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Introduction 

This Integrated HIV Prevention and Care Plan addresses the five-year period of 2017-2021 and outlines 
the collaboration between the Ryan White Part A planning council, the Southeastern Michigan HIV/AIDS 
Council (SEMHAC), and the Part A Grantee’s Office (GO) at the Detroit Health Department (DHD), to 
meet the needs of People Living with HIV (PLWH) in the Detroit Eligible Metropolitan Area (DEMA). The 
DEMA includes the following six counties in Southeastern Michigan: Lapeer, Macomb, Monroe, Oakland, 
St. Clair, and Wayne (including the city of Detroit). The Plan is in accordance with the Integrated HIV 
Prevention and Care Plan Guidance, including the Statewide Coordinated Statement of Need, CY 2017- 
2021, released by the Division of HIV/AIDS Prevention of the Centers for Disease Control and Prevention 
(CDC) and the HIV/AIDS Bureau of the Health Resources and Services Administration (HRSA), June 2015. 

 

Collaborations, Partnerships, and Stakeholder Involvement  

This Plan was developed collaboratively by SEMHAC, the GO, and other stakeholders. SEMHAC has 
engaged diverse stakeholder participation throughout all its planning processes; see Attachment A for 
SEMHAC representation table. This representation was supplemented in the Comprehensive Planning 
process by additional needs assessment and collaborations that are summarized below. As a result, the 
Plan includes extensive input from infected and affected communities, representatives of formerly 
incarcerated PLWH communities, and representatives of community based organizations, social service 
and healthcare agencies, administrative agencies and state, city and county health agencies. Planning 
included HIV service providers in the DEMA funded through Ryan White Parts A, B, C, D, and F as well as 
those not supported through Ryan White funds including agencies providing substance abuse treatment, 
mental health and housing services. Ryan White Part A staff from DHD, Ryan White Part B staff and 
epidemiologists from Michigan Department of Health and Human Services (MDHHS) were also active 
participants in the planning process.  

The Plan is organized along the HIV Care Continuum and aligned with the National HIV/AIDS Strategy for 
the United States, Updated to 2020 (NHAS)1. The Plan is responsive to MDHHS’ 2015 Michigan 
Coordinated HIV/AIDS Needs Assessment2 as well as additional DEMA-specific needs assessment 
conducted in 2016 to supplement MDHHS' statewide needs assessment. Lastly, the Plan is congruent 
with Fiscal Year 2016 goals for the DEMA Ryan White Part A Program, and aligned with goals for the 
Early identification of Individuals with HIV (EIIHA) and Clinical Quality Management plans. The specific 
contributions of stakeholders and key partners in the development of the plan are summarized below: 

 SEMHAC collaborated with MDHHS on the 2015 Michigan Coordinated HIV/AIDS Needs 
Assessment, including having representation on the needs assessment steering committee, 
collaborating on the development of all data collection tools, and participating in meetings to 
discuss needs assessment findings and their implications for care and prevention statewide and 
in the DEMA specifically. 

                                                        
1
 National HIV/AIDS Strategy for the United States, Updated to 2020 (July 2015), White House Office of National 

AIDS Policy. Retrieved August 31, 2016, from https://www.aids.gov/federal-resources/national-hiv-aids-
strategy/nhas-update.pdf.  
2
 2015 Michigan Coordinated HIV/AIDS Needs Assessment, Prepared by Michigan Public Health Institute for the 

Michigan Department of Health and Human Services. Retrieved August 31, 2016 from 
http://www.michigan.gov/documents/mdhhs/Michigan_HIV_Needs_Assessment_504007_7.pdf 
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 SEMHAC members collaborated with MDHHS on developing Michigan's 2016 Statewide 
Coordinated Statement of Need (SCSN) and statewide integrated plan by attending MDHHS' 
HIV/AIDS and STD Integrated Prevention and Care Plan Planning Summit. 

 SEMHAC conducted additional data collection and analysis to supplement data from the 
statewide needs assessment, including facilitating two focus groups with women living with HIV, 
conducting 47 in-person surveys with PLWH in the DEMA, merging and analyzing these survey 
data with DEMA survey data from the statewide needs assessment to yield a total of 154 PLWH 
DEMA surveys, and collaborating with the MDHHS epidemiologist on analysis of HIV surveillance 
data for the DEMA.  

 SEMHAC convened a two-day retreat, and an additional follow-up meeting, to review needs 
assessment findings and to develop the Plan; see Attachment B for needs assessment 
PowerPoint slides. Retreat participants included SEMHAC members, PLWH, providers, and staff 
from DHD and MDHHS. Retreat evaluations reported strongly favorable ratings of the retreat on 
all indicators measured, including overall quality, use of data, and retreat process; see 
Attachment C for retreat evaluation results. 

 SEMHAC and GO staff reviewed and provided feedback on drafts of the Plan, and SEMHAC 
formally approved the Plan by vote on September 28, 2016; see Attachment D for Letter of 
Concurrence. 

Although SEMHAC and the GO were very effective in gathering input for this Plan through a variety of 
methods, there were some stakeholders and partners that were not directly involved in developing the 
Plan or who were underrepresented in processes for gathering input, but who are needed to more 
effectively improve outcomes along the HIV Care Continuum. These stakeholders and partners will be 
more fully engaged during the implementation of the Plan and include, but are not limited to: youth and  
transgender individuals at risk for or living with HIV; and stakeholders from the AIDS Drug Assistance 
Program (ADAP), Association of Nurses in AIDS Care (ANAC), GO/MDHSS workgroup exploring 
transportation barriers, Housing Opportunities for People with AIDS (HOPWA), Midwest AIDS Education 
Training Center (MATEC), Michigan HIV/AIDS Council (MHAC), MDHHS-funded prevention programs, and 
non-RW and non-CDC/MDHHS testing sites. See the Integrated Prevention and Care Plan tables below 
for more information on some of the activities where specific stakeholders may be engaged. 

 

PLWH and Community Engagement  

As described above, this plan was developed by PLWH, providers, and other community stakeholders in 
the DEMA. SEMHAC is reflective of the epidemic in the DEMA: the 25 current members include PLWH 
and providers, and are diverse with regard to race and gender identity; see Attachment A for a table of 
SEMHAC representation. SEMHAC maintains an active Membership/Nominations and Bylaws committee 
that seeks to maintain membership diversity and representativeness.   
 

PLWH were very involved in all aspects of developing this plan. As described above, PLWH served on the 
steering committee for the 2015 Michigan statewide HIV/AIDS needs assessment, conducted surveys 
with PLWH for the statewide needs assessment and for the supplemental DEMA PLWH surveys, 
attended the two-day retreat and follow-up meeting to develop the Plan, reviewed and provided 
feedback on drafts of the Plan, and formally approved the Plan by vote. In addition to participation in 
needs assessment and planning meetings, methods used to engage PLWH and community stakeholders 
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included two focus groups with women living with HIV, and surveys with PLWH in the DEMA, including 
PLWH who had been recently linked to care, PLWH who had previously dropped out of care and been 
re-linked, and PLWH retained in care. The survey sample (N=154) was generally reflective of the 
epidemic in the DEMA with the majority of respondents being male (73%), Black (69%), and MSM (53%); 
see Attachment E for survey sample demographics. By comparison, the demographics of the epidemic in 
the DEMA as of January 1, 2016 are male (77%), Black (69%), and MSM (55%).3  

 

Monitoring and Improvement 

SEMHAC's existing structure and its partnership with the GO is well positioned to support the 
monitoring and ongoing improvement of the Plan.  This structure will be further strengthened to 
support the 2017 – 2021 Plan.  Specifically, the following activities will be used to monitor and improve 
the Plan: 

 Maintain a committee structure to support the work of the Plan.  SEMHAC has a five-committee 
structure that makes sure it carries out Ryan White Part A planning tasks, including the work of the 
Comprehensive Plan.  This includes a specific committee, the Long Range and Strategic Planning 
Committee (LRP), that provided oversight for developing the Plan and will have primary 
responsibility for monitoring and improving the Plan going forward. 

 Develop annual written committee workplans.  Each SEMHAC committee develops annual written 
workplans that reflect the strategies and activities of the Plan, set priorities, and provide a point of 
reference for monitoring the Plan at the committee level.  

 Hold regular committee meetings.  Each SEMHAC committee meets monthly.  Meetings follow 
written agendas that reflect current tasks, including those specifically related to the Plan and the 
committee workplans.  Written minutes are taken by SEMHAC support staff and posted on 
SEMHAC’s website.  In addition, committees report regularly at all Full Council meetings.  Regular 
meetings and reporting permit SEMHAC to monitor and improve planning activities throughout the 
year.   

 Include ongoing GO participation in SEMHAC committee and full council meetings.  The GO attends 
all regular committee and Full Council meetings.  In this way the GO supports and stays informed of 
SEMHAC work, and can report to SEMHAC on its progress on Plan tasks. 

 Monitor DEMA surveillance data.  SEMHAC and the GO receive regular updates from MDHHS on 
DEMA-specific data that help monitor progress on Plan objectives.  SEMHAC will continue to review 
published DEMA-specific surveillance reports and request additional data analysis as needed. 

 Complete a formal annual assessment of the Plan. At the end of each calendar year, the LRP 
Committee will coordinate an assessment of progress on the Plan.  This review will assess progress 
on the Plan's objectives; identify how well the Plan's activities were implemented for each strategy; 
identify successes, challenges, and opportunities for improvement in the Plan; review updated data 
on the epidemic and the needs of PLWH; and develop activities for each strategy in the Plan for the 
coming year.  

                                                        
3
 Annual Detroit Metro Area HIV Surveillance Report – Tables and Annual Michigan HIV Surveillance Report –Tables, 

New Diagnoses and Prevalence, 2015, MDHHS. Retrieved August 31, 2016 from 
http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2955_2982_46000_46003-35962--,00.html 

http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2955_2982_46000_46003-35962--,00.html
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Anticipated Challenges and Barriers  

SEMHAC, the GO and other stakeholders face several important challenges in successfully implementing 
the Plan to meet NHAS goals and improve HIV services and outcomes in the DEMA.  These include the 
size and scope of the HIV epidemic in DEMA; structural issues related to poverty, racism, homophobia, 
and HIV-related stigma; and the lack of sufficient public and private resources dedicated to HIV. The HIV 
epidemic disproportionately impacts the DEMA compared to other parts of Michigan, and the DEMA 
also continues to be the leading edge of new infections in the state.  Within the DEMA, HIV 
disproportionately impacts African Americans and sexual minorities.4  In addition, the DEMA faces 
reduced economic opportunities relative to other parts of Michigan and the country. Wayne County, 
which is both the most populous county in Michigan and home to 68% of PLWH living in the DEMA, was 
ranked last of all 83 Michigan counties by the Robert Wood Johnson Foundation in considering health 
outcomes and health factors including social and economic factors and physical environment.5 Detroit 
was ranked as the most impoverished major city in the United States in 2014 by the US Census Bureau.6  
SEMHAC needs assessment data show that PLWH experience challenges such as food and housing 
insecurity, unemployment, lack of transportation and childcare, and HIV-related stigma as potential 
barriers to linkage, retention and medications adherence.  While addressing these factors can be more 
complex than just monetary resources, it is problematic that HIV-specific resources, such as Ryan White 

Part A funding, have remained fairly level despite growing numbers of positive persons in the DEMA.  
These challenges, individually and taken together, will make it difficult for SEMHAC and the GO to 
achieve Plan objectives. 

 

Plan Structure 

The Plan is structured in accordance with CDC and HRSA’s Integrated HIV Prevention and Care Plan 
Guidance, including the Statewide Coordinated Statement of Need, CY 2017- 2021, June 2015. For each 
NHAS goal, there are two or more DEMA specific, measurable,   achievable, realistic, and time-phased 
(SMART) objectives with stated baseline and performance targets and with specified data sources. For 
each objective, there are three or more strategies that span the five-year period of the plan. For each 
strategy, there are one or more activities for the upcoming program year (2016-2017). Each activity 
specifies the target population of PLWH to be positively impacted, the resources needed to implement 
the activity, and the responsible parties and additional collaborators to be engaged in the activity.  

The figure on the next page provides an overview of the Plan's five-year goals, objectives and strategies. 
The subsequent pages of this document present the full Plan including all elements described above. 

                                                        
4
 Annual Detroit Metro Area HIV Surveillance Report – Tables and Annual Michigan HIV Surveillance Report –Tables, 

New Diagnoses and Prevalence, 2015, and Annual Michigan HIV Surveillance Report - Tables, New Diagnoses and 
Prevalence, 2015, MDHHS.  Retrieved August 31, 2016 from http://www.michigan.gov/mdhhs/0,5885,7-339-
71550_2955_2982_46000_46003-35962--,00.html and 
http://www.michigan.gov/documents/mdhhs/State_tables_july_2016_531699_7.pdf 
5
 County Health Rankings and Roadmaps, Robert Wood Johnson Foundation. Retrieved August 30, 2016 from 

http://www.countyhealthrankings.org/app/michigan/2016/rankings/wayne/county/outcomes/overall/snapshot 
6
 Census bureau: Detroit is poorest big city in U.S., Karen Bouffard, Detroit News, September 17, 2015.  Retrieved 

August 30, 2016 from http://www.detroitnews.com/story/news/local/michigan/2015/09/16/census-us-uninsured-
drops-income-stagnates/32499231/  

http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2955_2982_46000_46003-35962--,00.html
http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2955_2982_46000_46003-35962--,00.html
http://www.michigan.gov/documents/mdhhs/State_tables_july_2016_531699_7.pdf
http://www.countyhealthrankings.org/app/michigan/2016/rankings/wayne/county/outcomes/overall/snapshot
http://www.detroitnews.com/story/news/local/michigan/2015/09/16/census-us-uninsured-drops-income-stagnates/32499231/
http://www.detroitnews.com/story/news/local/michigan/2015/09/16/census-us-uninsured-drops-income-stagnates/32499231/
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Integrated HIV Prevention and Care Plan 

NHAS Goal 1: Reduce new HIV infections 

Objective 1: New Diagnosis 

NHAS: By 2020, reduce the number of new diagnoses by at least 25 percent. 

DEMA: By December 31, 2017, reduce the annual number of new diagnoses by at least 17 percent, from 537 to 444. 

Baseline data source: MDHHS HIV Surveillance data, calendar year 2010: 537 new cases diagnosed annually. 

Data indicator to monitor progress: Epidemiological data describing number of new diagnoses in the DEMA annually. 

 

Strategies for 2017-2021 Activities for 2017-2018 
Target 

Population 

Resource 

Needs  

Responsible 

Parties 

1. Support efforts to 
expand access to pre-
exposure prophylaxis 
(PrEP). 

1.1 Stay involved in provider training and other efforts to 

make sure providers are aware of PrEP and can prescribe 

or refer clients’ partners for PrEP if needed. 

PLWH and 
their partners 

Provider 
training on 
PrEP for RW 
and non-RW 
providers 

GO/DHD 

Other Partners: 

MATEC, 

MDHHS 

2. Make sure prevention 
with positives is 
included in RW 
programming. 

2.1 Make sure RW case management and outpatient 

ambulatory health services (OAHS) programs follow 

service standards for screening HIV-positive clients’ 

prevention needs and provide/refer to HIV prevention 

services if needed. 

PLWH who 
receive case 
management 
and OAHS 
services 

Service 

Standards 

GO, LRP 

3. Strengthen 
relationships between 
HIV prevention and 
care services. 

3.1 Make sure HIV care programs have strong linkages with 

CDC/MDHHS prevention programs and can refer clients 

if needed.  Review service standards and clarify which 

providers should have formal collaborative agreements 

with HIV prevention providers (e.g., medical case 

management, EIS, and OHAS). 

All PLWH Service 

Standards 

GO, LRP 

 3.2 Develop prevention-care collaborative workgroup with 

MDHHS, MHAC and SEMHAC. 

All PLWH 
and at-risk 
individuals 

Prevention 

and care 

collaboration 

SEMHAC NA 

Other Partners: 

MDHHS, MHAC 
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NHAS Goal 1: Reduce new HIV infections 

Objective 2: Viral Suppression 7 

NHAS: By 2020, increase the percentage of persons with diagnosed HIV infection who are virally suppressed to at least 80 percent. 

DEMA: By December 31, 2017, increase the percentage of persons with diagnosed HIV infection who are virally suppressed to at least 71 
percent. 

Baseline data source: MDHHS Surveillance data, calendar year 2010: 48% of persons with diagnosed HIV infection in the DEMA were virally 
suppressed. 

Data indicator to monitor progress: Epidemiological data describing the proportion of persons with diagnosed HIV infection in the DEMA who 
are virally suppressed. A person is considered virally suppressed if s/he has less than or equal to 200 copies of HIV virus per milliliter of blood. 

                                                        
7 Reducing viral load for PLWH reduces the risk of transmitting of HIV and improves health outcomes for PLWH. Therefore, this objective and its 
related parts of the plan are identical to those found under Goal 2, Objective 3 (page 15). 

** Indicates activities or strategies targeting specific populations to address health disparities. 

Strategies for 2017-2021 Activities for 2017-2018 
Target 

Population 

Resource 

Needs 

Responsible 

Parties 

1. Improve access to HIV 
medications within the Ryan 
White Part A system. 

1.1 Coordinate with the state AIDS Drug Assistance 

Program (ADAP) to improve the process for 

consumers to access prescriptions and health 

insurance. 

All PLWH GO and 
MDHHS 
collaboration 

GO  

Other Partners: 

MDHHS 

1.2 Explore establishing EMA-wide emergency access 

to medication.  Consider Local Pharmaceutical 

Assistance Program (LPAP) in PSRA process. 

All PLWH PSRA resource 
allocation as 
needed 

SEMHAC 
Finance, GO 

2. Further develop providers’ 
knowledge, skills and 
practical supports to assist 
clients with medication 
adherence. 

 

2.1 Study barriers to medication adherence for youth 

and women. Explore developing an online survey 

that can be done at points of contact with clients 

(i.e., clients at services like case management, 

food bank, etc. could receive a link to an online 

needs assessment survey).** 

All PLWH, 
particularly 
youth and 
women 

 

Mechanism to 

assess barriers 

to medications 

adherence  

SEMHAC NA 
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Strategies for 2017-2021 Activities for 2017-2018 
Target 

Population 

Resource 

Needs 

Responsible 

Parties 

(Strategy 2 continued) 2.2 Ensure RW providers are trained on and use 

effective medications adherence strategies. Take 

into account findings from needs assessments; 

consider using particular interventions like Every 

Dose, Every Day, and/or tools like text messages, 

alarms, pill boxes, key chains, etc. to meet clients 

where they are. 

All PLWH, 
particularly 
youth and 
women 

 

Data on 
barriers to 
medications 
adherence 

 

GO 

Other Partners: 

MDHHS, 

MATEC, ANAC 

3. Continue to address intra-
personal barriers that hinder 
medications adherence  
(e.g., knowledge, beliefs on 
community norms, mental 
health, stress). 

3.1 Explore feasibility of social media campaign to 

educate and motivate PLWH on the benefits of 

medications; use SEMHAC website and other 

methods as appropriate. Consider coordinating 

with existing social media campaign materials 

(e.g., CDC health communications and social media 

campaigns). 

All PLWH Social media 

campaign 

GO/DHD and 

SEMHAC LRP 

and support 

staff/interns 
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NHAS Goal 2: Increase access to care and improve health outcomes for People Living with HIV 

Objective 1: Linkage 

NHAS: By 2020, increase the percentage of newly diagnosed persons linked to HIV medical care within 1 month of their HIV diagnosis to at least 
85 percent. 

DEMA: By December 31, 2017, increase the percentage of newly diagnosed persons linked to HIV medical care within 1 month of their HIV 
diagnosis to at least 82 percent. 

DEMA: By December 31, 2017, increase the true linkage rate8 of newly diagnosed persons linked to HIV medical care within 1 month of their HIV 
to at least 44 percent. 

Baseline data source:  MDHHS HIV Surveillance data, calendar year 2010:  

 75% of newly diagnosed persons in the DEMA were linked to HIV medical care within one month of diagnosis 

 43% of newly diagnosed persons in the DEMA were linked to HIV medical care more than 8 days and less than 1 month of diagnosis. 

Data indicator to monitor progress: Epidemiological data describing the proportion of persons newly diagnosed with HIV in the DEMA who 
received CD4, viral load, and genotype lab tests within specified time periods (i.e., within 1 month of diagnosis; or more than 8 days and less 
than 1 month of diagnosis).  
 
 

  

                                                        
8
 True linkage rate excludes lab tests reported in the first 8 days following diagnosis to ensure that linkage rates are not inflated by including labs that are 

drawn at time of diagnosis for persons who may never return for medical care.  Persons "linked" within 8 days of diagnosis have future care rates similar to 
those linked after 1 month.  The true linkage rate is the proportion linked more than 8 days and less than 1 month.   

Strategies for 2017-2021 Activities for 2017-2018 
Target 

Population 

Resource 

Needs 

Responsible 

Parties 

1. Strengthen linkages 
between the Ryan White 
Part A and non-HIV-specific 
sites where people might 
be diagnosed (e.g., private 
medical providers). 

1.1 Identify and build relationships with non-RW and 

non-CDC/MDHHS testing sites that report high 

numbers of HIV+ tests, and support their ability to 

link positive clients to care. MDHHS surveillance 

data will be used to see which sites will be 

prioritized for EIS outreach. 

Newly 
diagnosed 
PLWH 

Surveillance 
data on sero-
positively rates 
by test site 

GO 

Other partners: 

MDHHS 

Surveillance 
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Strategies for 2017-2021 Activities for 2017-2018 
Target 

Population 

Resource 

Needs 

Responsible 

Parties 

(Strategy 1 continued) 1.2 Develop a resource guide / listing of RW services in 

the DEMA to promote wider awareness of RW 

services among non-RW and non-CDC/MDHHS 

testing sites.  Make sure up-to-date information is 

included in community-wide resources such as 

United Way’s Michigan 2-1-1 database.  Provide up-

to-date listing to the non-RW and non-CDC/MDHHS 

testing sites that receive EIS support in activity 1.1 

above. 

Newly 
diagnosed 
PLWH 

Current 
information on 
RW services in 
the DEMA 

GO 

1.3 Explore partnerships with MATEC and Part F to 

include consumers in provider training events to 

make sure providers understand the consumer 

point of view about barriers and facilitators to care. 

Newly 
diagnosed 
PLWH 

Consumers 
willing to 
participate in 
provider 
trainings 

SEMHAC PWC 

Other partners: 
MATEC 

2. Continue to identify and 
address structural barriers 
to linkage (e.g., transpor-
tation, child care, health 
insurance deficits, housing). 
Make sure these 
improvements also support 
retention in care. 

 

2.1 Coordinate with existing efforts to understand 

Health Insurance barriers, with special focus on 

transportation and on how insurance 

plans/Medicaid may not be meeting the 

transportation needs of PLWH. The GO should 

present to SEMHAC on GO/MDHSS transportation 

workgroup activities. Consider information about 

transportation and other structural barriers (e.g., 

child care) during PSRA and update service 

standards update to meet the needs of newly 

diagnosed persons (e.g., consider options for taxis 

or pick-up rather than bus tokens, proof-of-status 

requirements, etc. as barrier to care). [Note this 

activity may extend beyond 2017.] 

All PLWH, 
particularly 
those newly 
diagnosed 

Data on 
structural 
barriers to 
linkage 

GO, SEMHAC 
Finance and 
LRP 

Other Partners: 

MDHHS 
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** Indicates activities or strategies targeting specific populations to address health disparities. 

Strategies for 2017-2021 Activities for 2017-2018 
Target 

Population 

Resource 

Needs 

Responsible 

Parties 

(Strategy 2 continued) 2.2 Explore expanding housing options for PLWH. 

Consider SEMHAC representation on the Housing 

Action Network of Detroit. GO should explore if 

any affordable housing efforts or workgroups exist 

within City government.   

All PLWH with 

housing needs,  

particularly 

those newly 

diagnosed 

Data on PLWH 

housing needs 

SEMHAC LRP, 

GO/HOPWA 

3. Continue to identify and 
address intra-personal 
barriers to linkage  
(e.g., mental health, 
mistrust of medical 
systems/conspiracy 
theories, language).  
Make sure these 
improvements also 
 support retention in care. 

3.1 Consider if there are ways to strengthen 

assessment of mental health needs of newly 

diagnosed persons at points of entry into the care 

system.  Evaluate universal service standards and 

strengthen if necessary.  

Newly 

diagnosed 

PLWH 

Service 

Standards 

SEMHAC LRP, 

GO 

3.2  Explore strengthening the use of peers (i.e., PLWH) 

in programming for PLWH, with a special focus on 

youth. Explore peer-training models (in EMA and 

other jurisdictions). Assess the training needs of 

peers and how funded agencies use peers. If 

needed, deliver trainings that meet peer and 

agency needs.** [Note this activity may extend 

beyond 2017.] 

All PLWH, 

particularly 

youth and 

those newly 

diagnosed 

PLWH willing 

to serve as 

peers 

SEMHAC NA, 

GO 

3.3 During PSRA explore directives to expand 

alternative clinic times and locations for mental 

health, psychosocial support and medical care 

providers. 

All PLWH, 

particularly 

those newly 

diagnosed 

Data on 

barriers to 

linkage 

SEMHAC 

Finance 
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Strategies for 2017-2021 Activities for 2017-2018 
Target 

Population 

Resource 

Needs 

Responsible 

Parties 

(Strategy 3 continued) 3.4 Learn more about community attitudes and 

experiences that hinder linkage to care (e.g., 

mistrust of medical system, language) as well as 

communication channels for addressing those 

concerns (e.g., who people consider to be trusted 

sources of information, language). Work with the 

MDHHS/GO Data to Care project to see what is 

being learned about linkage to care barriers from 

PLWH who are re-linked to care. Collect additional 

information, if needed. [Note this activity may 

extend beyond 2017]. 

All PLWH, 

particularly 

those newly 

diagnosed 

Data on 

barriers to 

linkage 

SEMHAC NA, 

GO 

Other Partners: 

MDHHS 
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NHAS Goal 2: Increase access to care and improve health outcomes for People Living with HIV 

Objective 2: Retention 

NHAS: By 2020, increase the percentage of persons with diagnosed HIV infection who are retained in HIV medical care to at least 90 percent. 

DEMA: By December 31, 2017, increase the percentage of persons with diagnosed HIV infection who are retained in HIV medical care to at least 
85 percent. 

Baseline data source:  MDHHS Surveillance data, calendar year 2010: 74% of persons with diagnosed HIV infection in the DEMA who were 
retained in HIV medical care. 

Data indicator to monitor progress: Epidemiological data describing the proportion of persons with diagnosed HIV infection in the DEMA who 
receive at least one CD4, viral load, or genotype lab tests within one calendar year. 

 

Strategies for 2017-2021 Activities for 2017-2018 
Target 

Population 
Resource Needs 

Responsible 

Parties 

1. Continue to identify and 
address structural and 
quality of care barriers to 
retention in care (e.g., 
transportation, child care, 
health insurance, basic 
needs AND cultural 
competency, stigma, clinic 
wait times and hours). 
Make sure these 
improvements also support 
linkage to care for newly 
diagnosed (see Goal 2, 
Objective 1, above). 

1.1 Coordinate with existing efforts to understand 

and address transportation barriers. Explore 

other transportation options (e.g. Uber) and 

consider legislation/standards and cost of these 

options. Information about transportation 

should be considered during PSRA and service 

standards updates to make sure transportation 

services support retention in care. [Note this 

activity may extend beyond 2017.] 

All PLWH, 
particularly 
those linked 
to care 

Data on barriers  
to retention 

GO, SEMHAC 
Finance and 
LRP 

Other Partners: 

MDHHS 

1.2 Explore incentivizing expanded clinic access  

(e.g. evening/weekend appointments, satellite 

clinics, women’s specialty clinic, child care, etc.). 

All PLWH, 
particularly 
those linked 
to care 

Incentives to 
expand access 
(to be 
determined) 

GO 

1.3 Coordinate with existing activities to learn more 

about and address experiences that hinder 

retention in care. [Note this activity may extend 

beyond 2017.] 

All PLWH, 

particularly 

those linked 

to care 

Data on barriers  

to retention 

SEMHAC NA, 

GO 

Other Partners: 
MDHHS 
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** Indicates activities or strategies targeting specific populations to address health disparities. 

Strategies for 2017-2021 Activities for 2017-2018 
Target 

Population 
Resource Needs 

Responsible 

Parties 

2. Continue to identify and 
address intra-personal 
barriers to retention in care 
(e.g., knowledge of HIV 
care, mental health, 
mistrust of medical 
systems/conspiracy 
theories). Make sure these 
improvements also support 
linkage to care for newly 
diagnosed (see Goal 2, 
Objective 1, above). 

2.1 Make sure Part A consumers are referred to and 

receive needed mental health treatment and 

psychosocial services.  Explore how mental 

health and psychosocial assessments are 

conducted in the Part A system, and if 

consumers get referrals and access these 

services. Evaluate and, if necessary, strengthen 

service standards. 

All PLWH, 

particularly 

those linked 

to care 

Data on mental 

health needs and 

barriers; and 

Service 

Standards 

SEMHAC LRP, 

GO 

3. Target strategies 
specifically for individuals 
who have never been in 
care, have dropped out of 
care or are at risk for 
dropping out of care 
(e.g., during transitions 
such as following incar-
ceration, moving from 
pediatrics to adult care). 

3.1 Review (and update) service standards to clarify 

that Ryan White resources can be used to cover 

services/gaps for youth who cannot or do not 

use their parent’s insurance due to 

confidentiality issues.** 

All PLWH, 

particularly 

youth linked 

to care 

Service 

Standards 

SEMHAC LRP, 

GO 

3.2 Explore the use of community health workers 

(CHW employed in EIS programs) to educate 

staff at points of entry such as substance use 

disorder treatment facilities, homeless shelters, 

other social services, etc. to use the following 

standardized screening protocol; see 

Attachment F for  standardized screening 

protocol. 

All PLWH, 

particularly 

those never 

linked to care, 

dropped out of 

care, or at-risk 

for dropping out 

Standardized 

screening 

protocol 

GO 
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NHAS Goal 2: Increase access to care and improve health outcomes for People Living with HIV 

Objective 3: Viral Suppression 9 

NHAS: By 2020, increase the percentage of persons with diagnosed HIV infection who are virally suppressed to at least 80 percent. 

DEMA: By December 31, 2017, increase the percentage of persons with diagnosed HIV infection who are virally suppressed to at least 71 
percent. 

Baseline data source: MDHHS Surveillance data, calendar year 2010: 48% of persons with diagnosed HIV infection in the DEMA were virally 
suppressed. 

Data indicator to monitor progress: Epidemiological data describing the proportion of persons with diagnosed HIV infection in the DEMA who 
are virally suppressed. A person is considered virally suppressed if s/he has less than or equal to 200 copies of HIV virus per milliliter of blood. 

                                                        
9 Reducing viral load for PLWH reduces the risk of transmitting of HIV and improves health outcomes for PLWH. Therefore, this objective and its 
related parts of the plan are identical to those found under Goal 1, Objective 2 (page 7). 

** Indicates activities or strategies targeting specific populations to address health disparities. 

Strategies for 2017-2021 Activities for 2017-2018 
Target 

Population 

Resource 

Needs 

Responsible 

Parties 

1. Improve access to HIV 
medications within the Ryan 
White Part A system. 

1.1 Coordinate with the state AIDS Drug Assistance 

Program (ADAP) to improve the process for 

consumers to access prescriptions and health 

insurance. 

All PLWH GO and 
MDHHS 
collaboration 

GO  

Other Partners: 

MDHHS 

1.2 Explore establishing EMA-wide emergency access 

to medication.  Consider Local Pharmaceutical 

Assistance Program (LPAP) in PSRA process. 

All PLWH PSRA resource 
allocation as 
needed 

SEMHAC 
Finance, GO 

2. Further develop providers’ 
knowledge, skills and 
practical supports to assist 
clients with medication 
adherence. 

2.1 Study barriers to medication adherence for PLWH. 

Explore developing an online survey that can be 

done at points of contact with clients (i.e., clients 

at services like case management, food bank, etc. 

could receive a link to an online needs assessment 

survey).** 

All PLWH, 
particularly 
youth and 
women 

 

Mechanism to 

assess barriers 

to medications 

adherence  

SEMHAC NA 
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Strategies for 2017-2021 Activities for 2017-2018 
Target 

Population 

Resource 

Needs 

Responsible 

Parties 

(Strategy 2 continued) 2.2 Ensure RW providers are trained on and use 

effective medications adherence strategies. Take 

into account findings from needs assessments; 

consider using particular interventions like Every 

Dose, Every Day, and/or tools like text messages, 

alarms, pill boxes, key chains, etc. to meet clients 

where they are. 

All PLWH, 
particularly 
youth and 
women 

 

Data on 
barriers to 
medications 
adherence 

 

GO 

Other Partners: 

MDHHS, 

MATEC, ANAC 

3. Continue to address intra-
personal barriers that hinder 
medications adherence  
(e.g., knowledge, beliefs on 
community norms, mental 
health, and stress). 

3.1 Explore feasibility of social media campaign to 

educate and motivate PLWH on the benefits of 

medications; use SEMHAC website and other 

methods as appropriate. Consider coordinating 

with existing social media campaign materials 

(e.g., CDC health communications and social media 

campaigns). 

All PLWH Social media 

campaign 

GO/DHD and 

SEMHAC LRP 

and support 

staff/interns 
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NHAS Goal 3: Reduce HIV-related disparities and health inequalities 

Objective 1: Youth Viral Suppression 

NHAS: By 2020, increase the percentage of youth and persons who inject drugs with diagnosed HIV infection who are virally suppressed to at 
least 80 percent. 

DEMA: By December 31, 2017, increase the percentage of youth with diagnosed HIV infection who are virally suppressed to at least 64 percent. 

Baseline data source: MDHHS Surveillance data for calendar year 2010: 27% of youth with diagnosed HIV infection in the DEMA were virally 
suppressed. 

Data indicator to monitor progress: Epidemiological data describing the proportion of persons 13-24 years old with diagnosed HIV infection in 

the DEMA who are virally suppressed. A person is considered virally suppressed if he/she has less than or equal to 200 copies of HIV virus per 

milliliter of blood.  

 

Strategies for 2017-2021 Activities for 2017-2018 
Target 

Population 

Resource 

Needs  

Responsible 

Parties 

1. Enhance efforts to link youth 
to care by continuing to 
address intra-personal barriers 
to care (e.g., mistrust of the 
medical system, knowledge of 
medical services or HIV). 

1.1 Strengthen the use of peers (i.e., PLWH) in 

programming for PLWH, with a special emphasis 

on youth.  (See above, Goal 2, Objective 1, 

Strategy 3, Activity 3.2) 

PLWH youth PLWH youth 

willing to serve 

as peers 

SEMHAC NA, 

GO 

2. Enhance efforts to retain 
youth in care by targeting 
strategies specifically for 
individuals who have never 
been in care, have dropped 
out of care or at risk for 
dropping out of care. 

2.1  Review (and update) service standards to clarify 

that Ryan White resources can be used to cover 

services/gaps for youth who cannot or do not 

use their parent’s insurance due to 

confidentiality issues. (See above, Goal 2, 

Objective 2, Strategy 3, Activity 3.1) 

PLWH youth Service 

Standards 

SEMHAC LRP, 

GO 
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Strategies for 2017-2021 Activities for 2017-2018 
Target 

Population 

Resource 

Needs  

Responsible 

Parties 

3. Enhance efforts to help youth 
linked to care achieve viral 
suppression. 

3.1 Study barriers to medication adherence for 

youth. Explore developing an online survey that 

can be done at points of contact with clients 

(i.e., clients at services like case management, 

food bank, etc. could receive a link to an online 

needs assessment survey). (See above, Goal 2, 

Objective 3, Strategy 2, Activity 2.1) 

PLWH youth Mechanism to 

assess barriers 

to medications 

adherence for 

youth 

SEMHAC NA 

3.2 Target medication adherence geared toward 

youth and women, make sure strategies take 

into account any findings from needs 

assessments (See above, Goal 2, Objective 3, 

Strategy 3, Activity 3.3) 

PLWH youth 

and women 

Strategies to 

address 

barriers to 

medications 

adherence 

GO 
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NHAS Goal 3: Reduce HIV-related disparities and health inequalities 

Objective 2: Other HIV-related Disparities and Health Inequalities  

Since only one of the NHAS indicators for HIV-related disparities and health inequalities applies to care services in the DEMA, SEMHAC chooses 
to frame its local objectives around local populations experiencing HIV-related health disparities and inequities. 

DEMA: By 2021, reduce HIV-related disparities and health inequalities among at least one population of PLWH in the DEMA (to be determined). 

Data indicator to monitor progress: Epidemiological data describing changes in HIV-related disparities and health inequalities among at least one 
population of PLWH in the DEMA (to be determined), annually through 2021. 

 

Strategies for 2017-2021 Activities for 2017-2018 
Target 

Population 

Resource 

Needs 

Responsible 

Parties 

1. Use epidemiological data to 
identify populations of PLWH 
in the DEMA experiencing HIV-
related disparities and health 
inequalities in linkage, 
retention and/or viral 
suppression.  Consider 
additional data sources for 
populations that may be 
experiencing disparities but 
may not be fully reflected in 
the epidemiological data, such 
as transgender persons and 
persons for whom English is a 
second language. 

1.1 Request MDHHS surveillance to analyze DEMA 

epidemiological data to identify the numbers 

and rates of persons not linked to care, not 

retained in care, and not virally suppressed.  

Analysis should look at subpopulations by age, 

sex/gender, race/ethnicity, risk, and geographic 

location; and consider if there are statistically 

significant differences between subpopulations. 

PLWH  with 

HIV-related 

disparities 

and health 

inequalities 

MDHHS 

surveillance 

data on 

HIV-related 

disparities 

and health 

inequalities 

SEMHAC NA 

Other partners: 

MDHHS 

1.2 Develop data visualization or presentation of 

these data for SEMHAC full council and LRP.   

 

PLWH  with 

HIV-related 

disparities 

and health 

inequalities 

Data 

presentation 

SEMHAC NA 
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Strategies for 2017-2021 Activities for 2017-2018 
Target 

Population 

Resource 

Needs 

Responsible 

Parties 

2. Develop a plan to address HIV-
related disparities and health 
inequalities among at least 
one population of PLWH in the 
DEMA in the areas of linkage, 
retention and/or viral 
suppression. 

2.1 Based on epidemiological data, identify at least 

one priority population of PLWH in the DEMA 

experiencing HIV-related disparities and health 

inequalities, and develop draft plan to address 

these disparities. 

PLWH  with 

HIV-related 

disparities 

and health 

inequalities 

Draft plan 

to address 

identified 

disparities 

SEMHAC LRP 

2.2 Upon approval from full planning council, adjust 

Comprehensive Plan as appropriate.   

PLWH  with 

HIV-related 

disparities 

and health 

inequalities 

Updated 

Comprehensive 

Plan 

SEMHAC LRP 

3. Begin implementation of the 
plan to address HIV-related 
disparities and health 
inequalities among at least 
one population of PLWH in the 
DEMA in the areas of linkage, 
retention and/or viral 
suppression. 

3.1 Engage GO and SEMHAC committees to 

implement the adjusted plan to reduce HIV-

related disparities and health inequalities among 

the identified population(s) (e.g., address 

prioritized population in PSRA, directives, 

adjustments to the service standards; service 

provider training and/or monitoring; etc). 

PLWH  with 

HIV-related 

disparities 

and health 

inequalities 

PSRA resource 

allocation, 

directives, 

service 

standards, 

training (to be 

determined) 

SEMHAC LRP 
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Attachments 

 

Attachment A:   SEMHAC Representation Table 

Attachment B: Needs Assessment Slides from Comprehensive Planning Retreat 

Attachment C: SEMHAC Comprehensive Planning Retreat Evaluation Results 

Attachment D: Letter of Concurrence 

Attachment E: PLWH Survey Demographics 

Attachment F: Standardized Screening Protocol (see Goal 2, Strategy 3, Activity 3.2) 

 



Attachment A: SEMHAC Representation Table 
 

 

HRSA Part A Representation Category Number Percent 

   

Community Volunteer 11 44% 

Other 14 56% 

   

Male 10 40% 

Female 14 56% 

Transgender 1 4% 

   

White 9 36% 

Black or African American 16 64% 

   

Affected Communities, including PLWH and historically underserved subpopulations 10 40% 

Representatives of/or formerly-incarcerated PLWH 2 8% 

CBOs serving affected populations/AIDS Service Organizations (ASOs) 1 4% 

Social Service Providers, including housing and homeless services providers 1 4% 

Mental Health 1 4% 

Substance Abuse Providers 1 4% 

Local Public Health Agencies 4 16% 

Hospital planning agencies or other healthcare planning agencies 1 4% 

Non-elected community leaders 1 4% 

State Part B Agency 1 4% 

Part C 1 4% 

Other Federal HIV Programs, including HIV Prevention programs 1 4% 

   

Aligned 10 40% 

Unaligned 15 60% 

   

Total 25 100% 



Attachment B: Needs Assessment Slides from Comprehensive Planning Retreat 
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 Southeastern Michigan 
HIV/AIDS Council (SEMHAC) 

 
Comprehensive Planning Retreat 

June 10 - 11, 2016 

Why are we here? 

Gather input for developing a Comprehensive Plan 

Roadmap to guide partnership of SEMHAC 
and Grantees Office 

Spans five years, 2017- 2021 

Improve continuum of care for PLWH in the DEMA 

Built on needs assessment / data driven 

Meet requirements of Ryan White legislation 

 

 

 

What are going to do? 

June 10: SEMHAC + Guests 

Review Comprehensive Plan framework 

Discuss epidemiological and needs assessment data 

Develop strategies to improve care continuum 

 

June 11: SEMHAC 

Refine strategies from June 10 

Develop objectives, activities and timeline 
to support strategies 

 

 

 

 

 

What happens after the meeting? 

Draft Plan 

Get 
feedback 

Revise 
SEMHAC 

Vote 

Done! 
(Sept 30th) 

Long Range Planning 

Needs Assessment 

Grantees’ Office 

SEMHAC 

Stakeholders 

What is the Ryan White program? 

Health Resources and Services Administration (HRSA)  
 
Ryan White Program funds services for PLWHA 
 
Core services and support services 
 
For PLWHA not covered by other programs and/or 
cannot pay for the care they need 
 
“Payer of last resort”  
 

Total FY 2015 Ryan White Funding = $2,318,781,000 
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Part A 
Eligible 

Metropolitan 
Areas 

Part C 
Primary Care and 
Early Intervention 

Part D 
Children, Youth, 

Women, Families 

Part B 
States and 
Territories 

Part F 
Portfolio of 
Programs 

 

DEMA FY16 

$9.4 million 

4,000+ clients 

HRSA 

Southeastern 
Michigan Health 

Association 

Detroit Health 
Department 

Providers 
Services to PLWHA 
and their families 

How does the funding flow? 

HRSA 

Apply to HRSA for funding  

Issue RFP for services 

Select providers 

Manage provider contracts 
and issue payments 

Conduct quality management 

Comprehensive planning 

Southeastern 
Michigan Health 

Association 

Detroit Health 
Department 

Providers 
Services to PLWHA 
and their families 

What does the Grantee’s Office do? 

HRSA 

SEMHAC 
Southeastern 

Michigan Health 
Association 

Detroit Health 
Department 

Providers 
Services to PLWHA 
and their families 

What is SEMHAC’s role? 

Needs Assessment 

Annual service priorities 
and resource allocations 

Directives on how services 
can best meet priorities 

Assess administrative 
mechanism for expending funds 

Comprehensive planning 

SEMHAC’s Mission Statement 

Strengthen a coordinated regional response 

to the HIV/AIDS epidemic in Southeastern 

Michigan by involving persons infected 

and affected by HIV/AIDS and community 

leaders in the public and private sector. 

HRSA Expectations for Comprehensive Plan 

Include diverse perspectives: 

PLWH, Community, Agency Partners 
 

Align with other efforts: 

National HIV/AIDS Strategy 

Continuum of Care 

Part B statewide planning process 

Part A HRSA application, EIIHA and QI plans 
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NHAS Goals 

Goal 1: Reducing new HIV infections 

Goal 2: Increasing access to care and improving health 
outcomes for PLWH 

Goal 3: Reducing HIV-related disparities and health 
inequities 

Goal 4: Achieving a more coordinated national 
response to the HIV epidemic 

 

Part A - no prevention funding 
Care as Prevention 
 

HIV in Southeast Michigan 
June 10, 2016 

Julie Marsack, MPH, CHES 

Epidemiologist/Data Manager 

HIV Surveillance Program 

Michigan Department of Health and Human Services 

DEMA 
 

Detroit Eligible 
Metropolitan Area 

Key Definitions and Relationships 

Prevalence 

Deaths 

New diagnoses (new dx) 

Prevalence 
If New dx > Deaths 

Count 

Key Definitions and Relationships 

Rate 

Percent 

Prevalence is increasing in the DEMA 

Prevalence 
If New dx > Deaths 

New Diagnoses 

Deaths 

2015 Prevalence 
11,223 

(up tick due to 
immigration) 

0 

4,000 

8,000 

12,000 

1980 1990 2000 2010 

C
o

u
n
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Year 
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DEMA has highest HIV rate in MI, 2015 Detroit has highest HIV rate in DEMA 

Rate per 100,000  
residents 

0 (no new 
cases) 
1-4 
5-9 
10-14 
15-35 

Oakland 
7 

Macomb 
7 

Lapeer 
1 

St. Clair 
3 

Wayne 
8 

Monroe 
6 

Detroit 
35 

HIV’s disproportional burden 

Black males prevalence rate >6x white males 
 

Rate = 1,103 per 100,000 
 

Rate = 166 per 100,000 
 

HIV’s disproportional burden 

Black females prevalence rate >2x white males 

Rate = 354 per 100,000 
 

Rate = 166 per 100,000 
 

Since HIV is primarily a male epidemic, females 
with rates higher than males is cause for alarm 

Most new cases are in young people, 2015 
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Age at Diagnosis 

There is an aging population of PLWH, 2015 

0% 

5% 

10% 

15% 

20% 

25% 

30% 

0 - 12 13 - 19 20 - 24 25 - 29 30 - 39 40 - 49 50 - 59 60+ 

P
ro

p
o

rt
io

n
 o

f 
Po

p
u

la
ti

o
n

 

Current Age 



9/13/2016 

5 

HIV Trends in the DEMA  
2010-2014 

Overview 

 Comparing new dx in 2010 to 2014 

 

 Average 532 new dx in the DEMA annually 

 

 Look for significant trends overall and by age, race, 
sex, transmission risk, residence, and infection stage 

Annual Review of HIV Trends in SE Michigan, April 2016 

Highest rates of new diagnoses in DEMA are among: 

20 - 24 year olds 

Males 

Black males and females and black persons overall 

Men who have sex with men (MSM) 

Detroit residents 

Annual Review of HIV Trends in SE Michigan, April 2016 

Very few significant changes   

   among subgroups 

   analyzed suggests 

 that new diagnoses in 

DEMA are becoming more 

and more stable each year. 

Annual Review of HIV Trends in SE Michigan, April 2016 

Race and sex disparities in rates of new diagnoses 

Comparing diagnosis rates of black persons  
and white persons in 2014: 

Black persons rate was almost 10X higher 

Black males rate was over 9X higher 

Black females rate was 16X higher 

HIV Infected Diagnosed In Care 
Viral 

Suppression 

HIV Care Continuum 
(aka Treatment Cascade) 

Two types of data we’ll discuss today 

Epidemiological - Case Reports 

Needs Assessment - PLWH Survey and Focus Groups 
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HIV Infected Diagnosed In Care 
Viral 

Suppression 

Epi Data on Linkage to Care 

Linkage to Care 

DEMA HIV Care Continuum 
(aka Treatment Cascade) 

DEMA HIV Care Continuum, 2015 

10,803 

9,291 

7,079 

5,707 
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Select Stages of the HIV Care Continuum 

76% 81% 86% 

Persons linked quickly were more likely to be 
in care during the years following diagnosis 

70% 

80% 

90% 

1 2 3 4 5 6 7 8 
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Year(s) after diagnosis 

Linked ≤1 month after dx 

Linked >1 month after dx 

Linkage in ≤1 month remains stable 
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Year 

2014 2013 2012 2011 2010 

Never 
linked 
 
Linked 
>1 mo 
after dx 
 
Linked 
≤1 mo 
after dx 

Linkage in ≤1 Month is Not Meeting NHAS Target 

0% 

20% 

40% 

60% 

80% 

100% 

P
ro

p
o

rt
io

n
 L

in
ke

d
 t

o
 C

ar
e

 

Year 

2014 2013 2012 2011 2010 

85% goal 

Never 
linked 
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>1 mo 
after dx 
 
Linked 
≤1 mo 
after dx 
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Black females linked later than others, 
Latina females linked less 

Black Female 

Black Male 

White Female 

White Male 

Latina Female 

Latino Male 

0% 20% 40% 60% 80% 100% 

in 1 month after 1 month never Linked → 

 

 

Needs Assessment Data on 
Linkage to Care 

HIV Infected Diagnosed In Care 
Viral 

Suppression 

Linkage to Care 

But, first an overview of the needs 
assessment process! 

Needs Assessment Data on 
Linkage to Care 

SEMHAC’s Needs Assessment Data 

SEMHAC 
PLWH Survey 

SEMHAC 
Focus Groups 

Statewide 
PLWH Survey 

PLWH Survey 

SEMHAC PLWH survey in DEMA, April – May 2016 

Surveyed PLWH in care 

Questions about barriers and facilitators to linkage, 
retention in care, and medications adherence 

Same questions used in Michigan Department of Health 
and Human Services (MDHHS) statewide PLWH survey 

MDHHS PLWH survey questions developed 
by SEMHAC Needs Assessment Committee  

 

 

PLWH Survey 

Source Number in DEMA  % 

MDHHS 107 69% 

SEMHAC 47 31% 

Total 154 100% 

Preliminary data combined for this presentation: 
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Focus Group Data 

SEMHAC Women’s Focus Groups, February 2016 

Two groups - total 20 women living with HIV 

Participants part of two Ryan White funded support 
groups for women 

 

Needs Assessment Data Strengths 

Trained SEMHAC interviewers and focus group 
facilitators 

Combined SEMHAC and MDHHS data to provide 
larger sample size 

Data provides useful insight into 
barriers and facilitators that can help 
with Comprehensive Plan 

A word of caution… 

 

 Findings are not generalizable! 

Convenience sampling, primarily through existing 
service provider locations 

Almost all were currently in medical care  

Many/most were Ryan White service recipients 

Survey Participant characteristics do not fully align 
with epidemiology or geography (e.g., no participants 
from Lapeer, Monroe or St. Clair) 

Needs Assessment Data on 
Linkage to Care 

HIV Infected Diagnosed In Care 
Viral 

Suppression 

Linkage to Care 

Many linked to medical care 
more than 3 months after diagnosis 

70% 

16% 
13% 

1% 
0% 

10% 

20% 

30% 

40% 

50% 

60% 

70% 

80% 

< 3 mos 3 mos - 1 year > 1 year  Never 

Time from positive diagnosis to linkage to medical care (n = 150) 

30% 

Many had difficulty getting medical care 
first time after testing positive 

Ease of getting medical care the first time (n = 148) 

41% 

22% 
18% 18% 

0% 

10% 

20% 

30% 

40% 

50% 

60% 

70% 

80% 

Very easy Little easy Little difficult Very difficult 

36% 
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Challenges getting medical care first time 

Scared, angry, not comfortable talking to doctor, 
not able to accept diagnosis/denial 

Didn’t feel supported 

Didn’t know where to go 

Access to care                            

insurance 

transportation 

doctor unfamiliar with HIV resources 

 

 

How help get into medical care right away? 

At time of diagnosis 

Immediate access / referrals to:  

Medical care, medication, insurance  

Case management and community orgs serving PLWH 

Transportation 

Information about HIV and available services 

Address emotional needs, including offering 
mental health counseling or peer support  

 

 

Participant Voices 

The doctor that diagnosed me didn't 
know where to send me and I was in 
denial.  I had to figure out where to 
go after I was able to deal with it.      
 
SEMHAC Survey Participant  

 

Participant Voices 

Transportation [was a problem], 
I was unemployed and it was hard 
to get to and from the doctor’s, 
even $1 co-pays.  Help people get 
bus tickets and medication.  
Housing has to be stable to focus 
on meds and self care.      
 

SEMHAC Survey Participant  
 

 

Participant Voices 

Just being diagnosed is difficult.  A Case 
Worker who has it is better than someone 
who doesn't.  [They] can offer knowledge 
because they can be a little more tuned in 
to what they're saying. In example, if you 
don't have kids you can't tell me how to 
raise them.  It's a bond because someone's 
trying to help you get through something 
that's affecting their lives as well.                                   
  

SEMHAC Survey Participant  
 

 

What can be done to improve 
Linkage to Care? 

Develop 2 - 3 ideas for improving linkage to care that 

are feasible for SEMHAC and GO,  

would make a meaningful difference, and  

would be implemented over several years 

Flag any ideas (*) specifically focused on reducing 
disparities as evidenced in the epi data 

Write clearly (so we can read it later!) 

30 Minutes! 
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HIV Infected Diagnosed In Care 
Viral 

Suppression 

Epi Data on Retention in Care 
DMA HIV Care Continuum, 2015 

10,803 

9,291 

7,079 

5,707 
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IDUs have lowest care rate 

0% 

20% 

40% 

60% 

80% 

100% 

C
ar

e 
R

at
e

 

Risk 

 

Needs Assessment Data on 
Retention in Care 

HIV Infected Diagnosed In Care 
Viral 

Suppression 

Many find it easy to get medical care now 
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23% 

7% 

2% 
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Ease of getting medical care now (n = 153) 

91% 

Some had difficulty getting medical care now 

68% 

23% 

7% 

2% 
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Very easy Easy Difficult Very difficult 

Ease of getting medical care now (n = 153) 

9% 

Care Barriers (or Facilitators) 

Lack of transportation 

Housing and food insecurity 

No insurance/ability to pay 

Lack of support - peers, family, friends, providers 

Lack of knowledge - PLWH, family, providers 

Stigma - family, community, providers  

Clinic issues - wait times, confidentiality, hours 

 

 

Participant Voices 

Stable housing. When you become 
homeless you give up on everything.    
Make sure there are support systems in 
place to prevent you from giving up.  
 

SEMHAC Survey Participant 
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Participant Voices 

Transportation, adequate housing, food, 
and any other current need should be 
met before they can get to a doctor. 
 

SEMHAC Survey Participant 
 

 

Participant Voices 

Because you sit there [at the clinic] and 
you're like, Okay, I got a 9:00 something 
appointment but you don't see me till 
damn near 11:00. And then when I get 
out the door it's damn near 2:00. I got 
to get the kids from school.  
 
SEMHAC Focus Group Participant 
 

 

Participant Voices 

If people stopped acting like HIV is a 
death sentence and understand that you 
can’t get it from day to day contact. 
People still act like its the 80’s or you can 
get it from just a hug. Stop the stigma. 
 
SEMHAC Focus Group Participant 

 

 

Barriers and facilitators for women  
Focus group data 

Women’s roles as care taker influences ability to take 
care of HIV-related needs  

Motivation for self-care, welcome distraction from HIV 

Challenge to juggle responsibilities 

 

Clinic-based childcare helpful, but has challenges 

Concerns about children getting sick or quality of care 
(may be general concerns about all child care) 

Participant Voices 

It keeps you going. You don't have time for 
yourself. The one good thing about it – 
'cause there's a positive in everything, 
is it don't give you time to focus on what's 
wrong with you, so it make you kind of 
overextend yourself with your family, 
friends, or your mate…. I hide behind helping 
my kids – they well old enough for me not to 
do the things that I do. But when I had the 
free time, I've got too much thinking, so you 
know, I appreciate helping others. 
 

SEMHAC Focus Group Participant 
 

 

Participant Voices 

I know when I miss appointments it's 
because I be just so busy. When you're 
trying to juggle your health and then 
you've got kids.… A lot of times women 
don't have time to do what they need to 
do for their self because we're so busy 
taking care of everybody else. That's my 
problem. I'm so busy taking care of 
everybody in my house and in my family 
that I don't care of myself. 
  
SEMHAC Focus Group Participant 
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Ongoing support helps PLWH stay in care 

Friends, family and partners 

Peers, including peers support groups and peers as 
providers (e.g., case managers, EIS) 

Mental health counseling 

Providers 

practical support (e.g., appointment 
reminders, referrals, information)  

compassion and respect 

Participant Voices 

Before this group I was in school and I was 
like ok, I've got to quit school, get a job, I 
can't do nothing. But coming here I finished 
school on time with no stops in between, 
even with having a new baby at home and 
a ten year old at home. I found that good 
paying job that I have been wanting and 
looking for and it was really because of this 
group 'cause I had got to a point where I 
felt like I didn't have that sign across my 
forehead. 'Cause when I started, oh I felt 
like everybody could see it.  
  
SEMHAC Focus Group Participant 
 

 

Participant Voices 

Be involved with your patients or clients.  
My case manager and doctor’s office call 
and check on me to make sure I'm okay.  
They really care even when I feel like I 
don't.  They also helped me early in my 
diagnosis to get the things I needed help 
with like food, clothing, medications, 
and other resources. 
 
SEMHAC Focus Group Participant 
 

 

Quality of care is important 

Culturally competent 

Greater LGBTQ experience/sensitivity 

Respectful, compassionate 

Knowledge/experience in HIV care 

Knowledge of/referral to local HIV services 

 

 

Participant Voices 

For me it's like childcare, transportation 
and maybe like feeling like you're going 
to be judged at the doctor's office 
sometimes.  Even … some of the staff that 
specialize in [HIV care] still judging your 
lifestyle or your situation or whatever. 
 
SEMHAC Focus Group Participant 

 

 

Knowledge of HIV important for 
PLWH, providers, and community 

PLWH Providers 
Families and 
Community 

 

Information about HIV 
✓ 

For self-care 
✓ 

To treat PLWH 
✓ 

To reduce stigma 

Availability of Ryan 
White services 

✓ ✓ 

Importance of care ✓ 
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Some PLWH had been out of care previously 

23% were out of care 
for at least 12 months 
during past two years 

 

All were back in care at 
the time of the survey 

 

 

 

 

Feelings about HIV, health and access were 
top reasons for being out of care 

0% 10% 20% 30% 40% 50% 60% 

Didn't want to think about being HIV+ 

Felt fine 

Forgot/missed appointment 

CD4 and viral load good 

Transportation 

Homeless 

Reasons for being out of care (n = 45) 

What helped people reconnect to care? 

Self-motivation 

Felt ill or fear of becoming ill 

Help from friends and family 

Support and encouragement from  
care staff 

 

 

 

Participant Voices 

My peer support helped me or told to me 
to get back in care and I did. Plus my 
daughter is a motivation too. Support 
from family to a degree and family 
members who have died from HIV. 
 

SEMHAC Survey Participant  
 

 

What can be done to improve 
Retention in Care? 

Develop 2 - 3 ideas for improving retention in care that 

are feasible for SEMHAC and GO,  

would make a meaningful difference, and  

would be implemented over several years 

Flag any ideas (*) specifically focused on reducing 
disparities as evidenced in the epi data 

Write clearly (so we can read it later!) 

30 Minutes! 

 
 

HIV Infected Diagnosed In Care 
Viral 

Suppression 

Epi Data on Viral Suppression 
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DMA HIV Care Continuum, 2015 
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A+ for viral suppression! 
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Needs Assessment Data on 
Medications Adherence 

HIV Infected Diagnosed In Care 
Viral 

Suppression 

Most prescribed HIV medications  
Many recently missed or skipped meds 

94%  currently prescribed HIV medications 
  

Half had skipped or missed a dose 
of medications in the last 30 days 
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What helps PLWH take medications? 

Reminders (from others) 

Remembering by myself 

Consequences of not taking meds and the will to live 

Pre-packaged meds or weekly/monthly pill box 

Taking medication at the same time everyday 

 

What makes it difficult to take medications? 

Remembering to take them 

Routines required  

Pills too big 

Too many pills 

Side effects, feel sick after taking them 

Participant Voices 

My nurse talked with me about missing 
doses and explained to me I could 
become resistant.  She also let me know 
that there are medications that I could 
take to help manage the side effects.  
 

SEMHAC Survey Participant  

Participant Voices 

Motivation to live, lots of people pulling 
for you. Timer on my phone and pill box 
set up by Nurse/Case Manager.  

 

SEMHAC Survey Participant  

What can be done to improve 
Medications Adherence and Viral Suppression? 

Develop 2 - 3 ideas for improving med adherence and VS that 

are feasible for SEMHAC and GO,  

would make a meaningful difference, and  

would be implemented over several years 

Flag any ideas (*) specifically focused on reducing disparities 
as evidenced in the epi data 

Write clearly (so we can read it later!) 

30 Minutes! 

 
 
 

Next Steps 

June 10: SEMHAC + Guests 

Review Comprehensive Plan framework 

Discuss epidemiological and needs assessment data 

Develop strategies to improve care continuum 

 

June 11: SEMHAC 

Refine strategies from June 10 

Develop objectives, activities and timeline 
to support strategies 

 

 



 

 

Attachment C: SEMHAC Comprehensive Planning Retreat Evaluation Results 

Overview  

A two-day Comprehensive Planning retreat was convened by Southeastern Michigan HIV/AIDS Council 
(SEMHAC) on June 10 – 11, 2016 to support the development of its Comprehensive Plan for the years 2017-
2021. Consultants Jane Conklin and David Napp co-facilitated the retreat, with additional presentations provided 
by the Evelyn Postell-Franklin, SEMHAC co-chair; Quintin Stroud, SEMHAC needs assessment co-chair; Leanne 
Savola, Ryan White Program Manager, Detroit Department Health Department; and Julie Marzak, HIV 
Surveillance Epidemiologist and Data Manager, Michigan Department of Health and Human Services.   

The first day of the retreat included SEMAHC members and additional stakeholders, and featured presentations 
of the Comprehensive Planning requirements, epidemiological data, and needs assessment data collected in the 
Detroit Eligible Metropolitan Area (DEMA).  Participants were asked for their ideas for how SEMHAC might best 
to respond to the needs of PLWH in the DEMA that are aligned with SEMHAC’s mission and the National 
HIV/AIDS Strategy.  On the second day, SEMHAC members refined the input received on the first day and 
prioritized strategies and activities that SEMHAC will undertake to advance the Comprehensive Plan's goals and 
objectives.  

This report presents results of evaluation surveys administered at the end of each day of the retreat. Of the 29 
people who attended the first day (Day 1) of the retreat, 22 (81%) completed the evaluation.  This included 12 
SEMHAC members and 10 non-SEMHAC members.  Of the 20 people who attended the retreat’s second day 
(Day 2), 16 (80%) completed the evaluation. This included 12 SEMHAC members and 4 non-SEMHAC members. 

Quality of the Retreat Process 

Table 1 presents data from participant ratings about the quality of the retreat process. The percentage of 
participants scoring each level and the overall mean score for each training objective are displayed. On Day 1, 
for all six objectives, 22 or all scores (100%) were Somewhat Agree or Strongly Agree. All mean scores ranged 
from 3.7 to 4.0; the possible range of mean scores was 1 - 4.  On Day 2, for all 4 objectives, 16 or all scores 
(100%) were Somewhat Agree or Strongly Agree. All mean scores ranged from 3.7 to 3.9; the possible range of 
mean scores was 1 - 4.  An additional Day 2 objective was not scored due to an error in the evaluation form.    

Table 1: Number of Participants and Mean Scores for Retreat Quality Measures 

Day 1 (n=22) 
Strongly 
Disagree 

Somewhat 
Disagree 

Somewhat 
Agree 

Strongly 
Agree 

Mean 

I understand the purpose of the 
Comprehensive Plan 

0% 0% 14% 86% 3.9 

The data presentations were useful  0% 0% 18% 82% 3.8 

We used data to inform our ideas in group 
discussions  

0% 0% 18% 82% 3.9 

I believe my input was valued by others 0% 0% 32% 68% 3.7 

What we accomplished today will inform the 
Comprehensive Plan 

0% 0% 19% 81% 3.8 

The process was well facilitated 0% 0% 5% 96% 4.0 

  



 

 

Day 2 (n=16) 
Strongly 
Disagree 

Somewhat 
Disagree 

Somewhat 
Agree 

Strongly 
Agree 

Mean 

Our work today built on the ideas that came 
from the first day of the retreat 

0% 0% 13% 88% 3.9 

I believe my input was valued by others 0% 0% 31% 69% 3.7 

What we accomplished today will inform the 
Comprehensive Plan 

0% 0% 13% 88% 3.9 

The process was well facilitated 0% 0% 13% 88% 3.9 

 

Overall Quality of the Meeting 

Table 2 presents data from participant ratings of the overall quality of the retreat, on a scale of poor to excellent. 
The percentage of participants scoring each level is displayed. All participants rated the retreat as good or 
excellent, with the majority rating the retreat as excellent. 

Table 2: Ratings of Overall Retreat Quality 

 Poor Fair Average Good Excellent 

Day 1 (n = 22) 0% 0% 0% 27% 73% 

Day 2 (n = 16) 0% 0% 0% 13% 88% 

 

Qualitative Feedback 

Table 3 lists participants' verbatim responses to the question: What did you like most about today’s meeting? 
Comments are listed roughly by theme, in order of strength. Participants liked working in groups, the format and 
interactive nature of the meeting, and information provided during the retreat.  Day 1 participants placed more 
emphasis on group work, whereas Day 2 participants emphasized feelings of accomplishment and progress.  

Table 3:  What did you like most about today’s meeting?  

Day 1 (n=22) 

 Group interactions

 Group participation

 Group work

 The groups and food  

 Small group brainstorming discussions

 The collaboration

 Attendees participation, small group 
discussions

 Meeting new people

 The diversity and the energy

 The easy flow of getting work done 

 Everyone respect each others points

 Process of reviewing data the generating ideas 

 “Yes and” activity1


 “Yes, and” process

 I love the Yes game

 Interactive

 Short sessions and presentations

 Making it simplistic as possible

 The information presented was idea and easy to comprehend

 Learning new things about topic

 The slides and statistics, group activities

 The vast amount of info delivered in a simple, understandable 
manner

                         
1“Yes and” is a group engagement strategy that allows individuals to build on previous participants’ comments, by stating 
“Yes, and…” then sharing their own perspective. The exercise continues until everyone has shared her/his opinions and new 
ideas are exhausted. 



 

 

Table 3, continued: What did you like most about today’s meeting?  

Day 2 (n=13) 

 Drilling down the plan; feeling like we accomplished 
something and no time was wasted; facilitation of 
the meeting 

 Progress 

 The ability to get things done 

 The exercise of action planning 

 The opportunity to exchange ideas and being able 
to see the progress made since the 1st day 

 The format which it was done 

 Breakout session 

 The breakout sessions for each portion of the plan 

 Working separately on each strategy vs. each group 
goes thought all strategies and then share out 

 That it provided clarification about our 
Comprehensive Planning process, and that each 
section was clearly articulated in terms that 
everyone could understand given the diversity of 
SEMHAC members levels of 
understanding/comprehension 

 Information 

 Together on same cause and page 

 Unity 

Table 4 lists participants’ verbatim responses, roughly grouped by theme, to the question: What could have 
made this meeting better? Of those answering this question, six (6) Day 1 respondents and four (4) Day 2 
respondents indicated that no improvement was needed which is generally consistent with the positive findings 
about the quality of the retreat. Themes for improvement included securing more diverse representation in 
attendees, more time or group management strategies, and additional information. Several respondents offered 
ideas related to logistics such as food or compensation for attendance. One Day 2 respondent said “everything;” 
although given otherwise high quality scores, it is unclear if the respondent meant everything needed to be 
improved, did not finish this response, or misunderstood one or more survey questions.  

Table 4:  What could have made this meeting better? 

Day 1 (n = 14)  

 I love everything that happened today. The 
information was very well put and understanding 

 Nothing seen 

 Nothing I can think of. Give me time I’ll think of 
something 

 N/A 

 N/A 

 ? 

 Broader spectrum of participants – especially most 
disproportionately affected groups 

 Representative from the youth  

 More participation from RW funded providers  

 Redirection and staying on target. We need 
someone to be Sgt. @ Arms  

 Time 

 Making the surveillance data more digestible for 
the audience, e.g. using take home messages for 
each graph so people know what to understand 
from each slide. 

 More specific info for the most affected 
demographics 

 Snacks after lunch 

Day 2 (n=13)  

 The information shared was great 

 Nothing 

 N/A 

 N/A 

 Greater outside input 

 If we had more young people and transgender 

 A kitchen table/parking lot 

 Sometimes people got off on long tangents and it 
was hard to get back on track  

 More time needed to accomplish our goals 

 Chocolate 

 Not a fan of chicken salad thought this is not 
significant 

 If we could all get a check for attending?? 

 Everything 



 

 

Table 5 lists participants' verbatim responses to the question: What else do you want to tell us? Most responses 
in this section were praise and appreciation for the facilitators and process.  One Day 1 participant restated the 
idea that the participants could be more diverse, with another indicating a desire for a different or additional 
speaker to introduce the funding source.  

Table 5:  What else do you want to tell us? 

Day 1 (n = 9)  

  Overall I enjoyed the facilitation 

 The presenters did a great job keeping us on track 
and focused 

 Keep doing what you do 

 Thanks! 

 I appreciate you to the fullest as always 

 I enjoyed it very much 

 I really enjoyed the info and presentation  

 Please expand group of participating – 
disappointed not to see mental health agencies, 
physician groups – need to include outside 
providers who are not Ryan White 

 Representative should introduce funding source 

Day 2 (n=7)  

 Good job by both facilitators 

 As usual the facilitators were very effective and 
the exceeded my expectations 

 Thank you for your style and methods of keeping 
things focused and on track 

 I am blessed to be apart of this process and I am 
grateful to be apart of it! 

 Rock On! 

 Nothing! 

 N/A 

 



Attachment D: Letter of Concurrence 
 
Insert here in final version 



 

 

Attachment E: PLWH Survey Demographics (N=154) 1 

Data combined from Michigan Coordinated HIV/AIDS Needs Assessment 2015 (MDHHS) and SEMHAC 
needs assessment survey data 

 

Gender 

73%  Male  

23%  Female  

8%  Transgender, Genderqueer or Transfemale  

Age 

19% 18-25 

29% 26-35 

22% 36-45 

16% 46-45 

13% 56+ 

Sexual Orientation 

53% MSM  

29% Heterosexual  

10% Bisexual, same gender loving, queer or other  

Race 

69% Black  

21% White  

 6% Multiracial, American Indian/Alaska Native, Asian, Other  

Ethnicity 

 7% Hispanic Latino  

 3% Arab/Chaldean  

County of Residence2 

 Participants were from Wayne, Oakland, Macomb counties 

 No participants from Lapeer, Monroe or St Clair counties 

 

                                                        
1 Totals may not always = 100% due to “select all that apply” demographics questions, some participants 
choosing not to answer all questions, and rounding of percentages. 

2 Percentages not provided because MDHHS report only included counties represented and not a 
breakdown of how many participants came from each county. 



 

 

Attachment F: Standardized Screening Protocol (see Goal 2, Strategy 3, Activity 3.2) 

 

 

 


