 100,000 population. The rate of syphilis for all stages is 11 per 100,000 and for primary and secondary syphilis it is 5 per 100,000.  (Source, Michigan Sexually Transmitted Infections Database, Michigan Department of Health and Human Services).

A complete description of indicators for risk of HIV is included in the Michigan Coordinated Needs Assessment (Attached, see Appendix D).

HIV Testing
In 2014, 64,688 tests occurred at Michigan Department of Health and Human Services (MDHHS) designated testing sites. The majority of tests performed were among men, African Americans, individuals aged 20 to 29 years, and those living in the Detroit Metropolitan Area.  Of those tested, 99% were negative and less than 1 percent were positive. (Source: Michigan Department of Health and Human Services, Counseling, Referral, and Testing (CTR) Data,   2014).  Category A funded agencies accounted for 71% of all tests and had a percent positivity of 0.8%.  Category B funded agencies accounted for 15% of all tests and had a percent positivity of 0.5%.  (Source: Michigan Department of Health and Human Services, Annual Review of HIV Trends in Michigan (2009-2013); Published April 2015).

HIV Transmission Category
HIV transmission categories summarize the multiple risk factors that a person may have had by selecting the one most likely to have resulted in HIV transmission. For surveillance purposes, persons with more than one reported risk factor for HIV infection are classified in the transmission category listed first in a hierarchy of transmission categories, and are therefore counted once.  Among males, the most common mode of HIV transmission was through male to male sex (67%). This was similar for each race/ethnicity group.  A greater percentage of Black and Hispanic men (7% and 7%) contracted HIV infection through injection drug use compared to White men (3%).  Among females, the most common mode of HIV transmission was through heterosexual contact (68%).  A greater percentage of Black women and women of other/unknown race (16% and 17%) contracted HIV infection through undetermined modes compared to White women and Hispanic women (10% and 6%).  (Source: Michigan Department of Health and Human Services, Annual HIV Surveillance Report, Michigan; Published July 2014)

Early Intervention Services in Michigan
HIV Early Intervention Services (EIS) is a program established to support the incorporation of HIV prevention into the medical care of persons living with HIV.  The program consists of biomedical, behavioral, and structural interventions that can help reduce the risk of HIV transmission from persons with HIV by reducing their infectiousness and their risk of exposing others to HIV. Providers for EIS are located in Berrien, Genesee, Grand Traverse, Isabella, Kalamazoo, Kent, Saginaw, St. Clair, Washtenaw, and Wayne counties.  

[bookmark: _Toc496862680]HIV Care Continuum
The HIV Care Continuum has five stages and is used to show the proportion of individuals living with HIV who are engaged in each stage. The five stages include:  those aware and unaware of their HIV infection, HIV diagnosis, linkage to care, retention in care, and viral suppression. The HIV Care Continuum for Michigan is presented in Figure 1.
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Figure 1: HIV Care Continuum, Michigan, 2013

[bookmark: _Toc496862681]Stages of the HIV Care Continuum
HIV-Diagnosed
In 2013, approximately 14% of the estimated 18,438 people living with HIV infection in Michigan were undiagnosed.   Of the estimated 800 newly diagnosed cases of HIV infection in 2013, approximately 26% were diagnosed at Stage 3 (AIDS).  A greater percentage of men (27%) were diagnosed at a later stage than women (22%).  Whites (30%) and persons of other racial groups (29%) were more likely than Blacks (24%) to be diagnosed at a later stage. (Source: Michigan Department of Health and Human Services, Annual Review of HIV Trends in Michigan (2009-2013); Published April 2015).

HIV Medical Care: Linkage and Retention
In 2013, approximately 29% of the estimated 15,857 people diagnosed with HIV infection in Michigan were not linked to any HIV medical care.  A total of 16% of the estimated 10,566 persons who were linked to care were not being retained in HIV medical care.  Of persons living with HIV in Michigan as of September 30, 2014 who were diagnosed with HIV by October 1, 2013, approximately 35% had an unmet need (they did not have a medical visit which included a CD4 count, viral load, or HIV related prescription for medication) during the year.  Injection drug users (IDU), men who have sex with men and also inject drugs (MSM/IDU), Hispanic men and women, persons 65 years and older, and persons 35 to 39 years of age were the population groups in Michigan with the highest levels of unmet need. (Source: Michigan Department of Health and Human Services, 2014 Epidemiological Profile of HIV in Michigan). 

Antiretroviral Use and Viral Suppression
Of the estimated 18,438 people living with HIV (diagnosed and undiagnosed) in Michigan in 2013, only 30% to 40% achieved viral suppression.  This is due to persons with HIV having not been diagnosed, not linked to HIV medical care, and not taking HIV medications. Of individuals in HIV medical care, over 80% achieve viral suppression.  Of those with diagnosed HIV infection, approximately 51% of individuals in Michigan achieve viral suppression.  (Source: Michigan Department of Health and Human Services, Implementing The National HIV/AIDS Strategy (NHAS) in Michigan, January 2015).  Compared to the overall percentage in Michigan, a greater proportion of men who have sex with men (MSM) achieve viral suppression (53%).  Less than half of African Americans (48%) and only 41% of Latinos achieved viral suppression in 2013.  (Source: Michigan Department of Health and Human Services, 2014 Epidemiological Profile of HIV in Michigan). 

In 2012, only 36% of persons 13 to 19 years and 37% of persons 20 to 29 years were virally suppressed.  Only 33% of HIV positive persons residing in the Benton Harbor Metropolitan Statistical Area (MSA) had achieved viral suppression. Additionally, the Saginaw, Bay, Midland MSA (40%) and the Flint MSA (41%) had low proportions of HIV positive residents with viral suppression.  The Lansing MSA, which consists of Clinton, Eaton, and Ingham counties, had the greatest proportion of residents with viral suppression (58%).  Notable viral suppression was also seen in the Kalamazoo-Battle Creek MSA (56%), the Grand Rapids, Muskegon, Holland MSA (56%), and the Ann Arbor MSA (56%).  (Source: Michigan Department of Health and Human Services, Metropolitan Statistical Area (MSA) HIV Care Continuum, January 2015).

[bookmark: _Toc496862682]Disparity in engagement
In 2014, unmet need was analyzed by local health department jurisdiction in Michigan. Berrien County had the highest proportion of unmet need (46%), followed by Genesee County (40%), Bay, Saginaw, Midland counties (40%), and Monroe County (38%). (Source: Michigan Department of Health and Human Services, 2014 Epidemiological Profile of HIV in Michigan).

[bookmark: _Toc496862683]How HIV Care Continuum is being (or will be) utilized
The MDHHS Surveillance team produces care continuum documents for the entire state or by demographics, areas of unmet need, RW status, RW Part, and/or MSA as requested throughout the year for planning purposes. As Michigan has implemented standardized laboratory reporting since 2006, the HIV Care Continuum reports are produced with sound methodology. These documents are regularly updated and made available to the general public on the state website. Michigan is currently using a Center for Disease Control (CDC) estimate to determine what percentage of the population is aware of their status. MDHHS Epidemiology is working with surveillance and the CDC to determinate more sophisticated algorithms to allocate testing resources to communities with low testing rates. In addition, part of the MDHHS HIV Prevention funding consists of monitoring local health departments testing and positivity rates through Evaluation Web to better target programs that will improve the first two bars of the HIV Care Continuum. Furthermore, with evaluation web and partnerships with surveillance, MDHHS has an increased ability to improve bars 1 and 2 of the HIV Care Continuum (infected and diagnosed individuals). 

Michigan Department of Health and Human Services - Division of HIV and STD Programs - HIV Care and Prevention Section has utilized this information to plan and prioritize services that address raising each bar along the continuum as well as to determine the impact of RW services in improving health outcomes.  The need to implement Data to Care as well as increasing Early Intervention Services (EIS) funding was a direct result of brainstorming ways to strategically improve the decline between the diagnosis and linkage stages.  In addition, Michigan Regional Group (MIRG) and MDHHS Quality Sub-recipient Subcommittee activities QM activities are guided by the decline between the retention and viral suppression stages.  In addition, a continuum of care evaluation and trending expert provides epidemiological data to guide continuum of care discussions in MIRG and MDHHS Quality Sub-recipient Subcommittee. Moving forward, MDHHS-DHSP-HCPS will review this data with sub-recipients in conjunction with regular program and quality management (QM) monitoring activities to determine areas for them to prioritize and target. 

Beginning in late 2014, MDHHS-Division of Health, Wellness and Disease Control-HCS and its partners discussed the implementation of CDC’s Data to Care strategies in Michigan because it would be cost-effective and ethical to use existing surveillance data of individuals not in care to strategize program efforts to meet Early Identification of Individuals with HIV/AIDS (EIIHA) goals.  Michigan’s CDC and Ryan White programs collectively spend millions of dollars to fund testing and EIS; however, without a strategic mechanism to identify, locate, and engage individuals, funded sub-recipients use their best guess to find them locally.  Operationalizing Data to Care in Michigan leverages funded CDC and Ryan White activities because local providers already have the expertise to conduct testing and linkage activities, and focusing their efforts with actual data drastically improves their impact. The Data to Care Workgroup, which consists of representatives from MDHHS HIV Prevention and Care, MDHHS STD Section, MDHHS HIV Surveillance, RW Part A program, and other stakeholders, as needed, has worked toward the following goals: 1) To develop a Data to Care flowchart and protocol that outlined the steps from mining Not In Care individuals from eHARS to outreach and engagement into HIV medical care; 2) To present Michigan’s proposed Data to Care strategy to stakeholders statewide to solicit feedback which could be incorporated into the protocol; and 3) To coordinate with the RW Part A program to implement an initial pilot project in Detroit, the area in Michigan with the highest numbers of people not in care; and 4) To develop a robust community engagement plan. Because having designated staff members to conduct Data to Care activities were limited, non-federal state funding was used to begin hiring new staff whose primary roles would be to focus on Data to Care. This included 1) An Informatician who works within the MDHHS HIV Surveillance team to develop Not In Care lists; 2) A Data to Care Coordinator within the RW Part A program who works with the MDHHS EIS Coordinator to develop the Data to Care protocol; and 3) A Linkage to Care Specialist within the RW Part A program whose primary function in the pilot project will be to contact individuals from the Not in Care list and connect them to existing RW resources in the Detroit eligible metropolitan area (EMA). 
Outcomes thus far include: increasing the number of trained EIS sub-recipients providing consistent services and bridging the gap between prevention and care services; developing internal capacity to provide effective EIS services in areas of high unmet need; consistently recording data that will inform future identification and HIV linkage activities; and developing strategies to identify individuals out of care using existing surveillance data so that the efforts of existing RW sub-recipients to locate and engage these individuals are maximized.  These outcomes will have helped set in place a foundation for Michigan to be able to fully operationalize and evaluate the Data to Care strategy within the next year. 

[bookmark: _Toc496862685]Assessing Needs, Gaps, and Barriers
[bookmark: _Toc496862686]Needs assessment process
The MDHHS contracted with an outside organization, Michigan Public Health Institute (MPHI), to lead the development of a statewide coordinated needs assessment.  The needs assessment included significant input from the two major health departments, Michigan Department of Health and Human Services (MDHHS) and the Detroit Department of Health and Wellness Promotion (DHWP), and two major HIV/AIDS planning bodies, the Michigan HIV/AIDS Council (MHAC) and the Southeastern Michigan HIV/AIDS planning Council (SEMHAC).

[bookmark: _bookmark3]Mobilizing for action through planning and partnerships
The Michigan coordinated needs assessment followed an evidence-based process called the Mobilizing for Action through Planning and Partnerships (MAPP) model (Figure 2). The model was developed by the Centers for Disease Control and Prevention (CDC) and the National Association of County and City Health Officials (NACCHO), as a comprehensive, data- informed approach to assessment that embodies the principle of collaboration with a community-driven approach.

Representatives from MPHI led the needs assessment process and served as the “Core Support Team”. Other key stakeholder groups involved in the needs assessment process included the steering committee, subcommittees, and the HIV community.  Table 1 gives a description of the roles and responsibilities of all individuals involved in the needs assessment process.
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Figure 2: MAPP Model
 

Table 1:  Roles and responsibilities of needs assessment committee members.
	Michigan Public Health Institute/ Core Support Team
	Steering Committee
	Subcommittees
	HIV Community

	· Organize and plan the process
· Identify resources
· Conduct readiness assessment
· Oversee data collection
· Compile and present results
	· Guide and oversee the MAPP process
· Provide input on participant recruitment
· Approve plan for Assessment process (as determined by Core Support Team)
· Identify additional
resources
· Make community aware of needs assessment activities
	· Consists of community and steering committee members
· Participates in one or more assessments
· Serves in an advisory role
· Provides feedback on assessments and interpretation of results
	· Provide both formal and informal input through assessments



The MPHI MAPP approach utilized the following steps:

1. Organize for Success/Partnership Development. State-wide planning requires strong organization and a high level of commitment from stakeholders in the HIV community (e.g., providers, local public health, community-based organizations, faith-based organizations, persons living with HIV, persons at-risk for HIV, etc.). The first phase of MAPP involved two critical and interrelated activities: organizing the planning process and developing the planning partnership. The purpose of this phase was to structure a planning process that ensured commitment, engaged participants as active partners, used participants' time well, and resulted in a plan that can be realistically implemented.  The steering committee, which was instrumental in guiding and overseeing the MAPP process was recruited and selected during this phase. Members of the steering committee represented state and local government, community based organizations, providers, educators, consumers, and HIV planning bodies.  A list of participating organizations is included in the appendix.

2. Visioning. Developing a shared vision and common values provides a framework for pursuing long-range state-wide goals. Visioning took place during 4 in person meetings with the steering committee at the beginning of the process and was used as a mechanism to convene the community, build enthusiasm for the process, and set the stage for planning and providing a common framework throughout the process. 

3. The Four MAPP Assessments. The MAPP process utilizes four assessments to compile existing data and collect and analyze new data. Detail on the four MAPP assessments is included below.
a. Health Status Assessment: The Health Status Assessment compiled existing (secondary) data to provide an understanding of the demographic characteristics/populations affected by HIV/AIDS, and the incidence, prevalence, and trends in HIV infection in Michigan.  Gaps in existing data were used to prioritize primary data collection in the other three assessments.
b. Health System Assessment: As part of the Health System Assessment primary data was collected to examine characteristics and gaps in the health care and service delivery system. 
c. Themes and Strengths Assessment: As part of the Themes and Strengths Assessment, primary data was collected from persons living with HIV/AIDS and at risk for HIV/AIDS to provide an understanding of issues and concerns related to quality of life, testing, care, and service needs. 
d. Forces of Change: The Forces of Change Assessment involved a brainstorming session aimed at identifying social, political, and economic forces that influence the health and quality of life of individuals living with or at risk for HIV/AIDS.  

Each of the assessments had an associated subcommittee made up of members from the larger steering committee.  Each of the subcommittee members served in an advisory role and provided feedback on the direction of assessment data collection and interpretation of assessment data.  Figure 3 below depicts the flow of information from the Core Support Team throughout the steering committee and subcommittees.  The Steering Committee and Subcommittees met in person 16 times from November 2014 to August 2015. Between meetings, information was shared primarily via email.

[image: ]
Figure 3: Information flow during the needs assessment process
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Survey of persons living with HIV/AIDS in Michigan
A total of 191 surveys were administered with participants representing 21 Michigan counties.  56% of participants were from the Detroit Metropolitan Area; 40% were from Out-State Michigan.  This survey is not representative of the state of Michigan and does not include clients from the west side of the state. Data from this survey should be used in addition to other secondary data sources.

Just under half of participants were between the ages of 18-35, the majority were male and half were Black/African American.  Half identified as MSM, while 31% were heterosexual and 11% were bisexual.  Salary/wages were the primary forms of financial support for participants, followed by Supplemental Security Income (SSI) or Social Security Disability Insurance (SSDI).  Most were on Medicaid, Medicare, or the Healthy Michigan Plan.  A third of participants had an unstable housing situation in the past 12 months.  A total of 40% had been arrested and put in a jail, detention center, or prison for longer than 24 hours in their lifetime.

A total of 64% of participants were between the ages of 18 and 35 when they were diagnosed with HIV; most tested positive in either a doctor’s office or at a health department, and most were tested because they either felt sick or they were concerned after having unprotected sexual contact.  Those diagnosed within the past year tended to be male, were between the ages of 26 and 45, were Black/African American, and identified as either MSM or heterosexual.  Most were linked to HIV medical care within 3 months of diagnosis.  Those not linked to medical care within 3 months tended to be older than 46 years of age and were more likely to have been out of care during the past 2 years, and had used a case manager since being diagnosed with HIV.  Just over half of them were linked to a case manager within 3 months of their diagnosis.  

A total of 25% of participants were out of care for either 6 months or longer in the past 2 years; most were out of care because they didn’t want to think about being HIV positive or they felt fine and didn’t think they needed to be in care.  Those who were out of care were more likely to have been linked to medical care more than 3 months after their diagnosis and were more likely to have had experienced an unstable housing situation in the past 12 months.

Survey of persons at-risk for HIV/AIDS in Michigan
A total of 51 surveys were administered with persons at-risk for HIV representing 5 counties in Michigan. 80% of participants were from the Detroit Metropolitan Area; 18% were from Out-State Michigan.  This survey is not representative of the state of Michigan and does not include respondents from the west side of the state. Data from this survey should be used in addition to other secondary data sources.

Half of participants were between the ages of 18 and 25 years, the majority of respondents were male, and just over half were Black/African American.  Of the respondents, 38% identified as MSM, 26% identified as heterosexual, and 18% were bisexual.  

Salary/wages were the primary forms of financial support for participants.  Just over half of participants had private insurance, 43% were on Medicaid, Medicare, or the Healthy Michigan Plan.  Just over a third of participants had experienced an unstable housing situation in the past 12 months.

Nearly all had received an HIV test, most within the past year. Most were tested at a community HIV/STI testing site.  The majority were tested because they were concerned after having unprotected sexual contact or they were receiving a routine HIV test.  While 70% reported having been to a doctor in the past year for a non-emergency visit, only 38% were offered an HIV test.  

About 80% of participants reported having had unprotected sexual contact with a non-monogamous partner; the most common risky behaviors engaged in by participants were oral sex (mouth- penis) and insertive anal sex without a condom.  Most had received HIV/STI prevention education and over half received this education from a community based organization.  Participants were most interested in learning about stress reduction, skill building on how to reduce the spread of HIV/STIs, and how to maintain a monogamous relationship.

Over half of participants had either heard of an HIV prevention pill or had specifically heard about Pre-Exposure Prophylaxis (PrEP); most felt comfortable discussing PrEP with their doctor and most would consider taking PrEP if they and their doctor felt it was right for them. Among those who would not consider taking PrEP, the top reasons included not thinking PrEP was right for them, worrying about the side effects, and feeling that PrEP is too expensive.

Community engagement surveys
The Community Engagement and Sexual Health Survey was completed with 397 individuals at-risk for HIV infection at ten different sites in Detroit, Ann Arbor, Jackson, Flint, Kalamazoo and Grand Rapids.  The survey revealed that 48% of respondents identified as female, 40% identified as male, 11% as transgender, and less than 1% as gender non-conforming.  Most respondents (51%)  identified as White, with 36% identifying as Black/African American, 4% as Multi-racial, 4% as Latino/Spanish Origins, 3% Asian/Pacific Islander, 2% Other and less than 1% as Native American.  Most respondents identified as gay (32%) or straight (31%), with 15% identifying as bisexual, 9% identifying as lesbian, 8% identifying as pansexual, and 5% identifying as queer.  The mean age of respondents was 30 years with a range of 12 to 74 years.  

More than half of respondents (67%) indicated that HIV/STIs were not a concern, with most (60%) indicating it wasn’t a concern due to not being sexually active at this time.  A total of 33% of respondents indicated that HIV/STIs were a concern for them, with most (67%) being concerned because they were currently sexually active.  Most respondents indicated they have discussed HIV/STIs, some with both family (45%) and friends (42%).  Half  (50%) indicated they have discussed HIV/STIs with their health care provider. 68% indicated that their health care provider has not suggested them getting tested for HIV.  

Most respondents (64%) have been tested for HIV, with 55% indicating their reason for being tested was wanting to know their status.  Most respondents that have not been tested (36%) indicated their reason for not being tested was not feeling as though they are at risk for HIV (59%).  About 36% of respondents indicated not having a partner and 35% indicated that their partners have been tested for HIV.

Most respondents indicated they have received safer sex information from their parent/guardian (61%) and their school (64%).  Most respondents (56%) indicated they would be okay with receiving HIV information in church.  Most respondents (63%) had not heard of PrEP. Of those that had heard of PrEP, 30% indicated that they only knew a little about it. Most respondents (82%) did not know where they could get PrEP.  Most respondents (68%) indicated they did not believe there were barriers to receiving HIV prevention and treatment services in their community. Of the 30% that did indicate there were barriers, 28% indicated that the most common barrier experienced was not knowing where to go for services.

[bookmark: _Toc496862688]Service gaps identified by persons at higher risk of HIV and People Living with HIV/AIDS
Several preliminary recommendations can be made based on the results of this needs assessment.  Recommendations are grouped in categories with the understanding that several recommendations can fit in more than one category.  
  
Testing sites and Primary Care Providers 
Providers not offering HIV tests were one of the main reasons that at-risk persons did not get tested. It is recommended that providers offer an HIV test to anyone at risk for HIV.  Case managers should be on site and available at the time of a positive test so that the newly diagnosed can immediately be linked to someone who can provide them with guidance. Although most are linked to care within 3 months, those who aren’t quickly linked to care tended to be out of care later.  Testing sites should take responsibility for the early linkage of newly diagnosed individuals to care to minimize the risk of future periods of being out of care.  Offer or refer PrEP to individuals who may be good candidates.  Early testing will decrease late stage diagnosis, increase quality of life, and reduce transmission rates.

Jails/Prisons
It is recommended that jails and prisons offer HIV testing as part of routine care upon entry into the system.  All jails and prisons should work directly with a HIV case management program.

Prevention (for negatives and positives) by Providers
Targeting prevention efforts to the populations most affected by new diagnoses, namely the young (20-29 years of age), and Black men who have sex with men, and offer educational materials and other skill building sessions on how to prevent HIV, including risk reduction behaviors and prevention medication (e.g., PrEP) is recommended.  The majority of persons surveyed living with HIV would like to participate in a group or individual prevention program.  Continue to offer group and individual programming and ensure that qualified facilitators/teachers are available to meet the client demand/interest.  Additional programs for persons living with HIV should include components that address stress reduction, feeling better about their HIV status, and disclosure of their HIV status to family members and friends.

Service providers
It is recommended that service providers ensure that persons living with HIV have access to mental health counseling, stress reduction counseling, and social support groups that provide contact with people that they can relate to.  Mental health assistance via individual and group sessions should especially be provided to the newly diagnosed to better help them deal with their HIV status.  

Basic needs like housing and food were not always met among many persons living with HIV. It is recommended to work with homeless shelters, organizations that provide housing assistance, and food pantries to ensure that these basic needs of persons living with HIV are met.

Care providers
It is recommended that care providers maintain constant communication with testing locations to ensure that persons who are newly diagnosed are quickly linked to care.  Workload increases due to Medicaid expansion were a problem for many providers, therefore health care systems should reevaluate the efficiency of their operations to ensure that they will be able to meet the needs of their increased client load.  Health care systems in areas of high unmet need should reevaluate their systems for outreach to ensure that everyone who needs care can receive it.  For example they should reach out to individuals who miss appointments to ensure that they don’t fall out of care, and provide transportation and transportation assistance to ensure that persons living with HIV are able to make it to their appointments.

Unstable housing was a reason for being out of care.  Care providers should screen for housing stability among clients to anticipate future needs that may affect retention in care.  Providers should also have frank conversations with patients/clients about the importance of remaining in care even if the person feels healthy.  Additionally, there should be dedicated staff members to assist patients with insurance coverage.  

Dental care was the medical service most mentioned by persons living with HIV.  Screening patients for dental needs and referring to local dental providers is recommended.

Training 
Providers need training on cultural sensitivity and must understand the hectic and stressful lives that persons living with HIV lead so that they can provide care and services that are more appropriate for their lifestyles.  Changing rules and policies with the implementation of Medicaid expansion led to additional provider confusion and therefore more provider training is needed on the nuances of the new plans and how to appropriately bill for services.  

Training to ensure that dental providers feel comfortable offering dental services to persons living with HIV is recommended.  HIV training should be offered to general medical providers to increase their comfort with providing care and services to persons living with HIV; specifically the different subgroups that are more common in this population (e.g., MSM, PWID, transgender individuals, etc.).

Many surveyed providers have practiced in the field for more than 11 years and may reach retirement age soon.  Working with medical and nursing schools to increase the number of providers that choose HIV as a specialty to address capacity issues, ensuring providers are aware of programs and tools to address opioid overdose, and ensure that providers are comfortable treating co-infection with Hepatitis are also recommended.

Funding organizations
It is recommended that funding organizations provide additional financial assistance to health care and service providers to ensure that they have enough staff to meet the increased demand for their services.  They should also ensure that HIV tests for any person who may be at risk are covered/reimbursable, and ensure that prevention medication such as PrEP is covered by insurance/reimbursable.

Although the Detroit Metropolitan Area makes up 43% of the state population, they make up 65% of the HIV population in the state.  Funding organizations should also ensure the equitable distribution of resources to ensure that this high burden area has the care and prevention services it needs.

Several geographic locations have high unmet need (defined by viral suppression).  Target funding for care and case management to those areas—specifically Berrien and Genesee counties with the highest prevalence of unmet need.  Funding should also be targeted to better integrate prevention and care activities.  Viral suppression is lowest among young people living with HIV and minorities.  Funding should be provided for research to determine if low viral suppression rates are due to medical noncompliance or a different effect of anti-retroviral therapy (ART) medication on these populations.

Case managers were listed as an important resource for persons living with HIV.  It is recommended to ensure there is enough funding for each person living with HIV who needs a case manager to have one.

[bookmark: _Toc496862689]Barriers to Prevention
Organizational Barriers
Professionals were asked to choose from a list of organizational barriers which they thought were the most significant barriers to providing medical, dental, or support services to persons living with HIV.  The most commonly reported barriers include insurance coverage concerns, lack of staff time to provide services, lack of or limited reimbursement for services not offered in the organization, prior authorization concerns, lack of available providers proficient in the provision of HIV care, formulary restrictions, and lack of transportation.
Professionals were asked to choose from a list of organizational barriers which they thought were the most significant barriers to linking patients/clients to HIV medical care.  The most commonly reported barriers were patient/client resistance, difficulty getting clients into specialty care, limited staff time, limited amount of dedicated funding, and lack of transportation.
A complete description of organization barriers is included in the Michigan Coordinated Needs Assessment (Attached, see Appendix D). 

Organizational barriers in the Detroit Metropolitan Area
Professionals were asked to choose from a list of organizational barriers which they thought were the most significant barriers to providing medical, dental, or support services to PLWHA.  The most commonly reported barriers were insurance coverage concerns, lack of staff time to provide services, limited reimbursement for services, and lack of available providers proficient in the provision of HIV care.  
Professionals were asked to choose from a list of organizational barriers which they thought were the most significant barriers to linking patients/clients to HIV medical care.  The most commonly reported barriers were patient/client resistance, limited amount of dedicated funding, limited staff knowledge/skills/experience, difficult to get clients into specialty care, limited staff time, and lack of transportation.
A complete description of organization barriers within the Detroit Metropolitan Area is included in the Michigan Coordinated Needs Assessment (Attached, see Appendix D).

Barriers within jails
Each county experiences unique barriers to care that need to be recognized for future programming.  These barriers include relationships with the local health departments, stigma or confidentiality issues among the correctional staff and the detainees, lack of trust and communication make it difficult to coordinate services, gaps in care due to the referral process, lags in ordering new medications, and that care is reactive rather than proactive and that care is not a priority unless there are active symptoms.
A complete description of barriers within jails is included in the Michigan Coordinated Needs Assessment (Attached, see Appendix D).

[bookmark: _Toc496862690]Data: Access, Sources, and Systems
The Needs Assessment involved both primary data collection and secondary data collection.  In February 2014, the HIV Planning Steering Committee identified key findings and information gaps. Committee members then used these findings and information gaps to develop survey goals for primary data collection among PLWHA, persons at-risk for HIV infection, and professionals who provide care and support services to PLWHA. Secondary data were drawn from information in a range of publicly available data sources including the following: 1) surveillance data, 2) national and state-level surveys, 3) results from community engagement and sexual health surveys, 4) findings from an evaluation of the provision of HIV care and services in jails, 5) client-level data from the Ryan White Part A HIV/AIDS Program and Counseling, and 6) testing and referral data from the MDHHS HIV Event System. These data and reports provide insight into the experiences and needs of PLWHA in Michigan and the Detroit Metropolitan Area.  

A detailed description of each of these data sources is included in the Michigan Coordinated Needs Assessment (Attached, see Appendix D). 

[bookmark: _Toc496862691]Barriers to the conduct of the needs assessment
The needs assessment had a broad focus, and was commissioned with limited resources and limited time. Despite these challenges, the team succeeded in gathering a wealth of information on the needs and service gaps in the Michigan HIV/AIDS community. Three key limitations/considerations are listed below.

1. Primary data from the needs assessment report do not represent a generalizable population of persons living in Michigan or the Detroit Metropolitan Area and should not be interpreted as such.
2. The proportion of primary data collection respondents who represented the key target populations was lower than anticipated. Examples of key target areas are recently out of care and transgender persons living with HIV/AIDs. The interview staff worked closely with health departments and support groups to target recruitment to these hard to reach populations.  Due to Institutional Review Board (IRB) limitations on recruitment locations, we were not able to access these individuals in the community-based settings where they would likely be found.
3. Much of the needs assessment data is qualitative which provides rich reasons for respondent behavior. Due to the short time line, these qualitative responses were not able to be recorded and transcribed.  Instead interviewers relied on detailed field notes to document responses. Due to the lack of transcription availability, additional contextual information was not always available at the analysis stage.

There were no specific data policies that facilitated or acted as a barrier to the completion of the needs assessment.  However, a policy that facilitates the ongoing implementation of needs assessments would be beneficial as a large part of the burden of completing this needs assessment was due to the fact that it is only updated every 3-5 years.

[bookmark: _Toc496862692]Data that would have been useful but was unavailable
Additional data from persons living with HIV who were out of care would have allowed better representation of that population.  
[bookmark: _Toc496862694]Section II: Integrated HIV Prevention and Care Plan 
[bookmark: _Toc496862695]Integrated HIV Prevention and Care Plan
To respond to the needs identified in Section I and align with the National HIV/AIDS Strategy, the Michigan Integrated HIV Prevention and Care Plan outlines specific objectives, strategies, activities, and resources for Michigan based on each of the 3 main National HIV/AIDS Strategy goals.  Specific, measurable, achievable, realistic, and timely (SMART) objectives for each of these goals are listed in subsections 2.1.1, 2.1.2, and 2.1.3.  Expanded SMART objectives including strategies, activities and interventions, targeted populations, responsible parties, key stakeholders, data indicators, and anticipated barriers/challenges, are included in Table 2.
[bookmark: _Toc496862696]SMART objectives for 2017-2021 Goal 1: Reduce new HIV/STD infections
The SMART objectives for 2017-2021 Goal 1: Reduce new HIV/STD infections are to increase uptake of PrEP services by 30% (From 930 individuals prescribed PrEP on Medicaid to 1209), and reduce the number of new infections by 10%, through increased access to prevention services in 75% of funded sites, by 2021.
[bookmark: _Toc496862697]SMART objectives for 2017-2021 Goal 2: Increase access to care and improve health outcomes for PLWH
The SMART objectives for 2017-2021 Goal 2: Increase access to care and improve health outcomes for PLWH  are to increase the percentage of newly diagnosed persons linked to HIV medical care within one month of diagnosis from 64% to 85%, assure 95% of HIV + individuals diagnosed with a new STD are treated according to CDC guidelines within 30 days of specimen collection, increase the percentage of persons with diagnosed HIV infection who are retained in HIV medical care from 75% to 90%, increase the percentage of persons with diagnosed HIV infection who are virally suppressed from 59% to 80%, and assure that at least 90% of Primary and Secondary Syphilis contacts who are newly diagnosed with HIV will be linked to HIV care within 30 days of diagnosis, by 2021.  
[bookmark: _Toc496862698]SMART objectives for 2017-2021 Goal 3: Reduce HIV/STD related disparities and health inequities
The SMART objectives for 2017-2021 Goal 3: Reduce HIV/STD related disparities and health inequities are to reduce disparities in the rate of new diagnoses by at least 15% among gay/bisexual men, young gay/bisexual Black men, and Black women, increase the percentage of youth and persons who inject drugs (PWID) with diagnosed HIV infection who are virally suppressed to at least 80%, decrease the proportion of persons with concurrent diagnosis from 21%-17% to serve as an indicator for reduced levels of stigma, increase the rate of rectal gonorrhea (GC) screening among HIV + MSM in high volume HIV care settings by 10%, increase the rate of syphilis screening among HIV + MSM in HIV clinical care settings to 75%, increase the proportion of MDHHS-funded GC tests allocated to African Americans by 5%, and increase to 65% the proportion of females age 15-24 covered by Medicaid in Michigan that are screened for chlamydia (CT) per Healthcare Effectiveness Data and Information Set (HEDIS) guidelines, by 2021. 

To achieve the aforementioned objectives, strategies and activities will be implemented in varying degrees across the continuum of care.   
Build Workforce Capacity: 
MDHHS training staff routinely provides trainings for funded sub-recipients, provider education and individualized trainings. The Counseling, Testing and Referral Module series highlights the importance of the linkage to both Care and Prevention services for all clients. MDHHS remains committed to providing the foundation to develop competent and compassionate testers through its Module series. Specialized trainings are developed in response to changing needs of the community and emerging HIV trends. 
	Continuum of Care: Through various educational activities, both clinical and non-clinical service providers are provided with the necessary tools and resources to engage in effective, quality and culturally competent STD/HIV Prevention and Care services. Moreover as MDHHS expands its internal training personnel and curriculum, the capacity of the workforce to test, treat and care for people living with HIV/AIDS increases and enhances linkage and retention into medical care.  
Mass Messaging/Media: 
MDHHS has an array of experience communicating public health messages around HIV and STDs and supporting local health departments (LHD) and community based organizations (CBO) in their marketing and communication initiatives. Over the years, the Division and partnering media consulting firms, like Brogan and Partners, have cultivated staff expertise to deliver culturally competent and effective public health messaging to communities across Michigan. This has positioned the Division to offer technical assistance to LHDs and CBOs, and to inform marketing campaigns developed locally and at the state level. 
	Continuum of Care: Prevention messaging is quite established in Michigan, highlighting new testing sites (STD Clinic in Detroit) and various Prevention methods –PrEP/PEP. When addressing linkage, retention and viral suppression, messaging will be targeted to consumers to enhance their capacity to be informed and advocate for their own care. When addressing providers, messaging is focused on clinical and non-clinical updates to service delivery, new guidance for HIV/STD testing and treatment, and building capacity of providers to deliver culturally competent services. 
Collaboration/Community Engagement: 
	Community engagement and collaboration are intertwined within program planning, implementation, monitoring and evaluation. MDHHS’ community partners, such as the state wide planning group MHAC, are currently engaged in these processes and form a strong foundation for enhanced or future engagement with traditional and non-traditional partners.
Drawing upon the expertise of internal departmental programs, community based organizations and community members has proven to be an effective strategy in implementing prevention and care activities and support services. Some examples of these successes in community engagement include: development of the Needs Assessment, development of PrEP media campaigns/messaging, and planning for Data to Care implementation.  
	Continuum of Care:  Community engagement and collaboration will influence all steps in the continuum of care. Increasing points of entry for HIV/STD prevention and care services will provide patients with the ability to access services in non-traditional venues (Federally Qualified Health Center, Primary Care Providers, pharmacies, and urgent care clinics), and reduce patient loads on infectious disease doctors that are near patient capacity. Ultimately, this can contribute to the increase of individuals who know their status, and also improve linkage, retention, and viral suppression.  
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Table 2: Expanded SMART objectives for 2017-2021
Goal 1: Reduce new HIV/STD Infections
	Objective 1: By 2021, increase uptake of PrEP services by 30% (From 930 individuals prescribed PrEP on Medicaid to 1209)
	
	
	
	
	
	
	




	Strategies
	Activities and/or Interventions
	Targeted Populations
	Responsible Parties
	Data Indicators (Local)
	Data indicators (NHAS)

	1. Community
Engagement
	1. Establish additional community points of
entry through utilizing Networking strategies (POL, SNS) and establishing informal and formal relationships with traditional and non- traditional partners
	· Community organizations
· Pharmacists
· Clinical providers
· Social service providers
	· MDHHS Prevention Unit
· STD Program staff
· MDHHS HCPS PrEP Coordinator
· MDHHS HCPS Community Engagement Coordinator
· Community Experts

	· # of MOU's with
community
organizations
· # of MOA's with
community
organizations
· # of members in
community
advisory board
	· # testing events
· # positive
testing events
· % of people
linked to Care
within 90 days
· # of individuals
who have
engaged in HIV-
risk behavior

	2. Build
organizational and workforce capacity
	1. Educate and support clinical and non-clinical providers on CDC guidelines for PrEP/PEP related activities 
	· Clinical and non-
clinical providers
	· MDHHS HCPS HIV Prevention Trainers
· MDHHS HCPS PrEP Coordinator
· MATEC
· Community Experts
· Clinical/non-clinical providers
	· # of clinical/non-
clinical providers
· # of clinics/sites
· # of persons prescribed PrEP
	

	
	2. Maintain the health
care provider consultation portal in partnership with Henry Ford Hospital that provides clinicians access to peer consultation
	· Clinical and non-
clinical providers
	· Henry Ford Health System
· MDHHS Division of HIV and STD Programs
· Community Experts

	· # of visits to website
· # of provider contacts stratified by occupation and setting
· # of unique visitors to website
· # of consultation requests per topic
	

	
	3. Create and update
PrEP provider directories

	· MSM
· High risk individuals
	· MDHHS HCPS PrEP Coordinator
· MDHHS HCPS Social Media Coordinator
· Community Experts

	· # of prescribing sites
· # of Providers
· # of Visits to the Directory Map
	

	
	4.Develop a toolkit to explore funding options (Medicaid, health plans, copay assistance) for PrEP/PEP
	· MSM
· High risk individuals
	· Health Plans
·  MDHHS HCPS PrEP Coordinator
· MDHHS HCPS Social Media Coordinator
· Community Experts
	· # of participating entities
· # of resources utilized
· # established toolkit
	

	3. Mass
Messaging
	1. Develop and implement accurate messaging for community providers to disseminate to the public to educate the community about PrEP and PEP
	· MSM
· High risk individuals
· General public
· Insurance Carriers
	· MDHHS Communications
· MDHHS HCPS PrEP Coordinator
· MDHHS HCPS Social Media Coordinator
· Community Experts

	· # of campaigns
· # of messages delivered
· # of people reached
· # of shareables
· # of messaging modalities utilized
	

	
	2. Develop media campaign(s) focused on education, awareness, and access of PrEP for Individuals at risk for HIV and other community members
	· MSM
· High risk individuals
· General public
	
	· MDHHS HCPS PrEP Coordinator
· MDHHS HCPS Social Media Coordinator
· MDHHS Communications
· Community Experts
	· # of campaigns
· # of messages delivered
· # of people reached
· # of shareables
· # of messaging modalities utilized
	



	Objective 2: By 2021, reduce the number of new infections by 10%, through increased access to prevention services in 75% of funded sites.

	Strategies
	Activities and/or Interventions
	Targeted Populations
	Responsible Parties
	Data Indicators (Local)
	Data indicators (NHAS)

	1. Support
Syringe Service Programs (SSPs) utilizing culturally competent evidence based interventions 
 
	1. Educate pharmacists on their role in needle sales as it relates to drug abuse and harm reduction in efforts to reduce stigma
	· Pharmacists
	· MDHHS HCPS HIV Prevention Trainers
· MDHHS HCPS HIV Specialist
· Community Experts
· MHAC

	· # of pharmacists
educated about HIV testing and prevention activities
# of pharmacists selling needles
	· # testing events
· # positive testing events
· % of people linked to Care within 90 days
· # of individuals who have engaged in HIV- risk behavior,
· # Testing events
· Positivity rate in syringe access programs
· # of newly identified positive events
· # of syringe access programs
· # of technical assistance requests
· # of materials implemented
· # of people utilizing SSP programs
· # of needles exchanged

	
	2.Target education messages on harm reduction to Medical and non-medical service provision communities, and address nontraditional access points/resources in efforts to reduce stigma
	· General public
· PWID
· Clinical and non- clinical providers
· DIS
· Sex workers
· HRH
	· MDHHS HCPS Social Media Coordinator
· MDHHS HCPS HIV Specialist
· MDHHS Communications
· Community Experts

	· # of messages
delivered
· # of people reached
· # of shareable
· # of messaging modalities utilized
	· 

	
	3.Provide technical assistance for implementing syringe access and changing paraphernalia laws (i.e. toolkit and mentorship, educate law enforcement, law makers) 



	· Clinical and non-
clinical providers
· Pharmacists
· Substance abuse agencies

	· MDHHS HCPS HIV Specialist
· Community Experts
· Law enforcement 
	
	

	
	4.Explore alternative funding options for SSP

	· Clinical and non-
clinical providers
· Pharmacists
· Substance abuse agencies
· DIS
	· MDHHS HCPS HIV specialist
· Community Experts 
· Law Enforcement
	· # of funding stream identified
· # law enforcement educated
	

	2. Establish
consistent, comprehensive, accurate HIV/STD
information/ education that promote testing and prevention
	1. Create universal messaging about STD and HIV Prevention that can be tailored by target population
	· MSM
· Transgender populations
· PWID
· General Public
· Clinical/Non- clinical Providers
· LGBTQ youth

	· MDHHS HCPS Social Media Coordinator
· MDHHS HCPS RRA consultant 
· MPCA 
· MSMS
· Community Experts
	· # of materials
created
· # of people reached
# of placements	
	· # testing events
· # positive testing events
· % of people linked to Care within 90 days
· # of individuals who have engaged in HIV- risk behavior
· % of interviewed STD and HIV cases who refused interview
●% of individuals who received partner services




	


	
	2. Provide positive sexual messaging/curricula resources 
	· Clinical providers
· General public
· Pediatricians 
· LGBTQ youth
· School-based health centers
· Family Medicine
	· MDHHS HCPS HIV Care and
Prevention Trainers
· MDHHS HCPS RRA Consultant 
· MPCA
· MSMS
· Community Experts
	· # of materials
· # of messages delivered
· # of people reached
· # of shareables
· # of messaging modalities utilized
· # of providers utilizing curricula
	

	
	3. Promote use of targeted social media and collaboration with “know your status”, “get tested”, “Status Sexy”, and “Mr. Friendly” campaigns, Treatment as prevention
	· MSM
· Transgender populations
· LGBTQ youth
· Foster care 
· Black MSM
· Hard to access populations in the Upper Peninsula 
	· MDHHS HCPS Social Media Coordinator
· MOASH
· Partner Service staff 
· Local Health Departments
· Community-Based Organizations
· Community Experts
	· # of campaigns
· # of messages delivered
· # of people reached
· # of shareables
· # of messaging modalities utilized
· # of people engaged
	

	
	4.  Maintain the health care provider consultation portal in partnership with Henry Ford Hospital that provides clinicians access to peer consultation and explore additional partnerships with other health care systems
	· Clinical/non-clinical providers
	· Henry Ford Health System
· MDHHS Division of HIV and STD Programs
· Ruth Ellis
· Community Experts 
	· # of visits to
website
· # of provider contacts stratified by occupation and setting
· # of unique visitors
· # of consultation requests per topic
	

	
	5. Maintain updated resources on HIV and STD prevention strategies on MDHHS website and distribute frequently to stakeholders as needed
	· General Public
· Clinical/non-clinical providers
	· MDHHS HIV Prevention Unit
· Social media companies and news outlets
· Community Experts
	· Frequency of
timely updating
· # of materials on the site
	

	
	6. Expand the use of social media and media and communication toolkits  by health departments/CBOs providing partner services by providing technical assistance
	· CBOs
· LHD PS staff 
· Community- Based Organizations
· Local Health Departments
· Clinical/non-clinical providers 
	· MDHHS HIV Prevention Unit
· MDHHS STD Program staff
·  Community-Based Organizations
· Local Health Departments
· Clinical/non-clinical providers
· Community Experts
	· # of index patients
· # of contacts
· # of types of contact modality
· # of PS interviewed completed in 30 days
· # of partners tested
· # of toolkits created
· # of toolkits utilized
· # of technical assistance requests
	

	
	7. Develop cultural competency curriculum for local and state DIS
	· Local and State DIS
	· MDHHS Division of HIV and STD Programs
· HIV Care and Prevention Trainers

	· # of messages delivered
· # of people reached
· % of P&S Syphilis cases with an index greater than 1
	

	2.Enhance
collaboration and integration of services and strategies to improve HIV/STD
testing  access
	1.Educate and support non- traditional testing sites such as sex clubs, mobile testing units, recreational facilities, ER’s, FQHCs, urgent care on HIV testing and linkage to care programs
	· Non-traditional sites: FQHC, Urgent Care Clinics, ER, Primary Care providers etc.
· Clinical/non-clinical providers
	· MDHHS HIV Prevention Unit
· MDHHS STD Program staff
· MPCA
· Hospital systems
· Community Experts
	· # of testing sites
· # testing events
· # of newly identified individuals
	· 


	
	2. Support the adoption of Expedited Partner Therapy (EPT) across all stakeholders
	· Partner Service staff
· STD Program staff
· DIS
	· MDHHS HIV Prevention Unit
· MDHHS STD Program staff 
· Community Experts
	· # of testing sites
· # testing events
· # of newly identified individuals
	· 

	
	3. Integrate medical case management and partner testing
	· Community-Based Organizations
· Clinical/ non clinical providers

	· MDHHS HCPS staff
· MDHHS STD Program staff
· DIS
· Ryan White grantees and sub grantees
· Community Experts
	· # of index
patients
· # of contacts
· # of PS interviews completed in 30 days
· # of partners tested
	· 

	
	4. Educate and empower individuals and communities of the impact of HIV/STD co-infections on personal and community health and wellness
	· Community
	· MDHHS Division of HIV and STD Programs 
· Community-Based Organizations
· Local Health Departments
· Clinical/non-clinical providers
· Community Experts
	· # of materials,
· messages
	· 

	
	5. Collaborate with STD, and HIV Care, Prevention, and Surveillance staff to identify methods to enhance operability between Prevention, Care, Surveillance, and STD Data systems
	· LHD
· Community-Based Organizations
· Sub grantees
	· MDHHS Division of HIV and STD Programs
· Community Experts
	· # of methods
implemented
· % complete and timely data entry
· % of errors in data quality reports
	· 




	Objective 1: By 2021, increase the percentage of newly diagnosed persons linked to HIV medical care within one month of diagnosis from 64% to 85%

	Strategies
	Activities and/or Interventions
	Targeted Populations
	Responsible Parties
	Data Indicators (Local)
	Data indicators (NHAS)

	1. Develop
alternative and/or additional points of entry to increase access to HIV/STD care services
	1. Establish mobile community clinics

	
	· HRH
· MSM
· PWID
· Adolescents
· Transgender individuals (sex assigned at birth and current gender identity)
· 
	· MDHHS Division of HIV and STD Programs
· Ryan White grantees and sub grantees
· State and Local STD Programs
· MPCA
· MSMS
· Community health centers
· FQHC
· Community Experts
· 
	· # of mobile
· clinics
	· Proxies for
clinical care visits (CD4, viral load, genotype lab tests)
· # of days between HIV diagnosis and linkage to care
· Proportion of persons newly diagnosed with HIV who received one of these lab tests within one month of diagnosis
· % of STD cases treated within 30 days

	
	2. Allow for walk-in appointments, after hours, and expanded clinic hours, and telemedicine strategies
	· 
	· 
	· # of expanded
hour clinics
· # of individuals reached during non-traditional office hours stratified by type of setting
	· 

	
	3. Offer clinic-based transportation

	· 
	· 
	· # of clinics
offering transportation
· # of individuals utilizing service
	

	
	4. Use new technologies (i.e. Uber, Lift) to overcome transportation barriers
	· HRH
· MSM
· PWID
· Adolescents
· Transgender individuals (sex assigned at birth and current gender identity)
	· MDHHS Division of HIV and STD Programs
· Ryan White grantees and sub grantees
· State and Local STD Programs
· MPCA
· MSMS
· Community health centers
· FQHC
· Community Experts

	· # of clinics
offering transportation
· # of individuals utilizing service stratified by technology
	



Goal 2: Increase access to care and improve health outcomes for PLHW







	Strategies
	Activities and/or Interventions
	Targeted Populations
	Responsible Parties

	Data Indicators (Local)
	Data indicators (NHAS)

	2. Build
workforce capacity to address shortage of culturally competent infectious disease clinicians in areas of need in Michigan
	1. Work with medical/nursing 
schools to incorporate the study of HIV and STD care in primary care educational curriculum
	· Medical/Nursing
students
· Providers across state
	· MDHHS Division of HIV and STD Programs
· MPCA
· MSMS 
· MDHHS
· MATEC
· Community Experts
• Medical/ Nursing Schools


	· # of infection
disease clinicians
· # of medical schools with ID programs
· % of newly diagnosed clients
	· Proxies for
clinical care visits (CD4, viral load, genotype lab tests)
· # of days between HIV diagnosis and linkage to care
· Proportion of persons newly diagnosed with HIV who received one of these lab tests within one month of diagnosis
· % of STD cases treated within 30 days

	
	2. Maintain the health care provider consultation portal in partnership with Henry Ford Hospital that provides clinicians access to peer consultation and explore additional partnerships with other healthcare systems
	· Clinical and non-
· clinical providers
	· Henry Ford Health System
· MDHHS Division of HIV and STD Programs
· Community Experts
	· # of visits to website
· # of provider contacts stratified by occupation and setting
· # of Unique visitors # of consultation requests per topic
	· 

	
	3. Establish a precept program at STD clinics and medical schools to build their capacity to diagnose and treat communicable disease
	· Medical/Nursing
· students
	· HRSA
· FQHC
· Med School/Universities 
· Nursing programs
· Community Experts
	· # medical school program
· # trained students
	· 





	
Strategies
	Activities and/or
Interventions
	Targeted
Populations
	Responsible
Parties
Key
Stakeholders
	Data Indicators
(Local)
	Data indicators
(NHAS)

	3. Address
structural barriers to linkage
	1. Streamline accessibility to Michigan Dental Program (MDP), Michigan Drug Assistance Program (MIDAP) via quality improvement workgroups
	· Ryan White sub-
recipient agencies
· PLWHA
· Undocumented individuals 
· Hard to access populations

	· MDHHS HCPS Staff
· MDP
· ADAP
· DIFS
· MDOC
· MDHHS
· CBOs
· MDHHS OROSC
· Health disparities reduction and minority health section (HDRMHS)
· Community Experts
	· # of Client on
MDAP
· # of Clients on MDP
	· Proxies for
clinical care visits (CD4, viral load, genotype lab tests)
· # of days between HIV diagnosis and linkage to care
· Proportion of persons newly diagnosed with HIV who received one of these lab tests within one month of diagnosis
· % of STD cases treated within 30 days

	
	2. Work with sub- recipient agencies to promote continuous screening for client eligibility for HMP and ACA insurances
	· Ryan White sub-
recipient agencies
· PLWHA
	· 
	· # of clients on
HMP and ACA insurances 
	

	
	3. Provide Technical assistance and support to sub- recipient agencies to promote continuous screening for client eligibility for HMP and ACA insurances and promote health insurance literacy 
	· Ryan White sub-
recipient agencies
· PLWHA
	· 
	· # of technical
assistance requests
	

	
	4. Continue to build and promote departmental collaborations with; Department of Insurance and Financial Services and Medicaid to address gaps in insurance access related to HMP and ACA, OROSC (office of recovery oriented systems of care)  to address gaps in substance abuse treatment and services and MDOC to address gaps in healthcare services for incarcerated and re-entry populations
	· MDHHS
· Substance Abuse Organizations
· Ryan White sub- recipient agencies
· PLWHA
	· 
	· # of clients on
HMP and ACA insurances stratified by type
· # of clients on MDAP
· # of clients on MDP
	

	
	5. Annually maintain
and update the Michigan Resource Inventory as a tool to be used by the community and clients to identify providers and
services
	· PLWHA
· Clinical/non-Clinical providers
	· 
	· # providers and
· services listed
	

	
	6.Promote strategies/activities to expand roles/responsibilities for Linkage staff
	· Clinical/non-Clinical providers
· Linkage staff( CM, EIS, PS, DIS)
	· Linkage staff( CM, EIS, PS, DIS)
· MDHHS HCPS staff
· Community Experts

	· # activities developed
· # activities implemented
	



	





	Objective 2: By 2021, assure 95% of HIV + individuals diagnosed with a new STD are treated according to CDC guidelines within 30 days of specimen collection

	
Strategies
	Activities and/or
Interventions
	Targeted
Populations
	Responsible
Parties
Key
Stakeholders
	Data Indicators
(Local)
	Data indicators
(NHAS)

	1. Enhance
provider ability to adhere to CDC treatment guidelines
	1. STD/HIV program
staff work with partner agencies to increase awareness of STD sequelae and need for timely treatment
	· Clinical providers

	· MDHHS Division of STD and HIV Programs
· Clinical/non-clinical service providers
· Community Experts
	
	· # of HIV + diagnosed with STD
· # of treated in 30 days of specimen collection
· % treated according to guidelines

	
	2. Identify HIV
Providers that are not treating STD cases according to CDC recommendations. (STD Epi, via MDSS) and report to LHD Providers bi-annually
	
	
	
	

	
	2. 3. Disseminate changes in treatment recommendations to HD STD and HIV programs, HIV Prevention Grantees, and RW Care
	
	
	
	




	Objective 3: By 2021, Increase the percentage of persons with diagnosed HIV infection who are retained in HIV medical care from 75% to 90%
	

	
Strategies
	Activities and/or
Interventions
	Targeted
Populations
	Responsible
Parties
Key
Stakeholders
	Data Indicators
(Local)
	Data indicators
(NHAS)

	1.Promote
health literacy for providers and PLWHA
	1. Develop,
implement and distribute educational materials, health literacy assessment and health literacy tool kit to address and assist with  health insurance navigation, for providers to better communicate health information to clients
	· Clinical and non
clinical providers
· PLWHA
	· MDHHS Division of HIV and STD Programs
· University
· Hospitals 
· Medicaid health plans
	· # educational
· materials distributed
	· Proxies for clinical care visits (CD4, viral load, genotype lab tests)
· # of days between HIV diagnosis and linkage to care
· Proportion of persons newly diagnosed with HIV who received one of these lab tests within one month of diagnosis
· % of STD cases treated within 30 days

	
	2. Enhance capacity and infrastructure 
for sub recipient agencies to bill for services by providing resources for technical assistance
	· Sub recipients
	· 
	· # TA visits
· # webinars
· # people billing
· # agencies reporting program income
	

	
	3.  Continue to
support funding for linguistic services including audio and video modalities
	· Clinical and non
clinical providers
· clinicians
· PLWHA
· Hard to access population
	· MDHHS HCPS staff
	· % funding
allocation
	

	2. Promote and
support education for providers for workforce development
	1. Enhance EIS,
Standards of Care, and Medical Case Management trainings for sub-recipient agencies
	· Clinical and non-
clinical providers
	· MDHHS HCPS HIV Training Unit 
· MDHHS STD Program staff
	· # trainings
· # providers trained
	· Proxies for
clinical care visits (CD4, viral load, genotype lab tests)
· # of days between HIV diagnosis and linkage to care
· Proportion of persons newly diagnosed with HIV who received one of these lab tests within one month of diagnosis
· % of STD cases treated within 30 days

	
	2. Provide HIV and
STD education trainings for nurses, physicians, and other clinicians in collaboration with MATEC and MPCA,
Offer CEUs for all provider trainings
	· Clinical and non-
clinical providers
	· MDHHS HIV
Training Unit STD Program staff
	· # trainings
· # providers trained
	

	3. Enhance
HIV Care strategies to reduce unmet need
	1.  Operationalize
Data 2 Care protocol(s) to identify persons out of care and ensure linkage back to care
	· Individuals who
are aware of their HIV status but are not receiving regular HIV- related primary care
	· MDHHS Ryan
White Part B and Detroit Health Department Ryan White Part A Programs
· MDHHS
Surveillance and Epi
Division of HIV and STD Programs

	
	· Proxies for
clinical care visits (CD4, viral load, genotype lab tests)
· # of days between HIV diagnosis and linkage to care
· Proportion of persons newly diagnosed with HIV who received one of these lab tests within one month of diagnosis
· % of STD cases treated within 30 days

	
	2. Based on D2C
evaluation, identify strategies to streamline route(s) into care
	· Individuals who
are aware of their HIV status but are not receiving regular HIV- related primary care
· Clinical providers
	· 
	
	

	
	3. Expand questions
in MMP that inquire about reasons for unmet need
	· Ryan White
funded sub grantees
· PLWHA
	· 
	
	



	
	Objective 4: By 2021, Increase the percentage of persons with diagnosed HIV infection who are virally suppressed from 59% to 80%

	
Strategies
	Activities and/or
Interventions
	Targeted
Populations
	Responsible
Parties
Key
Stakeholders
	Data Indicators
(Local)
	Data indicators
(NHAS)

	1. Encourage
implementation of quality improvement projects to increase viral load suppression rates














	1.  Encourage
development and conduction of sub- recipient quality improvement projects focused on retention 
2. Encourage HIV providers to implement quality improvement activities focused on improving medication adherence and gap in medical visits via MIRG and QM 
3. Subcommittee on improving viral load suppression among youth/young adults, including consumer engagement projects like the Consumer Photo-Stories Project and the Ideal Visit Mapping Project
4. Develop and implement evaluation processes to better investigate reasons for not being in care
	· Ryan White
funded sub grantees
	· MDHHS HIV Care 
Quality Management Staff
· MIRG
· MDHHS Sub- recipient Subcommittee
	
	· Proxies for
clinical care visits (CD4, viral load, genotype lab tests)
· # of days between HIV diagnosis and linkage to care
· Proportion of persons newly diagnosed with HIV who received one of these lab tests within one month of diagnosis
· % of STD cases treated within 30 days

	2. Explore
collaborative options to integrate pharmacy staff and pharmacy networks in clinical care team
	1. Enlist pharmacists to help clients monitor medication adherence
	· Pharmacists
	· Ryan White
Funded grantees
	
	· Proxies for
clinical care visits (CD4, viral load, genotype lab tests)
· # of days between HIV diagnosis and linkage to care
· Proportion of persons newly diagnosed with HIV who received one of these lab tests within one month of diagnosis
· % of STD cases treated within 30 days

	3. Explore
options and strategies to incentivize the achievement of viral load suppression
	1. Collaborate with sub-recipient agencies, MIRG, and other grantees to evaluate and assess which specific populations may benefit from incentivizing achievement of viral load suppression
	· Ryan White
· funded sub grantees PLWHA
	· HIV Care
Section Staff
· MIRG
· Ryan White Part A
	
	

	
	2. Conduct pilot study to assess the feasibility and effectiveness of incentivizing attendance of medical visits and therefore viral load suppression goals
	· Ryan White
funded sub grantees
· PLWHA
	· HIV Care
Section Staff
· MIRG
· Ryan White Part A
	
	



	
Objective 5: By 2021 at least 90% of Primary and Secondary Syphilis contacts who are newly diagnosed with HIV will be linked to HIV care within 30 days of diagnosis

	
Strategies
	Activities and/or
Interventions
	Targeted
· Populations
	Responsible
Parties

	Data Indicators
(Local)
	Data indicators
(NHAS)

	1. Work with EIS
staff to assure streamlined connection to HIV Care provider for PIS cases
	1.  Located STD
contacts are offered testing for HIV
	· STD contacts
	· Division of STD
and HIV Programs
	
	# of PS Syphilis contacts newly diagnosed with HIV
# of PS HIV+ persons with a genotype, CD4 or viral load within 30 days

	
	2. Frequent case
Reviews will be conducted to assess missed opportunities
	· STD staff
	· STD Programs
Surveillance
	
	

	
	3. DIS will be trained and offer point of
care HIV testing
	· Individuals at
risk for  or potentially exposed to HIV
	· Division of STD
and HIV Programs
	
	

	2. Provide Partner Services (PS) to co-infected STD/HIV
Patients according to CDC timeliness guidance
	1. Provide training and continued professional development to STD DIS and supervisory staff.
	· DIS 
· STD staff
· PS staff
· DIS 
· STD Staff
· PS Staff
	· Division of STD
and HIV Programs
· Division of STD
and HIV Programs
	
	% of individuals interviewed for partner services within 14 days of diagnosis






	
	Conduct QA activities
(Interview, field and pouch audits of DIS)
	· 
	
	
	

	
	
	
	
	
	





	Objective 1: By 2021, reduce disparities in the rate of new diagnoses by at least 15% among gay/bisexual men, young gay/bisexual Black men, and Black women.

	
Strategies
	Activities and/or
Interventions
	Targeted
Populations
	Responsible
Parties
Key
Stakeholders
	Data Indicators
(Local)
	Data indicators
(NHAS)

	1. Enhance
linkage to HIV medical care programs within communities where HIV is most heavily concentrated, areas of unmet need, and areas with limited resources/access points 
	1. Identify 3 EIS funded agencies with linkage to care rates falling more than 50% of clients not being linked to care within 30 days and conduct technical assistance.

2. Through state wide summits and regional meetings collaborate with Linkage (CM, EIS, PS, DIS) providers to develop and implemented QI activities related to Linkage
	· Agencies
funded for EIS PLWHA
	· Ryan White Part
B grantees
· Agencies
funded for EIS
	
	· # of testing
events in communities and populations at risk for HIV 
· # of positive test events in communities an populations at risk for HIV infections
· % of individuals linked to care in communities and populations most at risk for HIV
· % of individuals retained in care in communities and populations most at risk for HIV
· % of individuals in communities and population most at risk for HIV who are virally suppressed


	2. Build
organizational and workforce capacity and availability of PrEP and PEP programs for gay/bisexual men, young gay/bisexual Black men, transgender women, and Black women in communities and priority populations most affected or at Risk for HIV infections
	1. Educate and support Clinical and Non-clinical providers on CDC guidelines for PrEP related activities in their setting
	· Clinical and non-
clinical providers
	· HIV Prevention
Trainers
· PrEP coordinator
Community Experts 
	# trainings
	

	
	2. Maintain the health care provider consultation portal in partnership with Henry Ford Hospital that provides clinicians access to peer consultation
	· Clinical and non-
· clinical providers
	· MDHHS
Division of HIV and STD Programs
· Providers Henry Ford
· Health System
	
	· 

	
	3. Maintain PrEP provider directories
	· MSM
· High risk individuals
	· PrEP
Coordinator
· Social Media Coordinator
	
	· 



Goal 3: Reduce HIV/STD related disparities and health inequities
	
Strategies
	Activities and/or
Interventions
	Targeted
Populations
	Responsible
Parties
Key
Stakeholders
	Data Indicators
(Local)
	Data indicators
(NHAS)

	3. Establish consistent, comprehensive, accurate information/ education for community distribution
	1. Create universal messaging that can be tailored by target population
	· Persons at risk
for HIV throughout the state of Michigan


	· MDHHS HIV
Prevention and STD Program Staff
Community experts

	
	· # of testing
events in communities and populations at risk for HIV 
· # of positive test events in communities an populations at risk for HIV infections
· % of individuals linked to care in communities and populations most at risk for HIV
· % of individuals retained in care in communities and populations most at risk for HIV
· % of individuals in communities and population most at risk for HIV who are virally suppressed

	
	2. Promote and support social media, connect with "Know your Status," and "Mr. Friendly" campaigns
	
	
	
	

	
	3. Develop media campaign(s) focused on education, awareness, and access of PrEP targeting gay/bisexual men, young gay/bisexual Black men, and Black women
	
	
	
	




	Objective 2: By 2021, increase the percentage of youth and persons who inject drugs (PWID) with diagnosed HIV infection who are virally suppressed to at least 80%

	
Strategies
	Activities and/or
Interventions
	Targeted
Populations
	Responsible
Parties
Key
Stakeholders
	Data Indicators
(Local)
	Data indicators
(NHAS)

	1. Access EIS
services at SSP sites
	1. As SSP expands in Michigan, we will maintain communication with that group through quarterly conference calls and MHAC workgroups to bi- annually assess which of the current and emerging SSP programs offer EIS services.
	· SSP agencies-
there are currently 4 existing agencies
	· Ryan White
grantees and sub grantees (key stakeholders)
· MDHHS
Division of HIV and STD Program Staff
Community Experts
	· # of SSP sites
offering EIS services
	· # of testing
events for PWIDs
· # of positive test events in PWIDs
· % of PWID linked to care
· % of PWID retained in care
· % of PWID who are virally suppressed


	2. Utilized best
practices from Data to Care Project
	1. Data 2 Care pilot data in Detroit will be used to assess baseline out of care rates and post- intervention out of care rates for PWID.
	· PWID in Detroit
	· Ryan White Part
A Grantee and MDHHS
Epidemiology
	· # of individuals
re-engaged into care by agency, demographic and clinical referrals
	· 

	3. Utilize
findings from MMP data to address barriers to viral suppression and engagement in care for PWID
	1. 2014-2016 MMP data will be solicited by December 31,
2015 by MDHHS Epidemiology staff. A report will be created to show on barriers to viral suppression for PWID (transportation, mental health co- morbidities, etc.).
	· PWID Statewide
	· MDHHS
Epidemiology
	· Barriers to viral
suppression
· barriers to engagement of care co- morbidities
	· 

	4. Maintain
partnerships with MDHHS OROSC
(Office of Recovery- oriented Systems of Care)
	1. MDHHS HIV prevention will increase HIV care attendance on quarterly PWID workgroup meetings with diverse representation of substance abuse stakeholders such as MDHHS viral hepatitis prevention staff and SAMHSA funded MDHHS coordinators
	· MDHHS staff
· persons
	· MDHHS
· Substance Abuse and HIV Prevention programs
· Community Experts
	· # of
· stakeholders in each workgroup
	· 




	Objective 3: By 2021 decrease the proportion of persons with concurrent diagnosis from 21% - 17% to serve as an indicator for reduced levels of stigma

	
Strategies
	Activities and/or
Interventions
	Targeted
· Populations
	Responsible
· Parties
· 
	Data Indicators
· (Local)
	Data indicators
· (NHAS)

	1. Intensify
statewide media campaign and mass media efforts to promote awareness about stigma
	1. Support statewide planning body to create a taskforce or subcommittee to evaluate complaints against providers and recommend appropriate education to mitigate future complaints

 2. Provide technical assistance to sub- recipient agencies and planning bodies on creating media campaigns/literature targeted towards specific client and/or stakeholder population
	· Ryan White
funded sub grantees
· PLWHA
· Providers
· LGBTQ youth of color
	· MDHHS
· MHAC
· Community Experts

	
	· # of testing
events in communities and populations at risk for HIV 
# of positive test events in communities an populations at risk for HIV infections
· % of individuals linked to care in communities and populations most at risk for HIV
· % of individuals retained in care in communities and populations most at risk for HIV
· % of individuals in communities and population most at risk for HIV who are virally suppressed
· % of concurrent diagnosis

	2. Community
assessment of stigma state wide
	1. Hold statewide forums or "Stigma Summits" to discuss root problems and devise potential solutions with diverse stakeholders
	· HIV Prevention
· and Care stakeholders
	· HIV Training
· Unit
· Health
· Disparities Reduction and Minority Health Section
· Community Experts
	
	· 

	
	2. Expand the implementation of the Stigma Index survey and focus groups outside of Metro- Detroit, using the Metropolitan Detroit Stigma Index as a template
	· Persons at risk
· for HIV throughout the state of Michigan
	· MDHHS HIV
· Epidemiology, HIV Care, and HIV Prevention Unit Health
· Disparities Reduction and Minority Health Section
· Community Experts
	
	· 

	3.Modernize HIV laws and associated public health codes
	1.  Educate lawmakers and departmental policy leaders of the impact of current HIV laws on stigma and health outcomes

2.Develop a white paper for policy makers to provide examples from states of non-stigmatizing HIV public health code language 


	· Policy makers
· MDHHS Policy staff
	· MDHHS
· MHAC
· Community Experts
	
	· 



	Objective 4: By 2021, increase the rate of rectal GC screening among HIV + MSM in high volume HIV care settings by 10%

	
Strategies
	Activities and/or
Interventions
	Targeted
Populations
	Responsible
Parties
Key
Stakeholders
	Data Indicators
(Local)
	Data indicators
(NHAS)

	1. Increase provider education to high-volume care settings 
	1. Provide annual updates of recommended STD screening intervals among MSM
	· MSM
	· Division of STD
and HIV programs
· Care sub
recipient agencies
Community Experts
providers
	
	# HIV + MSM screened for rectal GC in 12 month period

	
	2. Provide education and support for provider on rates of rectal GC among MSM and related testing recommendations
	· Clinical, non
· clinical providers
	· 
	
	

	
	3. Provide education and support for providers to offer extra genital screening
	· Clinical, non
· clinical providers
	· 
	
	

	2. Build capacity of MDHHS staff to increase testing via referrals to laboratories 
	1. Identify reference laboratories that can test extra genital specimens via NAAT
	· Laboratories
	· 
	
	





	Objective 5: By 2021, increase the rate of syphilis screening among HIV + MSM in HIV clinical care settings to 75%

	
Strategies
	Activities and/or
Interventions
	Targeted
Populations
	Responsible
Parties

	Data Indicators
(Local)
	Data indicators
(NHAS)

	1. Increase provider 
Education at high-volume HIV care settings
	1. Provide annual updates of recommended STD screening intervals among MSM
	· MSM
	· Division of STD
and HIV programs
· Care sub
recipient agencies
Community Experts
	
	# of HIV+ MSM screened for syphilis in 12 month period 

	2. Build 
Capacity at HIV CBOs to target syphilis screening for at-risk populations
	2. In partnership with HIV CBOs, conduct syphilis screening and education among priority populations including MSM and African Americans.
	· Clinical, non
clinical providers
	· Division of STD
and HIV programs
· Care sub
recipient agencies
Community Experts
	
	

	Objective 6: By 2021 increase the proportion of MDHHS-funded GC tests allocated to African Americans by 5%

	
Strategies
	Activities and/or
Interventions
	Targeted
Populations
	Responsible
Parties

	Data Indicators
· (Local)
	Data indicators
(NHAS)

	1. Enhance
access to STD services
	1.  Continue to support and implement school based GC screening programs in areas of high prevalence
	· Adolescents in
schools in areas of high prevalence
School-based health centers
	· Division of STD
and HIV programs
· Public school
systems, St. Johns Health System
	# of pre-paid test submitted to MDHHS lab
% of tests that are African American
	



	Objective 7: By 2021, increase to 65% the proportion of females age 15-24 covered by Medicaid in Michigan that are screened for CT per HEDIS guidelines.


	
Strategies
	Activities and/or
Interventions
	Targeted
Populations
	Responsible
Parties
Key
Stakeholders
	Data Indicators
(Local)
	Data indicators
(NHAS)

	Build capacity 

	1. Partner with the Medicaid Quality Improvement Team to increase screening among Medicaid managed care organizations.
	· Managed care
Organizations and Medicaid managed care plans
Family Planning
	· Division of STD
and HIV programs
Community Experts




	
	# of females enrolled in Medicaid
# of females screened for CT at LHD


	
	2. Develop literature that managed care organizations can include in newsletters or other publications for their providers regarding strategies to increase CT screening.
	Clinical, 
Non clinical providers
Family Planning 
	
	
	
	

	
	3. Partner with Title X program to identify strategies to reduce missed opportunities in Title X clinics
	LHD
· Title X clinics
	
	
	

	
	4. Provide education of Title X providers regarding sources of payment for screening of target population patients
	LHD
Title X clinics
Female 15-24
Managed care organizations
	
	
	

	
	5.Provide Medicaid managed care plans the number of females screened for CT at local health department clinics
	LHD
Managed care organizations
Title X clinics
Female 15-24
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Anticipated challenges/barriers to implementing the plan
· Provider Challenges- Shortage (PrEP/CARE)
· MI outdated laws and policies pertaining to SSP and HIV disclosure
· Decreasing funding resources for HIV and STD Prevention efforts
· Current political environment can hinder types of messages utilized and implementation of proposed activities 
· Navigation and complexity of post ACA  environment
· Rising trends in opioid and methamphetamines addiction and injection drug use behavior. 
· Drug resistance
· Transparency with insurance carriers and health plans regarding coverage of medications and discriminatory based plan designs
· Institutional racism leading to client barriers with client level social determinants of health
· Stigma and homophobia
· Siloed information systems that create barriers to the continuum of care and integration services
· Frequent departmental reorganizations and mergers leading to disruption in continuity of expertise and services
· Establishing methodology for community engagement 
· Over prescription of opioid prescription medication
· Provider resistance to supplemental sexual health education
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[bookmark: _Toc496862699]Collaborations, Partnerships, and Stakeholder Involvement
[bookmark: _Toc496862700]Contributions of stakeholders
In accordance with recently published guidance by CDC and HRSA on Integrated HIV Prevention and Care Planning, the State of Michigan’s Department of Health and Human Services’ Division of HIV and STD Programs convened a one-day Statewide HIV/AIDS & STD Planning Summit event on April 21, 2016. Ninety planning partners representing diverse areas of expertise, levels of experience, and geographic regions were invited to the Planning Summit, including representatives from the Michigan HIV/AIDS Council (the statewide planning body),  all RW Parts A-F, Medicaid, Federally-Qualified Health Centers, Family Planning, Substance Abuse, Mental Health, Local Health Departments, Universities, Infectious Disease, state planning bodies, VA, Oral health, Case management, EIS, Housing Opportunities for Persons Living with AIDS, Tobacco, Pharmacy, and PLWHA. Of the 90 stakeholders invited, 67 attended the Summit hosted in East Lansing, MI to identify priorities that align with each of the three National HIV/AIDS Strategy goals and to propose strategies to address the priorities. 
The Mind-Mapping approach was utilized to promote multidisciplinary collaboration and spark innovative brainstorming to help stakeholders identify strategies to achieve the NHAS goals. Based on their area of expertise, stakeholders were assigned to 1 of 6 breakouts groups armed with the objective of brainstorming strategies critical to promoting the NHAS goals and creating a visual map to connect related themes and ideas. Stakeholders voted on 3-5 top priorities they believed should be addressed in the integrated plan and proceeded to develop strategies to achieve these priorities. Each breakout group then presented their strategies to the larger group in a PowerPoint presentation. 
Although diverse opinions were depicted across the mind-maps, the “branches, leaves, and twigs” of all six maps represented a thread of common themes, including increasing access to PrEP, addressing the complex barriers to care including transportation and housing, and eliminating stigma by promoting provider cultural competency. Preliminary results of the post-summit evaluation found that over 90% of planning partners believed the Mind-Mapping approach to be effective in building community consensus and promoting multidisciplinary collaboration and innovative thinking. Nearly 90% of planning partners expressed that the Planning Summit’s activities were extremely engaging, and 76% stated that they planned to change their practice as a result of their attendance. This provides supportive evidence of the effectiveness of the Mind-Mapping approach in promoting multidisciplinary and cross-parts collaboration, building community consensus, and fostering innovation in the development of multi-faceted strategies to achieve the goals of National HIV/AIDS Strategy and ultimately improve health outcomes and quality of life for PLWH. 
The agenda for the meeting is included in Appendix A.  Stakeholders were engaged in mind-mapping, described in Section 2.3, to gather input for developing the SMART objectives included in this plan. The results of the mind-mapping process are presented below.     
Reducing new infections
Two breakout sessions were assigned the NHAS goal of “reducing new HIV infections.” as their main topic.  The mind-map generated by each of these two groups is included in Appendix B.  Based on these mind-maps and any available hand-written notes from the groups, the top priorities for “reducing new HIV infections” identified by stakeholders are to increase access to PrEP and PEP, increase access to syringes, increase consistent, comprehensive, and accurate information/education for providers and the community, improve timely testing and treatment, provide universal continued education, create stronger PLWHA and communities at risk leadership, reduce stigma’s impact on prevention and treatment, assure statewide adherence to CDC guidelines regarding universal testing, and align programming to achieve 90-90-90 goal.
Increasing access to care and improving health outcomes for PLWHA
Two breakout sessions were assigned the NHAS Goal of “increasing access to care and improving health outcomes for PLWHA” as their main topic.  The mind-map generated by each of these two groups are included in Appendix B.  Based on these mind-maps and any available hand-written notes from the groups, the top priorities for “Increasing access to care and improving outcomes” identified by stakeholders are to improve cultural competency of provider workforce, improve continuity of care, improve retention in care (including transportation, engagement, and accessibility), improve utilization of health information technology, address health literacy (as broad issue), and address substance abuse and mental health.
Reducing HIV–related disparities and health inequities
Two breakout sessions were assigned the NHAS Goal of “reducing HIV-related health disparities and health inequities” as their main topic.  The mind-map generated by each of these two groups is included in Appendix B.  Based on these mind-maps and any available hand-written notes from the groups, the top priorities for “reducing disparities and health inequities” identified by stakeholders are to eliminate stigma, increase access to care (clinical/medical), increase access to services (non-clinical support), improve education for providers, positively affect laws and policies, impact environmental forces (that effect basic needs), increase health education, and improve care through better reimbursement.
Alignment of stakeholder input with state-wide needs assessment
The priorities identified by stakeholders were condensed to remove duplications, summarized, and then compared to the needs identified in the statewide needs assessment.  Several priorities were identified in common across multiple NHAS goals by stakeholders and by the needs assessment (Table 3).  These priorities were used to develop the SMART objectives presented in section 2.1.  


Table 3: Summary of priorities identified by stakeholders and the Michigan Coordinated Needs Assessment.
[image: ]

[bookmark: _Toc496862701]Strategies proposed by stakeholders
Stakeholders were asked to propose strategies that would address the top priorities identified by their group.  The proposed strategies were organized by the NHAS goal and the priority that they correspond to (Table 4).  The proposed strategies were used in developing the activities listed for each SMART objective in section 2.1.  

Table 4. Proposed stakeholder strategies. 
	NHAS Goal
	Stakeholder Priority
	Stakeholder-Proposed Strategies

	Goal 1: Reducing New Infections










	1a. Increase access to PrEP and PEP
	Identify/establish more community points of entry and support for getting PrEP and PEP

	
	
	Increase the number of providers/provider networks for administering PrEP and PEP

	
	
	Make services (linkage, advocacy, case management, etc.) available for PrEP

	
	
	Increase accurate messaging from community providers to the public regarding PrEP and PEP


	
	1b. Increase access to services (including testing)

	Use new technologies (ie Uber, Lift) to overcome transportation barriers

	
	
	Support syringe services programs (SSPs)
· Focus on harm reduction by educating pharmacists on their role in needle sales with drug abuse and harm reduction
· Target educational messages on harm reduction to PWID community
· Reallocate funds to support syringe access in high-need jurisdictions
· Provide technical assistance for implementing syringe access (i.e. toolkit)

	
	1c. Increase consistent, comprehensive, and accurate information/ education (ie literature)
	Public messaging
· Create universal messaging that can be tailored by target population
· Provide positive sexual messaging/curricula resources for use by pediatricians and other care providers

	
	
	Increase use of social media
· Connect with “Know your status” and “get tested” campaigns

	
	
	Expand use of tool kits that agencies can use to implement use/expansion of media campaign

	
	1d. Improve timeliness of testing




	Increase the availability of non-traditional testing sites such as ER’s, FQHCs, urgent care

	
	
	Increase the adoption of Expedited Partner Testing across all stakeholders 

	
	
	Integrate medical case management and partner testing

	
	
	Incorporate 90-90-90 goals into testing programs and treatment programming

	
	
	Provide funding to enhance EHRs 
· Sharing information across multiple platforms
· Incorporating automatic reminders about testing

	Goal 2: Increasing Access to Care and Improving Health Outcomes







	2a. Increase access to care
	Require cultural humility training

	
	
	Develop and provide educational materials on health insurance navigation (case managers and clients)

	
	
	Establish mobile community clinics

	
	
	Enlist pharmacists to help monitor medication adherence

	
	
	Increase provider pool 

	
	
	Enlist pharmacists to help monitor medication adherence

	
	
	Identify existing resources and unmet needs for substance abuse and mental health

	
	
	Focus on dental care (education for providers, etc.)

	
	
	Utilize outreach workers

	
	
	Leverage technology such as telemedicine

	
	
	Offer clinic-based transportation

	
	
	Offer expanded clinic hours

	
	
	Streamline the route to care

	
	
	Allow for walk-in appointments

	
	
	Identify existing resources and unmet needs for substance abuse and mental health

	
	
	Incorporate HRSA guidelines into quality management plans

	
	2b. Increase education for providers


	Develop inclusive curricula to intervene while providers are being trained

	
	
	Develop a model for Centers of Excellence/Train-the-Trainer

	
	
	Provide CEUs for training on new advancements in HIV medications

	
	
	Address health literacy as a broad issue
· Implement standard assessment tools for health literacy
· Develop endorsed text translation to use in health care facilities
· Use facilitators to accompany patients to appointments to help with comprehension
· Develop a toolkit with evidence-based information at an appropriate literacy level

	
	
	Train providers on substance abuse as a disorder

	
	
	Provide CE opportunities based on taking sexual history and cultural humility competence for gender non-conforming individuals

	
	
	Provide HIV education for medical students, medical residents, and other care providers early in their career or formal schooling, as well as ongoing CE requirements for all care providers

	Goal 3: Reducing HIV-Related Disparities








	3a. Increase assistance to help meet basic needs (housing assistance, food pantries)
	No strategies provided

	
	3b.  Reduce/ eliminate stigma




	Provide forums to discuss root problems and potential solutions with diverse stakeholders

	
	
	Use media and education campaigns to decrease stigma using messages targeted to specific stakeholder groups

	
	
	Support planning bodies to create a taskforce to evaluate complaints against providers and recommend appropriate education to mitigate future complaints

	
	
	Educate policymakers regarding laws on HIV from the 1980s

	
	
	Advocacy and education to address cultural competency and stigma of behavioral health

	
	3c. Improve cultural competency of the provider workforce


	Create and share best practices model from federal best practices

	
	
	Establish a review committee to evaluate best practices and educational material/curricula that consists of diverse stakeholders (clinicians, service providers, public health, PLWHA, etc.)

	
	
	Improve communication strategies for delivering information to persons with low health literacy

	
	
	Create incentives and other specific strategies for recruiting African American and other minorities into healthcare fields




[bookmark: _Toc496862702]Additional Stakeholders that are needed to improve outcomes
The Post-Summit Evaluation inquired about the level of representation of diverse stakeholders and whether attendees recommended the future participation of any other planning partners whom they felt were not adequately represented at the Summit. Planning partners indicated on the survey that they would like to see increased participation from legislators, politicians, city council members, first responders, young black MSM, faith-based community members, commercial insurance companies, Department of Insurance representatives, members of the transgender community, IDU, and the media. Increased participation from these additional stakeholders are needed to develop a truly multi-disciplinary, coordinated, and comprehensive approach to accomplishing the National HIV/AIDS Strategy and addressing prominent barriers for people living with HIV/AIDS and STDs. 

[bookmark: _Toc457221885][bookmark: _Toc496862703]Letter of Concurrence – Attached, see Appendix C. 

[bookmark: _Toc496862704]People Living with HIV (PLWHA) and Community Engagement
[bookmark: _Toc457221887]Describe how the people involved in developing the Integrated HIV Prevention and Care Plan are reflective of the epidemic in the jurisdiction. 
Beyond the summit, collaboration with MHAC is integral to developing the Integrated HIV Prevention and Care Plan. MHAC is a planning body that is representative of the epidemic in the jurisdiction. MHAC members represent priority populations such as black MSM, geographic areas of unmet need, IDU, members of the transgender community, and other disproportionately impacted populations. MHAC is also responsible for reviewing the plan, providing feedback to MDHHS, and submitting the Letter of Concurrence for the plan. Forty percent of invited summit attendees represented areas of high unmet need in Michigan. Thirty one percent of summit attendees represented the Detroit Metropolitan Area (DMA), the most disproportionately impacted region in the state of Michigan. The HIV/AIDS epidemic affects a diverse population of stakeholders including PLWHA, persons at risk for HIV, care providers, service providers, public health professionals, and community members.  Multiple representatives from each of these stakeholder groups were invited to participate in the development of the Integrated HIV Prevention and Care Plan. Ninety planning partners representing diverse areas of expertise, levels of experience, and geographic regions were invited to the Planning Summit, including representatives from the Michigan HIV/AIDS Council (the statewide planning body),  all RW Parts A-F, Medicaid, Federally-Qualified Health Centers, Family Planning, Substance Abuse, Mental Health, Local Health Departments, Universities, Infectious Disease, state planning bodies, VA, Oral health, Case management, EIS, HOPWA, Tobacco, Pharmacy, and PLWHA. Summit representatives were designated based on various criteria to ensure geographic distribution, case management, clinical, and subject matter expertise, appropriate representation of LHDs, CBOs, and medical clinics, as well as representation from areas of high unmet need and disproportionately impacted communities, in adherence to the guidance set forth in  the CDC/HRSA Integrated HIV Prevention and Care Plan Guidance.
Contribution of PLWHA to plan development
Strong efforts were made to reach out to PLWHA, including members of the Michigan AIDS Drug Assistance Program (ADAP), MHAC the state Planning Body, and other community advocates. Efforts were also made to invite consumers from high unmet need areas, such as the Detroit Metropolitan Area. Incentives such as reimbursement of mileage and lodging were also provided to encourage PLWHA whom travel expenses were a barrier, to participate in the planning process. PLWHA represented about 12% of the participants at the Summit. However, as the status of all participants were not disclosed or known due to confidentiality laws, it is possible that more individuals living with HIV/AIDS participated in the summit than known. In addition, 25% of the State planning body (MHAC) represent people living with HIV/AIDS. PLWHA were invited to participate in a summit to provide input into the development of the plan. PLWHA participated as collaborative partners at the summit and their input was used in developing the SMART objectives included in section 2.1.  PLWHA bring a unique and important perspective to the conversation and understand the needs of this community from lived experience.       
[bookmark: _Toc496862705]Methods used to engage communities to assure responsive plan activities 
To ensure all summit attendees participated fully, a planning methodology known as mind-mapping was implemented.  Mind-mapping focuses on commonly shared values to generate vision and action. Participants build a commitment to action from a shared foundation. They are encouraged to speak from their own experience, thus acknowledging everyone's reality, perception, and experience. Full participation results in broad buy-in to the outcomes of the process. 
Mind-mapping derives from well-researched theories on the conditions under which diverse groups will cooperate.  It is based on the premise that individuals develop their problem-solving skills based on life experience.  This diversity in perspective strengthens the planning process. People need not change their own minds or anyone else's for a group to discover its common ground and potential for action.
During the summit, facilitators led breakout groups through a mind-mapping session.  Each breakout group consisted of a diverse set of stakeholders including PLWHA, content experts, representatives of payer organizations, public health experts, state government representatives, caregivers, and providers.  Each group was identified by a color and assigned a single NHAS goal to use as the main topic area for the mind-mapping session.  Membership in each group was predetermined.    
During the mind-mapping session, participants brainstormed priorities for their assigned NHAS goal. When all ideas were recorded on the mind maps, each participant voted on the ideas they thought should be top priorities for the Michigan Integrated HIV Prevention and Care Plan for CY2017-2021.
By the end of the morning session, each group had identified 4-6 priorities for further development. The remainder of the afternoon was spent with each breakout group identifying strategies that could be implemented to address each of the priorities.
The priorities and strategies identified were presented to the entire group at the beginning of the afternoon session.
[bookmark: _Toc496862706]Engagement of impacted communities in the planning process 
Representatives of impacted communities were invited to participate in a summit to provide input into the development of the plan.  These representatives participated as collaborative partners at the summit and their input was used in developing the SMART objectives included in section. Forty percent of invited summit attendees represented areas of high unmet need in Michigan. Thirty one percent of summit attendees represented the Detroit Metropolitan Area (DMA), the most disproportionately impacted region in the state of Michigan. 
[bookmark: _Toc496862707]Section III: Monitoring and Improvement 
Monitoring the Integrated HIV Prevention and Care Plan will assist grantees and planning bodies with identifying ways to measure progress toward goals and objectives, selecting strategies for collecting information; and analyzing information to inform decision-making and improve HIV prevention, care, and treatment efforts within the jurisdiction.


a. Describe the process for regularly updating planning bodies and stakeholders on the progress of plan implementation, soliciting feedback, and using the feedback from stakeholders for plan improvements. 
a. Stakeholder Engagement

In general, MDHHS continues to strengthen the involvement, collaboration and membership of the planning body- Michigan HIV/AIDS Counsel. MHAC’s current structure consist of conducting quarterly in person full body meetings and monthly sub-committee conference calls. MDHHS will utilize this established schedule and venues to continuously update the planning body on the progress of plan implementation and solicit feedback. Due to the organizational structure of MDHHS the Division has both a Program Evaluator and quality improvement team to solicit feedback and utilize feedback to develop and implement plan improvements. 

Specifically, by engaging MHAC throughout plan development, implementation and evaluation; ensures the utilization of findings, the development of informed and feasible recommendations, and actionable next steps for plan improvement. 

Beyond MHAC MDHHS’s pool of stakeholders is expansive and diverse not only in geographical location but also setting, roles, and  clients thus a variety of methods and venues will be utilized to report on plan implementation and solicit feedback. Internally, the Division holds bi-annual Division meetings for all HIV and STD staff, where staff are able to give updates on various programs, voice questions and concerns and also develop action plans and work groups when necessary. Each section within the division has quarterly section meetings where the same types of activities occur. Lastly, each unit has monthly unit meetings with similar objectives. 

Externally, both care and prevention programs facilitate regular meetings, calls and check in’s quarterly in-person sub grantee regional meetings, annual in person sub grantee meetings, bi-annual grantee conference calls, and an annual HIV/STD conference. These venues provide an excellent opportunity for updating stakeholders and receiving feedback.

The proposed monitoring and evaluation plan of implementation and related outcomes will draw upon the expertise of all stakeholders to ensure that all data collected will be useful in informing program improvement activities. The established organizational structure of MDHHS and MHAC also contribute to the feasibility of monitoring and evaluation activities. Specifically internal MDHHS staffing contains Data managers, Quality Management Teams, and Program Evaluator, all of whom are able to guide and facilitate the planning, implementing and overseeing of the various monitoring and evaluation activities. Moreover all monitoring and evaluation activities will be ethical by consulting target populations and MDHHS IRB when necessary.

As the plan is implemented MDHHS plans on facilitating follow up summits similar to the initial planning summit to disseminate implementation updates and related findings. This will occur between year 1 and 2 of implementation and again in year three. MDHHS anticipates that this plan will be a fluid living document with the ability to be adapted as warranted by community needs and changing landscapes. In addition to disseminating findings to Michigan Stakeholders all updates and adaptions will be submitted to HRSA and CDC project officers and other government entities when necessary.
 

b. Describe the plan to monitor and evaluate implementation of the goals and SMART objectives from Section II: Integrated HIV Prevention and Care Plan. 

Due to the scope of the proposed activities and strategies within Michigan’s integrated care and prevention plan and the diverse composition of stakeholders, engagement will be frequent and constant among all phases of program development, implementation, monitoring, evaluation and utilization of findings. MDHHS will monitor and evaluate implementation and outcomes of the goals and SMART objectives through a variety of strategies. Due to the emphasis on stakeholder engagement and utilization of findings the M&E plan will be based in multiple theoretical frameworks of Participatory Evaluation and Utilization Focused Evaluation. Stakeholder engagement and utilization of findings are essential in order to improve programming and subsequent health outcomes. Furthermore a mixed method approach will be utilized to collect robust and usable data. Monitoring will be ongoing with quarterly review to address progress as well as any concerns. Process evaluation will assess progress on implementation as well as assessment of contributing factors relating to implementation including; facilitators, barriers, lessons learned and best practices and conducted annually. Quantitative data from monitoring metrics and qualitative data of provider and client feedback through surveys and/or focus groups or other appropriate methods will inform program improvement activities. Division staff will oversee the primary data collectors with stakeholder collaboration when appropriate. A detail breakdown for each activity and objective is listed below with indicators, data sources and frequency of collection. 


	Goal 1:

	Objective 1: By 2021, increase uptake of PrEP and PEP services by 30% (From 930 individuals prescribed PrEP on Medicaid to 1209)

	Monitoring: To what extent did the uptake of PrEP services increase?

	Indicators
	Data Sources
	Frequency of collection

	# of people prescribed PrEP
# of people referred to PrEP/PEP
	EvaluationWeb
Medicaid
	Quarterly 

	Process Evaluation: What activities did MDHHS implement to increase the uptake of PrEP and PEP?

	# of trained providers
# of known prescribers
% of referrals
# of new clinics/providers prescribing 
# of trainings
# of media campaigns
Estimated # of people reached
	Internal Data base
Training evaluations
Community feedback
Provider Feedback
Resource inventory
MOU’s Egrams
	Annually

	Objective 2: By 2021, reduce the number of new infections by 10%, through increased access to prevention services in 75% of funded sites

	Monitoring: to what extent did the number of new infections decrease

	# reactive testing events/ total events
	EvaluationWeb, PSWeb, CareWare, eHARS, LMS
	Quarterly
Surveillance

	Evaluation: what activities were implemented to increase access to prevention services? What were the barriers and facilitators for accessing services?

	# of testing sites
# of SSP sites
# of testing events
Henry Ford Hotline Utilization website traffic, common questions and responses by clinician type, location, frequency
Barriers
Facilitators
Lessons Learned
	Egrams
	

	
	Website analytics
EvaluationWeb
Client feedback
Provider feedback

	Evaluate media through frequent surveys of individuals
Analytics gathered by HF



	Goal 2:

	Objective 1: By 2021, increase the percentage of newly diagnosed persons linked to HIV medical care within one month of diagnosis from 64% to 85%

	Monitoring: to what extent did MDHHS the percentage of newly diagnosed persons linked to HIV medical care within one month of diagnosis

	% of newly diagnosed, % linked to care within 30 days
	EvalWeb, PSWeb, CareWare, eHARS, and LMS.
	Ongoing
HIV Care staff

	Process Evaluation What activities were implemented to increase linkage to care processes?

	

	# of new access points stratified by type 
# of provider Trainings, # of Staff trained utilization of the Henry Ford care consult line, workgroup meetings, # insurance navigation programs, # strategies developed
	MOU’s 
MOA’s
Egrams
	Division Staff
Annually



	Objective 2: By 2021, assure 95% of HIV + individuals diagnosed with a new STD are treated according to CDC guidelines within 30 days of specimen collection

	Monitoring: To what extent did MDHHS assure 95% of HIV + individuals diagnosed with a new STD are treated according to CDC guidelines within 30 days of specimen collection

	# HIV + individuals diagnosed with STD
# HIV + individuals treated within 30 days 
	STD Epi, MDSS

	Monthly
Division Staff

	Process Evaluation What were the barriers and facilitators to treating new STD cases according to CDC guidelines


	Providers “educated
% of providers not complying with guidance of testing and treating 
Client barriers/facilitators
Provider barriers

	STD Epi, MDSS
Client feedback
Provider feedback 
	annually



	Objective 3: By 2021, increase the percentage of persons with diagnosed HIV infection who are retained in HIV medical care from 75% to 90%

	Monitoring: to what extent did MDHHS increase the percentage of persons with diagnosed HIV infection who are retained in HIV medical care from 75% to 90%

	% of individuals retained in medical care (percentage of HIV patients, regardless of age, who had at least one medical visit with a provider with prescribing privileges in each 6 month period of the 24 month measurement period with a minimum of 60 days between medical visits)
	CareWare, eHARS, LMS 
	Ongoing 

	Process Evaluation: What were the contributing factors in retaining individuals into medical care? 

	# health literacy Materials dissemination of health literacy materials to whom and where, utilization of insurance navigation materials and staff # of people billing, # programs reporting income, funding allocation for health literacy for linguistic services of trainings, number of providers trained on MCM and standards of care, # of CEU delivered Monitor strategies developed include # of strategies identified through D2C and # of sites/areas implementing strategies
	EGrams 
Internal databased for tracking dissemination. CEU’s
Training Evaluation

	Quarterly
Division Staff




	Objective 4: By 2021, increase the percentage of persons with diagnosed HIV infection who are virally suppressed from 59% to 80%

	Monitoring: To what extent did the percentage of viral suppression occur?

	# of diagnosed individuals
# of individuals linked to care
# of individuals retained in care
% of individuals virally suppressed
	CareWare
eHARS
LMS

	Quarterly 


	Process evaluation: were purposed activities implemented?

	Quality Improvement
implementation through documentation of QI plans, establishment of QM subcommittees and # of consumer engagement projects, and # changes implemented as a result of findings from projects,
Collaboration and utilization of Pharmacists in clinical care
will be monitored by # of pharma who are part of clinical care teams, client feedback regarding utilization and comfortability of have pharma in clinical care teams.
Strategies to achieve viral load suppression 
# of programs, # of participants who are virally suppressed.
	client feedback.
Egrams
QI plans
Meeting evaluations
Training evaluations
Egrams/Contracts
	Annually 




	Objective 5: By 2021, at least 90% of Primary and Secondary Syphilis contacts who are newly diagnosed with HIV will be linked to HIV care within 30 days of HIV diagnosis.  

	Monitoring: To what extent did MDHHS link primary and secondary syphilis contacts who are newly diagnosed with HIV will be linked to HIV care within 30 days of HIV diagnosis.  

	# of primary and secondary contacts newly diagnosed linked to Care within 30 days
	MDSS
CareWare
eHARS
	Quarterly 
Division Staff

	Process Evaluation : What were the contributing factors to linking STD contacts to Care 

	Points of Entry# contacts that did not accept testing, client feedback for refusal, # of DIS point of care for HIV testing. Monitoring of PS activities co infections # of trainings, professional development, % of effective interviews, # of contacts, non-compliance rate, # of improvement plans/activities.
	PSWeb
MDSS
Client Feedback
DIS interview audits

	Division Staff
Annually 






Goal 3: Reduce disparities and health inequities
	Goal 3:

	Objective 1: By 2021, reduce disparities in the rate of new diagnoses by at least 15% among gay/bisexual men, young gay/bisexual black men, and black women.

	Monitoring:  To what extent did MDHHS reduce disparities in the new diagnosis decrease among gay/bisexual men, young gay/bisexual black men, and black women?

	number of testing events, number of positive test events, stratified by risk category, race, gender, annual surveillance report 

	EvaluationWeb, CareWARE, eHARS, and LMS, HIV trends document
	Monthly

	Process Evaluation: What were the barriers and facilitators of implementation of activities?

	Linkage to care rates in EIS agencies
Number of agencies
Type of Technical Assistance provided within 30 days
Number of trainings
Number of clinical and non-clinical providers trained 
Utilization of the provider consultation portal 
Number of PrEP and PEP providers
Number of messages developed
Reach and scope of media campaigns in affected communities
	MOU’s 
Egrams
Training Evaluations
PrEP Directory
Resource Inventory
Social media analytics from established social marketing campaigns
	Annually 



	Goal 3:

	Objective 2: By 2021, increase the percentage of youth and persons who inject drugs (PWID) with diagnosed HIV infection who are virally suppressed to at least 80%.

	Monitoring: to what extent did increase the percentage of youth and persons who inject drugs (PWID) with diagnosed HIV infection who are virally suppressed 

	Positivity
% of PWID virally suppressed
	CareWare
LMS
eHARS
	Anually 

	Process Evaluation: what were the contributing factors to increasing access to services and health outcomes 

	Number of SSP sites
Number of EIS services per site
community’s acceptability of D2CUsefulness of D2C Protocol and need for revisions
Collaboration with all involved stakeholders
Identified barriers to viral suppression and engagement in care
Number of new strategies to address barriers
Number of barriers and facilitators to viral suppression expressed by clients 
Number of internal MDHHS stakeholders in work groups Number of meeting
Barriers and facilitators to partnership and collaboration 


	Internal Discussion/Focus Group
Client feedback
MOU’s 
EGrams

	Annually 




		
	Goal 3:

	Objective 3: By 2021, decrease the proportion of persons with concurrent diagnosis from 21% - 17% to serve as an indicator for decreasing levels of stigma

	Monitoring : to what extent did MDHHS-proposed activities contribute to decreasing HIV stigma

	number of testing events, number of positive test events, % of individuals liked to care, % of individuals retained in care, and % of individuals who are virally suppressed in communities and population at risk for living with HIV. 
	EvaluationWeb, CareWARE, eHARS, and LMS-
	

	

	Process Evaluation Monitor
What were the contributing factors to decreasing levels for stigma?

	# of stigma campaigns developed
# of communities reached
# stigma summits with clear goals and objectives established
stigma survey # of responses
# of counties surveyed
stigma level
# of complaints and resolutions, # evaluate progression of complains for each providers,

	Stigma survey
Client feedback
Provider feedback
Marketing analytics 
	Annually 



	Goal 3: 

	

	Objective 4: By 2021 Increase the rate of rectal GC screening among HIV + MSM in high volume HIV care settings to 10% 

	Monitoring: To what extent did the rate of rectal GC screening increase among HIV+ MSM?

	#/% of rectal GC screenings among HIV+ MSM in specific settings stratified by race, ethnicity and communities. 
	MDSS a CareWare
	Quarterly 

	Process Evaluation How did implementation of activities impact provider and organizational capacity to engage in GC screening?

	# of updates disseminated to providers
# of education provided
# labs increasing testing stratified by setting and geography
	Egrams
Training evaluations
MDSS
	Annually 



	Goal 3: 

	Objective 5: By 2021 Increase the rate of syphilis screening among HIV + MSM in MDHHS-funded HIV care settings to 75%

	Monitoring: to what extent did MDHHS increase the rate of syphilis screening among HIV + MSM in MDHHS-funded HIV care settings?

	# HIV + MSM screened
# of reactive syphilis
# of contacts screened
# of ppl treated

	MDSS
	quarterly

	Process Evaluation 
How did MDHHS build workforce and organizational capacity to increase syphilis screening?

	# updates provided
# providers trained
# of client education materials disseminated
# of clients reached
% of clients advocating for care
# of facilities equipped to do HIV and Syphilis screenings 
	Training evaluations
Internal tracking systems
Client feedback
Provider feedback
MOU’s Egrams

	Annually 





	Goal 3: 

	Objective 6: By 2021 increase  the proportion  of MDHHS-funded GC tests allocated to African Americans by 5%

	Monitoring: To what extent did MDHHS increase MDHHS-funded GC tests 

	# of individuals tested stratified by race
# new infections 
	MDSS
	Quarterly 

	Process Evaluation Monitor-
What were the contributing factors to influencing the rate of infections among African Americans in MDHHS-funded  settings

	# of STD clinics in at need communities
# of providers offering STD screening
# school based screening events
Barriers and facilitators 
	MOUs
EGrams
STD program data
MDSS
Client feedback
Provider feedback
	Annually 



	Goal 3: 

	Objective 7: By 2021, increase to 65% the proportion of females age 15-24 covered by Medicaid in Michigan that are screened for CT per HEDIS guidelines

	Monitoring:
To what extent did MDHHS increase the proportion of females screened for CT?

	# of females screened stratified by type of insurance, clinic type, gender 
# of eligible females
	MDSS, FPAR Medicaid data
	Quarterly
STD Staff

	Process Evaluation Monitor- 

	What were the barriers and facilitators to implementing proposed activities?

	Literature development
Quality improvement teams
Partnering with title X clinics
Barriers and facilitators for provider to screen
Barriers and facilitators for clients to screen
	FPAR
Provider Feedback
Client feedback
# updates
	Annually 
STD Staff





c. Describe the strategy to utilize surveillance and program data to assess and improve health outcomes along the HIV Care Continuum which will be used to impact the quality of the HIV service delivery system, including strategic long-range planning.


Enhancing integration between Surveillance and HIV/STD Care and Prevention programs enhances the ability for utilization of data to assess and improve health outcomes. MDHHS surveillance has access to a variety of data systems for proper monitoring and assessment of both HIV positive clients but also high risk negatives along the continuum of care. Program and surveillance data that monitors health outcomes along with qualitative programmatic data will provide the foundational evidence for improving health outcomes and service quality along all points of the continuum of care. This integration of programs and data will identify barriers and facilitators to service implementation and positive health outcomes. This input will be vital as it will identify breakdowns in the current HIV testing, linkage and care delivery system.

Drawing upon the theoretical frame work of participatory and utilization focused evaluation all data collected will be collected with the intention to use it by the stakeholders. Beyond data collection by engaging all stakeholders to develop recommendations, create actionable next steps, utilization of findings is enhanced. 

Specifically lessons learned and best practices will inform future program planning. Any areas of concern can be addressed with technical assistance or through peer facilitated learning or collaborations. For instance PrEP referrals/clinics may need assistance with implementation with the current efforts of increase PrEP uptake. In Detroit MDHHS has a pool of individuals that have successfully started and maintained effective clinics. Thus a peer facilitated collaborative may assist others with similar outcomes. Another example is Linkage to care programs. Assessing different methods of linkage to care ie: through EIS, through care coordination, Data to Care will identify the most effective method and could be implemented in other areas. Lastly program and surveillance data will also assist in guiding future funding decisions and resource allocations. 

All utilization of data and subsequent next steps will be continuous throughout the plan. This outcome data will be collected and reported annually with feedback and utilization activities occurring one and half years into implementation. Thus, in the proposed 5 year plan new reiterations of the plan and activities will occur twice. 


[bookmark: _Toc496862708]Appendix A: Planning Summit Agenda
MDHHS HIV/AIDS and STD Integrated Prevention and Care Plan Planning Summit
April 20-21, 2016
Henry Center
3535 Forest Rd, Lansing, MI

Agenda – Wednesday, April 20, 2016

Welcome Reception, 5:00-7:00

Welcome, Karen MacMaster (MDHHS)

Agenda – Thursday, April 21, 2016

Breakfast and Registration, 8:00-8:30 Summit Welcome, 8:30-8:45 Introductions, Karen MacMaster (MDHHS)
Agenda review, meeting objectives, introduction to the process, Cynthia Cameron (MPHI)

Background, 8:45-10:00

Where we’ve been; what we’ve accomplished

· Michigan’s history with prevention and care, Amy Peterson (MDHHS) Where we are now
· Epidemiological data (STD), Jim Kent (MDHHS)
· HIV/AIDS needs assessment data, Crystal Tyler (MPHI)
· Affordable Care Act/Healthy Michigan and medical home models, Bambi VanWoert (Lansing Area AIDS Network)
· National HIV/AIDS Strategy (NHAS) and Integrated Planning 2016, Yasi Zamani-Hank (MDHHS)


Break, 10:00-10:15

Envisioning the Future (Breakout Group), 10:15 – 12:00
· Questions about the process, 10:15-10:30, facilitator
· Identify priorities/mind mapping, 10:45-12:00, facilitator

Lunch, 12:00-12:45

Envisioning the Future – (Breakout Groups), continued 12:45 – 2:45
· Develop strategies (format will be provided), small groups 1:30-2:15
· Share/discuss strategies, 2:15-2:45

Break, 2:45-3:00

Large Group Debrief, 3:00-4:15
· Report/discuss priorities and strategies from each breakout group, facilitators

Summit Wrap Up and Next Steps, 4:15-4:30
Karen MacMaster, MDHHS



[bookmark: _Toc496862709]Appendix B: Mind-Maps

The mind-maps generated by each breakout group are shown in Figures 4-9.  The brainstormed ideas are shown as text.  Each dot on the mind map represents a vote for that particular branch of the mind map.  The number of votes per branch is also summarized in parentheses.

[image: ]Figure 4: Individual mind-map generated by the Blue Group.  

[image: ]Figure 5: Individual mind-map generated by the Green Group.
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Figure 6: Individual mind-map generated by the Purple Group.
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Figure 7: Individual mind-map generated by the Orange Group.
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Figure 8: Individual mind-map generated by the Red Group.
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Figure 9: Individual mind-map generated by the Yellow Group.
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