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Executive Summary

Current surveillance records indicate that thereevle766 people living with diagnosed HIV in
Maine at the end of 2015.

Maine is a sparsely populated state with a low alence of HIV. Although there is a huge
geographic divide within the state and many gehesthted needs, the HIV prevention and care
communities have a history of working togetherddrass Maine’s needs. There is a broad array
of both medical and support services availablestapfe living with HIV in Maine; in 2015,

there was more than $22.7 million spent on HIV/S3pgcific services in the state.

Most of the services assessed and described iddbisment are publicly-funded and supplied
through MaineCare (MaineCare), Ryan White, HIV rgion 12-1201 and Housing
Opportunities for People with AIDS (HOPWA) grant$aineCare, HOPWA, and AIDS Drug
Assistance Program (ADAP) services are availableufhout the state; Ryan White Part C
services are available through three strategitadigted regional providers; and HIV case
management is available through community-basedaggthroughout the state. Other key
medical providers also contribute to the Continwafr@are.

From 2015-2016, an extensive needs assessmenspnweas conducted statewide to address the
current resources available and the gaps thatiexsgrvices for a representative sample of
people living with diagnosed HIV and those at higjhrésk for contracting HIV in Maine. A
synthesis of data collected through the needs sxs®ed served as a guide in the creation of this
Integrated HIV Prevention and Care Plan.

This document contains the Statewide Coordinatate®itent of Need (SCSN), which reports on
the findings from the needs assessment and thgrétéel HIV Prevention and Care Plan, which
illustrates programming strategies to meet speolfjectives for HIV Prevention and Care
services over the next five years.

Maine SCSN and Integrated HIV Prevention and Care Plan



Section I: Statewide Coordinated Statement of Need/Needs Assessment

A. Epidemiologic Overview
As of December 31, 2015, there were an estimat&blpeople living with HIV
(PLWH) residing in Maine. In 2015, 48 newly diagadsHIV cases were reported to
Maine CDC. Ten newly diagnosed cases (21 perceacgived an AIDS diagnoses within
one month of testing positive for HIV.

Maine is a sparsely populated state with a low glence of HIV. In 2014, Maine’s
population was an estimated 1.3 million. More tB&mpercent of Maine residents lived
in its two southern-most counties, York and Cundoed|

In 2015, the estimated rate of reported HIV diseadéaine was 132.8 per 100,000, a
significant increase from the 2005 rate of 70.41@3,000. This increase in HIV
prevalence may be due to several factors, inclutiagased HIV testing, improved
disease reporting and data collection and lonfesgdans among PLWH.

Maine’s Ryan White Part B Program funds payer sf fasort financial assistance and
medical case management programs to help low-ingmaople living with HIV in Maine
to obtain or maintain access to appropriate health and services. In 2015, the Part B
Program provided some form of assistance to a ¢6882 unduplicated people living
with HIV, approximately half of all PLWH in the ¢& Ryan White Part B demographic
data are presented in this section to bridge gaparveillance data.

Geography

Surveillance data are not always complete withnetgmresidence and do not indicate
when PLWH move within the state. Therefore, theaeg distribution of utilizing Ryan
White Part B members may provide a more accurateng of current residence among
PLWH.

Table 1. Utilizing Ryan White Part B members by regon of residence, 2015

Region n %
Southern

(Cumberland and York counties) = S
Central

(Oxford, Franklin, Androscoggin, Somerset, Kennebec 271 31%
Sagadahoc, Lincoln, Knox and Waldo counties)

Northern

(Piscataquis, Penobscot, Hancock, Washington andstwok 154 17%
counties)

Total 882 100%

Source: CAREWare
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Sex

Surveillance data refer to an individual’'s assigeex at birth. At this time, Maine is
unable to thoroughly and accurately report on curgender identity, which may be
different than sex at birth. Aligning with natiorehd historic trends, the majority of new
diagnoses in Maine in 2015 were among individudisse sex at birth was male. Of the
48 individuals diagnosed with HIV in 2015, 38 wemnale (79 percent), and 10 were
female (21 percent). Males also make up the mgj8R2 percent) of all Maine PLWH.

The Ryan White Part B Program records members‘idetitified gender. As of
December 31, 2015, approximately one percent ohRYhite Part B members identified
as transgender.

Age

In 2015, the majority of new HIV diagnoses in Maimere among individuals age 30 and
older (71 percent). New diagnoses were reportgeeaple ages nine through 70,
including four pediatric cases. In 2015, approxeha®5 percent of all Maine PLWH
were age 30 and older and more than half (58 pgregme age 50 and older. The table
below provides a breakdown by age group of new #ignoses, existing HIV cases and
utilizing Ryan White Part B members for comparison.

Table 2.New HIV diagnoses, all PLWH and utilizing Ryan White Part B members
by age group, 2015

New HIV Existing HIV cases  Utilizing Ryan White Part

diagnoses (PLWH) B members
Agegroup n % n % n %
under 13 2 4% 13 1% 7 <1%
13-19 2 4% 8 <1% 2 <1%
20-29 10 21% 67 4% 28 3%
30-39 13 27% 225 13% 120 14%
40-49 9 19% 433 25% 217 25%
50-59 7 15% 657 37% 340 39%
60 and older 5 10% 363 21% 168 19%
Total 48 100% 1,766 100% 882 100%

Source: Maine Electronic HIV and AlDS Reporting System (eHARS), CAREWare

Race and Ethnicity

Of the 48 new adult HIV diagnoses in Maine in 202548 percent) were among non-
Hispanic White individuals, 14 (29 percent) wereoaign Black/African-American
individuals and 4 (8 percent) were among individual Hispanic/Latino ethnicity.

The table below provides a breakdown of all Maih&®# by race/ethnicity.

Maine SCSN and Integrated HIV Prevention and Care Plan



Table 3. Number and distribution of Maine PLWH by race/ethnicity, 2015

Race/ethnicity n %
White* 1,356 77%
Black/African-American* 237 13%
Hispanic/Latino(a) 108 6%
Other or multi-race* 44 2%
Asian* 10 1%
American Indian/Alaska Native* 10 1%
Native Hawaiian/Pacific Islander* 1 <1%
Total 1,766 100%
* Non-Hispanic

Source: Maine Electronic HIV and AIDS Reporting System (eHARS)

While 77 percent of PLWH in Maine are White, HI\&groportionately affects
Black/African-American and Hispanic/Latino(a) resnds. The rate of Black/African-
Americans living with HIV in Maine is 12 times highthan that of Whites. The rate of
Hispanic/Latino(a) residents living with HIV is Bvimes higher than that of Whites. The
table below provides a breakdown of the distributamd rate of HIV infection in Maine
by race/ethnicity.

Table 4. Estimated rate of diagnosed HIV infectiongn Maine by race/ethnicity,

2015
Race/ethnicity n Rate per 100,000
White* 1,356 109.0
Black /African-American* 237 1,296.1
Hispanic/Latino(a) 108 516.2
* Non-Hispanic

Source: Maine Electronic HIV and AIDS Reporting System (eHARS)

The rate of Black males living with HIV is almogv&n times higher than that of White
males and the rate of Hispanic/Latino males liwnth HIV is almost four times higher
than that of White males. The rate of Black feméilesg with HIV — at 1,312.2 per
100,000 - is the highest rate per 100,000 populaial more than 47 times higher than
that of White females (27.7 per 100,000). The ohtdispanic/Latina females is more
than 10 times that of White females.

Region of Birth

According to the U.S. Census, in 2014 approxima@elypercent of Maine residents
were born in a country other than the U.S. Thispgojpulation is identified as ‘New
Mainers’. In 2014, almost ten percent of Maine PLWefe born outside the U.S. This
suggests that Maine residents born outside therta$.be disproportionately impacted
by HIV.

Maine SCSN and Integrated HIV Prevention and Care Plan



Sixteen percent of PLWH utilizing Ryan White Pars@&vices in 2015 were born in
countries other than the U.S. The top three coemof origin for new Mainers with HIV
who utilized Ryan White Part B services in 2015avBurundi, Rwanda and Congo.
Almost three-quarters (72 percent) of new Maineith WIV who utilized Ryan White
Part B services in 2015 were from African countriggh 12 percent from North
America, five percent from South America and foargent each from Europe and Asia.

The population of new Mainers enrolled in Ryan WHheiart B services in 2015 was more
racially diverse than the general population ofgdediving with HIV in Maine. Only

eight percent identified as White and approximai&ypercent as Black/African-
American.

The Ryan White Part B program collects data relatagchmigration status and
interpretation needs. According to the data on filere than one-third of new Mainers
(36.5 percent) who utilized Ryan White Part B seggiin 2015 met the immigration
qualifications for federal benefits by being natized citizens, asylees or refugees and
almost as many (35.8 percent) had pending asylsescalmost one-quarter (23.4
percent) were lawful, permanent residents who egiaired to wait five years from the
time their residency is granted to qualify for feldoenefits; the remaining 4.4 percent
includes those with a temporary visa and two irdiigis whose information was not
complete at the time the data were analyzed. Mae half (58 percent) of new Mainer
enrollees did not need interpreters while approkehyad0 percent needed an interpreter
at least sometimes.

Heterosexual contact was the most commonly repontedie of transmission among new
Mainer enrollees (58 percent), followed by malevtale sexual contact (13 percent).

Mode of HIV Transmission
The figure below displays the distribution of newHliagnoses in 2015 by mode of
transmission.

Maine SCSN and Integrated HIV Prevention and Care Plan
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Figure 1. Distribution of new HIV diagnoses by modef transmission, 2015

B Male-to-male sexual contact
B Presumed heterosexual contact*
B Undetermined / undisclosed**

Olnjection drug use

* Includes those who did not disclose at-risk partners

** |ncludes transmission via clotting factor, transplant/transfusion, other confirmed risks and those with no
identified (NIR) or no reported risk (NRR).

Source: Maine Electronic HIV and AIDS Reporting System (eHARS)

Among all PLWH in Maine in 2015, the majority weileely to have been infected
through unprotected male-to-male sexual contagihHiisk heterosexual contact
accounted for 11 percent of all known infections\was the most frequent mode of
transmission for female PLWH (40 percent).

Table 5. Total number and distribution of Maine PLWH by mode of transmission
and sex, 2015

Mode of transmission Female Male Total
n % n % n %
Male-to-male sexual contact n/a n/a 996 69% 996 56%
Injection drug use 61 19% 112 8% 173 10%
Male-to-male sexual contact & n/a n/a 65 4% 65 4%

injection drug use
High-risk heterosexual contac 128 40% 65 4% 193 11%

Perinatal transmission 5 2% 10 0% 15 1%
(diagnosed at any age)

Other* 127 40% 197 14% 324 18%
Total 321 100% 1,445 100% 1,766 100%

*Includes transmission via clotting factor, transplant/transfusion, other confirmed risks, presumed
heterosexual contact (no at-risk partners disclosed) and those with no identified (NIR) or no reported risk
(NRR).

Source: Maine Electronic HIV and AIDS Reporting System (eHARS)

People infected through contaminated blood prodwgsesent less than one percent of
Maine PLWH. Additionally, there have been no docated or reported instances of
occupationally-acquired HIV infection in the state.

Maine SCSN and Integrated HIV Prevention and Care Plan
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The Ryan White Part B Program collects mode ofsira@esion data by self-report from
enrollees and advocates (health care providersasel managers) and therefore may
diverge slightly from surveillance data. Amongiatilg members, the Ryan White Part B
Program has an over-representation of individwddstifying heterosexual contact as
their primary HIV risk factor compared to the ovepopulation of PLWH in the state
with corresponding under-representations of aleoffopulations except perinatal
transmission.

Table 6. Percentage of utilizing Ryan White Part Bnembers by mode of
transmission compared to all PLWH in Maine, 2015

Mode of transmission Percent of Ryan White Part B Percent of PLWH
utilizing members in Maine
Male-to-male sexual contact 53% 56%
Heterosexual contact 23% 11%
Other 11% 18%
Injection drug use 9% 10%
Male-to-male sexual contact & 2% 4%
injection drug use
Perinatal transmission 1% 1%

Source: CAREWare, Maine Electronic HIV and AIDS Reporting System (eHARS)

Deaths

Deaths among PLWH in Maine were considered to bselileaths that occurred in
Maine, regardless of where the individuals wergused. In 2014, ten PLWH were
known to have died in Maine, but that figure isjsgbto change as additional death data
are released by State and/or federal sources.

The number of deaths among people known to haveikiMaine has remained
relatively steady over the past ten years. Durid@s2through 2014, the average number
of deaths per year among PLWH was 19 and the aergg at death was approximately
52 years-old.

In the 10-year period between 2005 and 2014, therityaof deaths (52 percent) that
occurred in Maine among PLWH were due to causes tfifan those directly related to
HIV. Among those with an HIV-related cause of dedining this time period, the
average age at death was 51 years-old, while theage age at death for those with a
cause of death not directly related to HIV was &arg-old. This aligns with national
trends in average life-expectancy among HIV-positidividuals.

Socioeconomic Status

Maine’s surveillance program does not collect naintain socioeconomic data for
PLWH. Socioeconomic data for the general populatiddaine and for the population
utilizing Ryan White Part B and MaineCare serviaesused as a proxy.

In 2014, the estimated proportion of Maine residéintng below the federal poverty
level (FPL) was 14.1 percent—slightly below theioral estimate of 15.5 percent.

Maine SCSN and Integrated HIV Prevention and Care Plan
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Maine’s median annual household income during 22083 (the latest time period for
which data are available) was approximately $4)60r than that of the U.S. overall
(948,458 per year versus $53,046 per year, respgti

Maine’s Ryan White Part B Program calculates inctwased on all members of the legal
household. Members are required to verify theiome every six months, providing
documentation at least once per year. The RyanaMatt B Program has a household
income cap of 500 percent of FPL.

Table 7. Percentage of utilizing Ryan White Part Bnembers by Federal Poverty
Level, 2015

Federal poverty level %

0-100% 43%
101-250% 41%
251-300% 7%
301-400% 5%
401-500% 4%
> 500% 0%

Source: CAREWare

Since July of 2002, Maine’s Office of MaineCare\Begs has operated théaine
MaineCare Section 1115 Health Care Reform Demonstration for Individuals with
HIV/AIDS often referred to as “the waiver.” The waiver extetimited MaineCare
coverage to PLWH at or below 250 percent of the . RiFaiver benefits are based on a
disease model with the goal to delay, prevent,ramdrse the progression of HIV/AIDS.
In addition to meeting eligibility requirements, mer members must agree to be
monitored and participate in medical treatment. W&amembers pay income-based
premiums, pay co-pays for physician visits and Hagler medication co-pays than
those with traditional MaineCare benefits.

Approximately 44 percent of all PLWH were enroliadMaineCare as of December 31,
2015. Of these approximately 772 enrollees, 311pgtdent) were eligible for traditional
Medicaid benefits.

In 2014, approximately 10 percent of Maine residefid not have health insurance,
compared to approximately 12 percent of the U.pufadion. A higher proportion of
Maine young adults (age 19 to 25 years), Americamlah/Alaska Native residents and
Asian-American residents were without health insoeacoverage compared to other
subpopulations in the state. Additionally, a largerportion of male residents in Maine
were uninsured compared to female residents. Agopitd data from the U.S. Census
Bureau’s American Community Survey, the majorityMdine residents—approximately
two-thirds—were covered by private insurance plansl nearly 38 percent were covered
by publically-funded insurance. These insurancegmies are not mutually exclusive;
individuals may have multiple coverage types siamdously.

Maine SCSN and Integrated HIV Prevention and Care Plan
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Many Ryan White Part B members have multiple insceaypes and experience
intermittent changes to their insurance types tijinout the year. Identification of
members who are eligible for insurance and redaoditd elimination of barriers to
obtaining and maintaining insurance are among idpeelst priorities for the AIDS Drug
Assistance Program (ADAP).

Table 8. Last reported primary insurance for utilizing Ryan White Part B
members, 2015

Last reported primary insurance %

MaineCare 40%
Medicare 33%
Private insurance 22%
No insurance 4%
VA, Tricare and other military <1%

Source: CAREWare

Indicators for Risk

Testing Data
The State of Maine participates in yearly survaitka of health behaviors among adults,

including HIV testing and risk behaviors via thehBgioral Risk Factor Surveillance
System (BRFSS) survey. Information from the BRF&&ides a snapshot of HIV
testing among the general adult population in Maime2012, the last year for which
data on HIV testing were available, 32 percent airld respondents indicated that they
had been tested for HIV at least once, while 6@8qrrreported that they had never been
tested for HIV.

In 2015, the HIV counseling, testing and referl'R) subgrantees funded by the Maine
CDC HIV, STD and Viral Hepatitis Program performz@54 HIV tests; eight of these
tests identified new positive cases (almost 17gydrof all new positive cases identified
during the year). The table below shows CTR tedlisig for the past five years,
including the percentage of new cases identifiedTaR sites for each year.

Table 9. Maine CDC-funded Counseling, Testing and &erral site data, 2011-2015

* Newly identified % of new cases
Year Total HIV tests positive cases identified at CTR sites
2011 3,796 14 26%
2012 3,702 7 15%
2013 3,070 7 15%
2014 2,340 4 7%
2015 2,254 8 17%

Source: Evaluation Web

Maine SCSN and Integrated HIV Prevention and Care Plan 14



"Decreasein total HIV tests annually correlates to decreased available funding

The distribution of tests by race and ethnicitgimilar to the distribution of all PLWH in
Maine, except for an under-representation of Higigaand a corresponding over-
representation of American Indian/Alaska Natives.

Table 10. Percentage of Counseling, Testing and Refal tests by race/ethnicity
compared to all PLWH in Maine, 2015
Percent of CTR  Percent of PLWH

Race/ethnicity

tests conducted in Maine
White 78% 77%
Black or African-American 11% 13%
Hispanic 2% 6%
Other or multi-race 2% 2%
American Indian/Alaska Nativ 5% 1%
Asian 2% 1%

Source: Maine Electronic HIV and AIDS Reporting System (eHARS), Evaluation Web

Male-to-male sexual contact is the most common k¥ factor among those who tested
at CTR sites as well as new cases in 2015 andahé/PLWH. People who inject drugs
(PWID) represent a larger percentage of CTR tesBO15 than new or prevalent cases.

Table 11. New and prevalent cases compared to Cowtieg, Testing and Referral
tests by risk factor, 2015

HIV risk factor New cases All PLWH CTR tests
n % n % n %
Male-to-male sexual contact 2654% 996 56% 709 31%
Injection drug use 5 10% 173 10% 645 29%

Male-to-male sexual contact
& injection drug use

High-risk heterosexual conta 0 0% 193 11% 266 12%
Perinatal transmission
(diagnosed at any age)
Other/undetermined* 17 35% 324 18% 542 24%

Total 48 100% 1,766 100% 2,254 100%
Source: Maine Electronic HIV and AIDS Reporting System (eHARS), Evaluation Web

0 0% 65 4% 92 4%

0 0% 15 1% 0 0%

Risk Behaviors

According to the 2012 BRFSS (the most recent yearhich the Maine survey included
a question on HIV risk behaviors), an estimatedetpercent of Maine adults reported
engaging in HIV risk behaviors in the 12 month®pto the survey. The 2012 BRFSS

Maine SCSN and Integrated HIV Prevention and Care Plan 15



defined being “at risk for HIV transmission” as imding any of the following: used
intravenous drugs in the past year; was treated gmxually transmitted disease in the
past year; had given or received money or drugxa@nange for sex in the past year;
and/or had anal sex without a condom in the pamst idhe table below provides a
breakdown of survey respondents by age group amdiege

Table 12. HIV risk behavior among Maine adults by ge group and sex, Behavioral
Risk Factor Surveillance System, 2012

Number reporting HIV risk Percent reporting HIV risk
behaviors (weighted) behaviors (%)
AGE GROUP
18-34 21,654 2.1% (CI: 1.6% — 2.6%)
35-54 9,470 0.9% (Cl: 0.7% — 1.2%)
55+ 2,160 0.2% (Cl: 0.1% — 0.3%)
SEX
Male 19,113 1.9% (CI: 1.4% — 2.3%)
Female 14,230 1.4% (CI: 1.1% — 1.7%)

Source: Behavioral Risk Factor Surveillance System (BRFSS), 2012
Cl = Confidence Interval
Note: Cellsin the same category with overlapping Cls are not statistically different from one another

HIV risk behaviors among Maine youth are not speaily addressed by statewide
behavioral surveillance, however the Maine Integgtat outh Health Survey (MIYHS)—
a biannual self-report survey of Maine kindergatteough 12 grade students—
measures condom use among Maine middle and higlokstudents. In the 2013 survey,
38 percent of Maine high school students responidirige survey reported they had not
used a condom at their last sexual intercourse.

Chlamydia and Gonorrhea

Gonorrhea and chlamydia are notifiable conditionslaine. Due to the large numbers of
STD cases reported without data on race and/oraghrcomparisons by race/ethnicity
are not included.

Chlamydia is the most frequently reported STD m shate. In 2015, there were 3,851
cases of chlamydia reported to Maine CDC, a caseofe289.7 per 100,000. Rates were
highest among women, adolescents and young a&ates were highest in
Androscoggin and Somerset counties, with rate©afdper 100,000 and 356.1 per
100,000 respectively.

As illustrated in the figure below, the yearly rafeeported cases of chlamydia in Maine
has grown significantly and relatively steadily ottee past decade. The rate of reported
cases of gonorrhea has followed a less consistamd.t
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Figure 2. Rate (per 100,000) of reported cases dilamydia and gonorrhea in
Maine by year, 2006 - 2015
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Source: Maine CDC, HIV, STD and Viral Hepatitis Program, STD*MIS

In 2015, there were 422 cases of gonorrhea repttbthine CDC, a case rate of 31.8
per 100,000. The rate was highest among men ambyadults. Rates were highest in
Androscoggin and Cumberland counties, with rates2&f9 per 100,000 and 50 per
100,000 respectively. Approximately three percdrgamorrhea cases occurred in people
previously diagnosed with HIV.

While chlamydia and gonorrhea co-infection with H&%seemingly low, based on
documentation of specimen source on positive gbeartabs reported to Maine CDC,
many health care providers are failing to perfoxtigegenital screening. Therefore, it is
likely that chlamydia and gonorrhea are underdiagdand underreported. Additionally,
in 2015, three Ryan White Part C clinics reporteat bnly 34 percent of patients
identified as males who have sex with males receareannual rectal gonorrhea test.

In addition, anecdotal evidence from gonorrhea gasestigations suggests that health
care provider awareness of the U.S. CDC-recommeitndatinent is not universal or
universally applied. Additionally, many health c@reviders do not carry ceftriaxone on
site, which must be provided through intramusciurgaction, hindering correct timing of
the dual therapy. Emergency room settings are tegpdo be the least likely to adhere to
the recommended treatment regimen. While there baen no reported cases of
antibiotic-resistant gonorrhea in Maine, casescarefully monitored for signs of
antibiotic resistance.

Syphilis

Fifty cases of early syphilis (primary, secondang @arly latent) were reported to Maine
CDC in 2015. Reported syphilis cases increased3Bypercent from 2014 to 2015 with
notable geographic disparities. Syphilis numbefgl@&ine have remained relatively
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constant in the past several years, averaging d&samnnually over the past five years. In
response to the surge in reported early syphiegaViaine CDC released a Health Alert
Notice on December 1, 2015.

In 2015, the statewide syphilis rate was 3.7 p&;d@0. Rates were highest in Somerset
and Cumberland counties, with rates of nine per(@Dand 11.7 per 100,000
respectively.

Of the reported cases, 61 percent were diagnossalithern Maine (26 cases in
Cumberland County, five cases in York County) aBg@&rcent of cases were diagnosed
in central Maine (Kennebec and Somerset counties).

Most of the cases (72 percent) were among 30 -e&#40lds. Since 2011, the proportion
of syphilis cases in people age 40 and older has lmereasing steadily from 30 percent
in 2011 to 50 percent in 2015.

The majority of syphilis cases identified as mdle ¢ases or 82 percent). The number of
early syphilis cases among females rose from goerted case in 2011 to nine reported
cases in 2015.

The predominant mode of transmission associatednefiorted syphilis cases was male-
to-male sexual contact (32 cases or 65 percent).

As with chlamydia and gonorrhea, comparisons bg/ethnicity are not included due to
incomplete data.

Figure 3. Number of reported cases of syphilis byear, Maine, 2006-2015
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Hepatitis

In 2015, there were 30 confirmed cases of acuteatitepC Virus (HCV), a rate of 2.3
cases per 100,000. Twenty (67 percent) of the ooefl acute cases of HCV in 2015
identified injection drug use as a risk factor.a¥015, approximately 11 percent of
PLWH in Maine were co-infected with hepatitis C.

In 2015, Maine saw a spike in the number of chriweipatitis C cases in people younger
than 30 and conducted a six-month enhanced swaned!project to learn more. Among
those interviewed, half thought they got hepa@tiom injection drug use. The median
age of first injection was 18.5 years with a ran§é5 to 21 years. The enhanced
surveillance project shows a median starting agerd years for cocaine, 17 years for
prescription opioids and 18 years for heroin.

The yearly reported cases of acute and chronictiisf in Maine have remained
relatively stable from 2010 through 2014. HoweWwajine CDC has noted a sharp
increase in the number of acute hepatitis B cagasrted in the first half of 2016. There
were 15 confirmed cases of acute hepatitis B casefirmed in Maine from January 1
through May 16, 2016, a rate of 1.1 cases per 000,Dhere were noases of acute
hepatitis B during the same time period in 201% Phmary risk factor for new cases of
acute hepatitis B in Maine in 2016 is injectiongluse.

Hepatitis A is the least common form of hepatiéiparted in Maine. The number of cases
reported in Maine between 2010 and 2015 ranged &dow of six cases in 2011 to a
high of 10 cases in 2013.

Injection Drug Use

As of the end of 2015, there were 173 PLWH in Maat® likely acquired the disease
via injection drug use, representing approximalé€lypercent of all Maine PLWH. An
additional 65 individuals (four percent) were likeéb have acquired HIV via a
combination of male-to-male sexual contact andciige drug use. These counts are
based on individual self-report through diagnostierviewing and may underestimate
the true number of PLWH in Maine who acquired Hid sharing contaminated
injection equipment.

In 2015, five new cases of HIV were attributedrigction drug use, the highest number
for any single year in the last five years and nibes double the five-year median of
two cases. PWID accounted for approximately six@et of cumulative new cases of
HIV diagnosed in Maine in the past five years.

From November 2014 through October 2015, the gsitifieel needle exchange sites in
Maine collected 545,475 contaminated needles fr@@4individuals at 17,155
exchange events. The number of enrollees, contaedmeedles collected and exchange
events increased compared to the previous year kan half (56 percent) of needle
exchange enrollees were age 30 and older; 65 gessza male; and 95 percent were
White.
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Data reported to Maine’s Office of Substance Abarsg Mental Health Services show
that the number of individuals admitted to substaslouse treatment facilities reporting
injection drug use has been increasing over thedeside. While this trend may
represent improvements in availability of treatmether than an increase in the
prevalence of injection drug use, the proportiomgction drug users who also report
needle sharing remains a particular concern.

In 2014, 1,117 of 4,390 PWID who were admitteddaobstance abuse treatment also
reported sharing needles (25.4 percent).

The “County-level Vulnerability Assessment for R&plissemination of HIV or HCV
Infections among Persons who Inject Drugs (PWIDjitédl States” published in 2016 in
the Journal of Acquired Immune Deficiency Syndromes (JAIDS) identified Maine as the
fourth-most vulnerable state for the rapid sprefddIy and hepatitis C virus among
PWID. The four high-risk counties identified wererfebec, Somerset, Washington and
Waldo.

U.S. CDC clearly states that the assessment daesesn an outbreak of HIV or
increases in HCV are imminent in the areas idadiéis high-risk, nor is it meant to be
used to predict future events. Rather, its purose alert states with relatively high
rates of HCV and injection drug use and encourhgmtto think about detection and
mitigation strategies that will help avert outbreakd increases in disease. Maine CDC
staff had multiple conversations with study invgators about how best to use the
information from this study.

It is important to note that HCV is not reportalriel 1 states, and acute and chronic HCV
are not distinguished in many more, making it astjoeable predictor of risk during a
comparison of states. HCV is a notifiable diseas@laine with distinctions between
acute and chronic HCV infection. Better reportimgqgtices were established in 2014,
resulting in surveillance capturing more casescot@HCV.

Maine CDC staff does aggressive follow-up of elewic lab reports of HCV and

elevated liver function tests, with direct outreaalproviders and cases. Every suspected
acute case of HCV and HIV is investigated. As alltesur surveillance systems for

HCV and HIV are stronger and our data much moreipend complete than that
available in other states.

In addition:

* Maine has six certified needle exchanges that deokilV testing and have the
ability to test for HCV.

* Maine supports a variety of HIV and HCV testing gmams.

* Maine CDC is currently engaged in harm reductidivdies.

* Maine has a basic infrastructure in place for adhe

* The Virology Treatment Center at Maine Medical @ettas started a
telemedicine program (similar to Project ECHO)rtort primary care providers
in rural, low resource areas to treat hepatitis C.
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* There is currently an initiative to establish elentc medical record prompts that
identify individuals at high risk (specifically pple who inject drugs and baby
boomers) and prompt providers to offer screenirgy\atcination. This is an
effective way to identify positive HCV cases antklio care. One health center
initiated this change and increased screening frbrtests in 2014 to
approximately 800 in 2015.

* The Viral Hepatitis program trains 100 primary cpreviders and 30 substance
use counselors every year.

* Maine CDC is currently working on an inventory esources available to people
with HIV and HCV.

Male-to-male Sexual Contact

In 2015, the majority of individuals in Maine whocaired HIV through male-to-male
sexual contact (MSM) were 50 years-old or olderédcent), reflecting an age
distribution similar to Maine PLWH overall. Whild&:k/African-American individuals
account for 13 percent of all Maine PLWH, just f@ercent of PLWH with a male-to-
male sexual contact mode of transmission are BdddkaAn-American.

MSM also made up the largest proportion (48 pejagintumulative new cases of HIV
diagnosed in Maine in the past five years. Indigldlaged 40-49 made up the largest
proportion of cumulative diagnoses with an MSM mofleransmission, a pattern which
diverges from national trends.

High-risk Heterosexual Contact

Approximately 11 percent of Maine PLWH acquired HIM high-risk heterosexual
contact. More than two-thirds of those with a higgk heterosexual contact mode of
transmission identified sex with an HIV infectedtpar as their likely risk factor.
Individuals who acquired HIV via high-risk hetergsal contact are more likely to be
Black/African-American than Maine PLWH as a whole.

Nine of the 48 new cases in 2015 (19 percent) ha@sumed heterosexual mode of
transmission but did not identify a high-risk partand therefore were not classified as
having a heterosexual mode of transmission. Higkieterosexual contact and
presumed heterosexual contact combined accounteghfwoximately 22 percent of
cumulative new cases of HIV diagnosed in Mainenmpast five years.

Qualitative Data
HIV Prevention Outreach Coordinators conductednendiurveys with high-risk MSM
and PWID in the spring of 2016. A total of 13 higék individuals were surveyed.

All PWID surveyed had used a needle exchange ipalseyear and all MSM surveyed
had received education about pre-exposure propisy(BXEP). Generally, respondents
liked the HIV prevention services they have usedtigularly the accessibility of
services and education they received.
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More than one-third of respondents (38 percent)ttatkd sex for drugs, money or
shelter at some point. More than one-third of resients (38 percent) had been under the
influence of alcohol and/or drugs during most déoétheir sexual encounters in the past
year. Most (85 percent) reported using condomseks than half of their sexual
encounters in the past year. All of the PWID wertvaly injecting drugs and all

indicated that they share injection equipment astisometimes. Slightly more than half
of all respondents (54 percent) considered therasevrisk for HIV and three-quarters

of PWID considered themselves at risk for HCV.

While most (92 percent) respondents had been téstétlV at some point, only 62
percent of respondents indicated that they hadsaedeCTR services in the past year.
Less than half (46 percent) of respondents haaedilcommunity testing for HCV in the
past year. Only 15 percent had utilized communitip $esting in the past year. Less than
half (46 percent) of respondents have a primarg paysician.

A key informant interview with the Minority OutrelaSpecialist in Southern Maine
highlighted areas of concern related to new Maitlgas may impact risk, including:
» Lack of information upon arrival in the U.S., inding where to access safer sex
supplies and education as well as needle exchanges
» Language barriers
* History of trauma
» Cultural norms that may lead to increased stignmugbBIV, sex and drug use
* An aversion to testing because an HIV diagnosis beageen as a death sentence
* A perception that condoms transmit HIV
* Afinding that those who inject drugs are lessliike use needle exchanges due
to shame and stigma

. HIV Care Continuum

It is important to note that U.S. CDC does not negeend local jurisdictions use the
national estimate of the percentage undiagnosedtimate prevalence for the local
continuum of care. National calculations are nqtliggble at the local level, where there
may be more variation in HIV testing, reportingaled and under-reporting resulting in a
larger or smaller percentage of persons undiagnésedocal analyses of the continuum,
U.S. CDC recommends jurisdictions use the numbeed$ons living with diagnosed

HIV infection (all stages of disease) as the ovel@hominator of the continuum of care.

As a result, direct comparisons between Maine’sinaom of care cannot be made to
the national continuum because underlying populatere different.

Below is Maine’s continuum for calendar year 20aARPLWH who were age 13 or older
at the end of 2013 and resided in Maine, based@st recent residence.
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Figure 4. Continuum of care among adult PLWH in Mane, 2014

100%

90%

80%

70%
60%
50%
40%
30%
20%
10%

0%

HIV 3 months of diagnosis*

Living with diagnosedLinkage to care within In care ** Retained in care*** Virally suppressed***}

*For individuals age 13 and older newly diagnosed in 2014 only (n=57)

** Defined as the number of PLWH age 13 and older who had either>1 CD4+ or viral load test result
during 2014. Percentage calculated as the number who received any care among diagnosed PLWH age 13
and older.

*** Defined as the number of PLWH age 13 and older who had >2 care visits during 2014, at least 91 days
apart. Multiple tests completed in the same month were considered as one care visit. Thisincludes visits
where different tests were completed (e.g., when one visit was a CD4 test and another visit was a viral load
(or genotype) test). Percentage calculated as the number retained in care among diagnosed PLWH age 13
and older.

**** Defined as the number of PLWH who had suppressed viral load (<200 copies/mL) at most recent test
during 2014. Percentage calculated as the number virally suppressed among diagnosed PLWH age 13 and
older.

Source: Maine Electronic HIV and AIDS Reporting System (eHARS)

Viral suppression leads to improved health outcoroeger health care costs and a decreased
likelihood of transmitting HIV to otherdndividuals who have consistent access to their
medications have an increased likelihood of follegvihe required regimen, which leads
to viral suppression.

The percentage of new cases linked to care withigetmonths of diagnosis was slightly
lower in 2014 (95 percent) than 2013 (97 percént2015, six out of eight new cases
identified through CTR (75 percent) were linkedrtedical care within three months of
diagnosis.

Viral suppression is quite high (92 percent) amthage who had at least one viral load

test (categorized as ‘In care’ in Figure 4) in 2044t 33 percent of all Maine PLWH did
not have even one viral load test in 2014.
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Care Continuum Outcomes by Selected Characteristics

Age

As age increases, the percentage of PLWH who eaibywsuppressed also increases as
illustrated below. In general, viral suppressiohigh (range of 81 percent to 97 percent)
for those age 25 and older who had at least o leiad in 2014.

Figure 5. Retention in care and viral suppressionyage group*, 2014
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* Age as of December 31, 2013

** Defined as the number of PLWH age 13 and older who had >2 care visits during 2014, at least 91 days
apart. Percentage calculated as the number retained in care among diagnosed PLWH age 13 and older.
*** Defined as the number of PLWH who had suppressed viral load (<200 copies/mL) at most recent test
during 2014. Percentage cal culated as the number virally suppressed among diagnosed PLWH age 13 and
older.

Source: Maine Electronic HIV and AIDS Reporting System (eHARS)

While the underlying population of HIV-positive 23k year-olds is relatively small (n =
26), they have the lowest proportions of PLWH wherewretained in care, who had at
least one viral load in 2014 and who were viralipgressed in 2014. This is consistent
with national trends.

Race and Ethnicity

Although viral suppression was high among Blacki@sn-American PLWH who had at
least one viral load in 2014 (91 percent), onlypéécent of Black/African-American
PLWH were retained in care.

In 2014, 30 percent of all Black MSM and 38 peraarll Black PWID were retained in
care. While half of Black heterosexuals were reddiim care, a greater proportion of
Black heterosexual females were retained in cafeéscent) than Black heterosexual
males (42 percent).
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Hispanic/Latino(a) PLWH also have high viral sugsien (93 percent) among those
who had at least one viral load in 2014, but orlypércent of Hispanic/Latino(a) PLWH
were retained in care. Only 67 percent of Hispduititha females who inject drugs who
had a viral load reported in 2014 were virally siggsed.

Figure 6. Retention in care and viral suppression Y race/ethnicity, 2014
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* Defined as the number of PLWH age 13 and older who had >2 care visits during 2014, at least 91 days
apart. Percentage calculated as the number retained in care among diagnosed PLWH age 13 and older
who reported a race/ethnicity.

** Defined as the number of PLWH who had suppressed viral load (<200 copies/mL) at most recent test
during 2014. Percentage cal culated as the number virally suppressed among diagnosed PLWH age 13 and
older who reported a race/ethnicity.

Source: Maine Electronic HIV and AIDS Reporting System (eHARS)

Mode of Transmission

Those with an “other” or unknown mode of transnaadiad the highest proportion of
PLWH retained in care and virally suppressed indl2@hen compared to other modes of
transmission. However, this is also the only grtmpave a lower proportion virally
suppressed than retained in care.

Viral suppression was high for nearly all transmoisggroups who had at least one viral
load in 2014 (range of 89 percent to 95 percenaliogroups except “other”). Only 75
percent of those with an “other” mode of transnasgincludes hemophilia, blood
transfusion and persons exposed perinatally) whlcah&ast one viral load in 2014 were
virally suppressed.
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Figure 7. Retention in care and viral suppressionymode of transmission, 2014
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* Defined as the number of PLWH age 13 and older who had >2 care visits during 2014, at least 91 days
apart. Percentage calculated as the number retained in care among diagnosed PLWH age 13 and older.
** Defined as the number of PLWH who had suppressed viral load (<200 copies/mL) at most recent test
during 2014. Percentage calculated as the number virally suppressed among diagnosed PLWH age 13 and
older.

Source: Maine Electronic HIV and AIDS Reporting System (eHARS)

Care Continuum Outcomes and the Ryan White HIV/AIDS Program

Ryan White Part B

Of utilizing Ryan White Part B members with no Vil@ad reported in 2015, 38 percent
had a suppressed viral load at the end of 201£2d4mkrcent had a suppressed viral load
reported in the first six months of 2016; 29 petdave been lost to care.

Of the 137 new Mainers with HIV who utilized at $#¢@ne Ryan White Part B service in
2015, 89 percent had a suppressed viral load tatelstsreported in 2015.

Maine’s ADAP funds the full cost of medicationstteat HIV and related conditions for
eligible members without health insurance. In 2@&%members accessed this form of
assistance only from ADAP. Only 68 percent of thesee virally suppressed at last test
reported in 2015, compared to 86 percent of thdse vad at least one insurance
payment (premium, deductible and/or medication ap}paid on their behalf. This is
consistent with data reported by other ADAPs natilgn

The proportion of virally suppressed PLWH is highang those who utilized Ryan
White Part B-funded assistance with housing/ugsitidental care and/or food in 2015.
Although three to four percent of those accesssgsistance did not have a viral load
reported in 2015, viral suppression was still 8&pet among those receiving
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housing/utilities assistance, 89 percent amongetheseiving dental assistance and 90
percent among those receiving food assistance.

Ryan White Part C

Approximately 322 PLWH had at least one outpata@ntiulatory care service provided
by one of the three Ryan White Part C recipienfgaine in calendar year 2015. Of
those, 93.5 percent were virally suppressed aviestload reported in 2015.

Care Continuum Outcomes and Housing

Frannie Peabody Center, Maine’s Housing Opporiesmitor People with AIDS
(HOPWA) grantee, was one of seven grantees nalyoiaparticipate in the Integrated
HIV/AIDS Housing Plan (IHHP) from 2011 through 20Evidence shows that housing
instability has an impact on each stage of the canéinuum.

During the IHHP, Frannie Peabody Center found dtipeselationship between length
of time in the program and improved viral load. Maohan 80 percent of those who were
stably housed had an improved viral load.

Utilizing the Care Continuum

This plan has been developed with a goal of impr@wutcomes along the Care
Continuum for all PLWH in Maine. The Client Heallssessment survey was designed
specifically to solicit information related to afits’ experiences along the continuum. The
Integrated Planning Body focused much of its dismrs on the current retention in care
and viral suppression data and evaluating actsvaied strategies to improve these two
key areas. Attention was also paid to data linotegiin these areas — particularly
retention in care, where lab data may not be tlsé fr@xy for medical visits.

Future planning efforts should focus on Care Cantm data stratified by demographic
characteristics to ensure that outreach, testidgcare activities are aligned with those
who are most vulnerable. In addition, strategiesikhbe created to identify and reach
out to those lost at each transition along theinantm. The effectiveness of services,
testing and outreach should be analyzed annuatigrtext of Care Continuum data to
ensure that services and strategies are relevdrgfgactive in improving health
outcomes.
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C. Financial and Human Resources Inventory

The following table illustrates all resources aahié statewide that serve people living with HIVieTresources that are managed by
Maine CDC are identified with a triple asterisk {}after the Funding Source name.

HIV Resources Inventory, FY 2016

Funding Source Funds available % of total Funded Service Provider Services Delivered HIV Care
(Funding Recipient) in FY16 funds Agencies Continuum Steps
available Impacted
Medicaid (State of e $14,976,041 | 65.80% Any Provider with an Outpatient medical care * Engaged or
Maine, Office of executed Provider Inpatient care retained in care
MaineCare Services)* Agreement who properly Nursing home » Prescribed
bills claims Pharmacy antiretroviral
Limited vision care therapy
Emergency dental care (fof ©  Achieved viral
members with traditional Suppression
MaineCare only)
Mental health services
Substance abuse services
Physical therapy
340B Drug Rebates Estimated 8.35% Goold Health Systems: Prescription drugs * Engaged or
from ADAP*** $1,900,000 $818,412 Insurance premiums retained in care
Medical Care Development Dental care and insurance | *  Prescribed
$646,743 Food cards antiretroviral
Frannie Peabody Center: Housing assistance therapy
$44,000 Interpreter services for * Achieved viral
medical case management suppression
Ryan White Part B ADAP: 7.99% Goold Health Systems: Prescription drugs * Engaged or
(State of Maine, Maine $1,013,933 $625,054 Insurance premiums retained in care
CDC)*** Formula: Medical Care Development Dental care and insurance| ¢«  Prescribed
$805,151 $565,638 Food cards antiretroviral
Frannie Peabody Center: Medical case management therapy
$135,241 e Achieved viral
suppression
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Funding Source Funds available in | % of total Funded Service Services Delivered HIV Care
(Funding Recipient) FY16 funds Provider Agencies Continuum Steps
available Impacted
HUD/HOPWA HAVEN I: 3.99% * None Rental subsidies  Engaged or
(Frannie Peabody $346,515 Short-term assistance with rent, mortgage retained in
Center) HAVEN II: and utilities care
$233,754 Permanent housing placement * Achieved
HAVEN IlI: Supportive services/case management viral
$328,500 suppression
CDC HIV $753,824 3.31% * Down East AIDS Prevention with positives » Diagnosed
Prevention (State of Network/ Health Linkage to care with HIV
Maine, Maine Equity Alliance: HIV testing * Linked to care
CDC)**+ $169,680 Condom distribution + Engaged or
e City of Portland: retained in
$118,950 care
e Maine Family
Planning:
$71,050
* Frannie Peabody
Center: $97,728
State of Maine HIV Care: 3.28% * Medical Care Drug copays + Diagnosed
general funds $62,000%** Development: Housing assistance with HIV
HIV/STD $62,000 Integrated HIV/STD/HCYV testing, including| * Linked to care
Prevention: * Down East AIDS post-test counseling + Engaged or

$142,800***
HIV prevention
education:
$150,000%**
Department of
Corrections:
$328,548**
Substance Abuse
and Mental
Health Services:

$62,137

Network/ Health
Equity Alliance:
$24,000

e City of Portland:
$43,700

e Maine Family
Planning:
$34,300

* Frannie Peabody
Center: $40,800

HIV prevention education for tribal youth,
special education students, high risk
adolescents, GLBTQ youth, comprehensiv
sexuality education conference, revision ar
training for best practices for high school
students

Medications for HIV-positive prisoners
HIV intervention services

retained in
care

* Prescribed
antiretroviral
therapy

» Achieved
viral
suppression
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Funding Source Funds % of total Funded Service Provider Services Delivered HIV Care
(Funding Recipient) available in funds Agencies Continuum Steps
FY16 available Impacted
Ryan White Part C e $398,288 1.75% Community Health and Outpatient medical services Diagnosed with
(Regional Medical Counseling Services: Oral health care HIV
Center at Lubec) $14,000 Mental health services Linked to care
Down East AIDS Network/ Treatment adherence Engaged or
Health Equity Alliance: counseling retained in care
$111, 377 Medical nutrition therapy Prescribed
Eastern Maine Medical Medical case management antiretroviral
Center infectious disease Medical transportation therapy
specialists: $15,000 HIV testing Achieved viral
Robert Pinsky, MD, suppression
infectious disease specialist
$3,750
Wabanaki Health and
Wellness: $3,000
Maine Family Planning:
$3,000
Ryan White Part C (City |« $356,533 1.57% None Outpatient medical services Engaged or
of Portland) Early intervention services retained in care
Mental health services Prescribed
Medical transportation antiretroviral
therapy
Achieved viral
suppression
CDC STD Prevention o $272,742 1.20% City of Portland: $90,660 Integrated DIS services, Diagnosed with
(State of Maine, Maine Maine Family Planning: including linkage to care an HIV
CDC)*** $31,024 partner services Linked to care
STD testing Engaged or
retained in care
Ryan White Part C  $269,563 1.18% None Outpatient medical services Engaged or
(Maine General Medical Health insurance / retained in care
Center) medications Prescribed
Oral health care antiretroviral
Early intervention services therapy

Mental health services

Medical transportation

Achieved viral
suppression

Maine SCSN and Integrated HIV Prevention and Care Plan
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Funding Source Funds % of total Funded Service Provider Services Delivered HIV Care
(Funding Recipient) available in funds Agencies Continuum Steps
FY16 available Impacted
CDC HIV Surveillance (State of e $165,307 0.73% University of Southern Disease Diagnosed with
Maine, Maine CDC)*** Maine: $20,000 surveillance HIV
activities Linked to care
Engaged or
retained in care
Achieved viral
suppression
Ryan White Part F (New England * $64,000 0.28% Down East AIDS Professional Engaged or
AIDS Education and Training Network/ Health Equity development and retained in care
Center) Alliance training Prescribed
antiretroviral
therapy
Achieved viral
suppression
United Way * $64,310 0.28% Horizon Program: Medical case Engaged or
$16,000 management retained in care
Frannie Peabody Cente Food pantry Prescribed
$45,310 antiretroviral
Down East AIDS therapy
Network / Health Equity Achieved viral
Alliance: $3,000 suppression
AIDS United (Down East AIDS e $30,000 0.13% Maine General Syringe exchange Diagnosed with
Network / Health Equity Alliance) Community Cares: HIV
$4,000 Linked to care
Engaged or
retained in care
AIDS United Positive Organizing e $15,000 0.07% Voices Heard and Winte Social support and Linked to care
Project (Down East AIDS Network / Gathering advocacy Engaged or
Health Equity Alliance) retained in care
Broadway Cares / Equity Fights e $15,000 0.07% Down East AIDS Housing and Engaged or
AIDS Network / Health Equity utilities assistance retained in care
Alliance: $5,000 Emergency food Prescribed
Frannie Peabody Centef: assistance antiretroviral
$10,000 therapy

Achieved viral
suppression

Maine SCSN and Integrated HIV Prevention and Care Plan

31




Funding Source Funds % of total Funded Service Provider Services Delivered HIV Care
(Funding Recipient) available in funds Agencies Continuum Steps
FY16 available Impacted
Comer Foundation (Down East AIDS|e  $5,000 0.02%  None e Syringe exchange Diagnosed with

Network / Health Equity Alliance)

HIV

Linked to care
Engaged or
retained in care

Total funds

$22,758,946 (63% federal, 28% State, 8drug rebates, 1% private funds)

* Actual claims data from FY2014 before pharmaceutical rebates, which would reduce costs by approximately $7 million.

** Actual costs for medications provided to HIV-positive prisonersin FY2015.

Maine SCSN and Integrated HIV Prevention and Care Plan
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The nature of available funding requires cominglifgesources to ensure continuity of
care. No frontline providers receive their fundingm a singular source. For example,
Maine’s HOPWA grantee provides Ryan White Part Beed medical case
management, MaineCare-funded targeted case managanteCDC-funded HIV
prevention services. The ADAP utilizes State gdrferad dollars and drug rebates to
augment its federal funding.

There is a variety of services available to PLWId #rose at risk for HIV that are not
specifically targeted to these populations. Theseices include community mental
health and substance abuse services — both inpatidroutpatient — low-income housing
programs, financial assistance programs and o#edtihservices.

Maine receives almost $19 million in federal gramards from the Substance Abuse and
Mental Health Services Administration in additienthe State funds earmarked for
substance abuse and mental health services foirtd¥entions noted in the table
above. The Federal funds do not require a statehmat

In addition to the medication costs reported abtwe Maine Department of Corrections
(DOC) also covers community-based consultationsfaltmv-ups and lab testing at least
guarterly for HIV-positive prisoners. HIV-positiy@isoners are seen by a provider in the
DOC chronic care clinics at least every six monilidal cost for these services was not
available at the time this report was develope@0h5, there were 28 off-site visits to
infectious disease providers and 76 lab tests adeduWhile the number of prisoners
fluctuates, the FY2015 figures are similar to FY201

Approximately seven percent of PLWH who utilizedaRywVhite Part B services in 2015
identified as veterans of the armed forces, bistuinclear how many of these individuals
accessed care through the Veterans Administratié). (The full estimated budget for
the VA in Maine for FY2015 was $964,588.

There are a number of private physicians who peeale to PLWH and those at risk for
HIV (most of whom are reimbursed by public or ptevansurances for their services).
The Virology Treatment Center treats about 340 PL¥Vi services are reimbursed by
private insurance, public insurance and Free CGacrigh the MaineHealth system.

Maine is home to 57 community health centers thatlee found in areas and among
populations in the state with the greatest neelerelare 40 rural health clinics
throughout Maine. The majority of these clinicsiagaded that they serve a very small
proportion of PLWH, with the exception of Portla@dmmunity Health Center, which
serves approximately 50 PLWH.

The Maine Breast and Cervical Health Program offiexs breast and cervical cancer
screenings to low-income, uninsured or underinswewhen, and the Maine Colorectal
Cancer Control Program offers free colorectal casceeenings to low-income,
uninsured or underinsured men and women. Both progiare administered by Maine
CDC.
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Maine CDC'’s public health nursing program workshaew Mainers to provide
screening for tuberculosis, a nursing health assessand education regarding the U.S.
health care system.

MaineHousing, an independent State agency thagésigublic and private housing
finance to benefit Maine’s low- and moderate-incqmeeple, provides homeless
assistance grants to emergency shelters servirgeoeto are homeless. Shelters are
located in 12 of Maine’s 16 counties.

Maine’s Department of Health and Human Servicesiaidters the Bridging Rental
Assistance Program (BRAP) through the Substanceséband Mental Health Services
office. BRAP was established as a method to matetbat individuals who are housing
unstable with severe mental health issues aretalike in the community among
family, friends, and other natural supports. Altgbunot targeted to people living with
HIV/AIDS, those with an eligible mental health dmagis can access BRAP assistance.
Less than one percent of BRAP recipients in Maneer@ported to have HIV, but these
data may be incomplete.

The U.S. Department of Housing and Urban Develogt®é&ontinuum of Care
administers the Shelter Plus Care (SPC) prograautjir Shalom House. SPC was
created through the McKinney-Vento Act to providentnunities with funding to house
and support disabled, homeless individuals andligrtio get and remain off the streets
and out of the shelters. PLWH are considered déshfar the purposes of program
eligibility. Less than two percent of SPC recipgeimt Maine are reported to have HIV,
but these data may be incomplete.

Other housing resources not specifically targetgokeple living with or at risk for HIV
but accessible to them are: Housing Choice Voudi&sstion 8), Public Housing, Low
Income Housing Tax Credit (LIHTC) Programs and $Supported Housing Program.

People living with and at risk for HIV can accesmhcial assistance through their local
General Assistance programs, Temporary Assistanmdddedy Families (TANF) and the
Low Income Home Energy Assistance Program (LIHEARJny also qualify for food
stamps and assistance from the Women, Infants aildrén (WIC) program, which is
administered by Maine CDC.

HIV Workforce Capacity

The following subsections describe the capacitiyaftline staff members who work
predominantly with PLWH and those at high risk Il in Maine. These subsections
do not reflect the entire workforce serving PLWHidhose at risk, which includes
housing specialists, mental health and substanegeaibunselors, prevention educators,
grant administrators and administrative staff.
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HIV Prevention Staff

The HIV Prevention workforce is comprised of diseagervention specialists (DIS),
community outreach workers and staff at CTR sitegdle exchanges and STD clinics.

Two full-time DIS and the full-time Linkage to Ca@»ordinator provide Partner
Services to individuals newly diagnosed with HIYpkilis, gonorrhea and/or chlamydia
and help partners named by diagnosed individuasmblIV/STD testing and treatment.
DIS are professionals trained by U.S. CDC to pre\ra@rtner Services. Combined, these
staff members have 17 years of experience in #ie. fi

Outreach workers support and promote HIV, STD af/Hesting and regional, state
and national prevention activities. Turnover amtregse staff has been high.

Maine CDC contracts CTR services to four commub#aged organizations. Maine CDC
requires a comprehensive two-day training for aIRGstaff.

Maine CDC contracts two community-based organipatio provide STD testing
services in nineteen locations statewide. Thesecssrare provided by trained clinical
staff.

Needle exchanges are located at six sites inra@étregions of the state. All needle
exchange staff are CTR trained.

Health Care Providers

A total of eight Maine health care providers astdld on the American Academy of HIV
Medicine’s referral link website, seven in Portlaardtl one in Ellsworth (a small city in
northern Maine). Of these, five are credentialedh®yacademy, all of whom practice in
Portland. Four providers are members of the acadethyee in Portland and one in
Ellsworth.

The Office of MaineCare Services conducts an ansualey of physicians and nurse
practitioners who provided medical care to MaineQaembers with HIV who were
enrolled that year. A total of 125 (out of 313)ydders responded to the 2014 survey.
The largest proportion of respondents identifiedaasily/general practice (49 percent),
23 percent were internal medicine providers ange&@ent were infectious disease
specialists.

Most respondents (65 percent) treated betweenmhéea patients with HIV. Among
infectious disease respondents, 46 percent seroeeel tman 40 people living with HIV
while 14 percent served between one and ten.

Only 35 percent of respondents indicated that there always aware of current
treatment guidelines and new HIV/AIDS recommendetj®6 percent indicated that
they were sometimes aware of guidelines and recardati®ns; nine percent indicated
that they were never aware of them. All respondetis indicated that they were never
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aware of guidelines and recommendations belongéahidy/general practices or
internal medicine practices. Infectious diseas@igdays were most likely to report
always being aware of treatment guidelines andmetendations.

The majority (64 percent) of respondents indicabey were at least familiar with
training opportunities through the Maine AIDS Ediuma and Training Center (AETC),
but 36 percent were not at all aware of the AETC.

A similar number of providers (35 percent) were awtire of Maine’'s MaineCare waiver
for people living with HIV/AIDS. Slightly fewer (3percent) were not aware of ADAP.

In February 2016, Maine’s HIV, STD and Viral HepiatProgram created an electronic
survey for health care providers related to curtesgtment guidelines for HIV and
STDs. The survey link was distributed to the Mdrmamary Care Association’s email
listserv and via the Maine Medical Association’sakiy e-newsletter. Six practices in
Northern Maine (Aroostook, Penobscot, PiscatadMeshington and Hancock counties)
responded to the survey. According to the mosinteggidemiological profile,
approximately 16 percent of all people living witthgnosed HIV in Maine resided in
this region at the time of their diagnosis. Thigioa is characterized by its rurality and
general health disparities.

Notable findings include:

» Of the two practices that indicate they served feetiying with HIV, one
indicated that they were not following the currgetitment guidelines (as
updated in January 2016) and the other indicataitttiey were not familiar with
ADAP.

* While all but one practice indicated they were ggime current STD treatment
guidelines, only one practice was familiar with isease Intervention
Specialists (DIS).

* Four of the six practices offered routine HIV tegtifive of the six offered
routine STD testing and four of the six practicéered routine hepatitis C
testing.

» Half of the practices were aware of PrEP, but n@aee prescribing it.

» Four of the six practices indicated that their pc&chad a referral system in place
for patients newly diagnosed with HIV.

In late 2015, Maine’s HIV, STD and Viral HepatiBsogram mailed a paper survey to
health care providers related to knowledge of aqeéeence with PrEP. A total of 36
responses were received. Notable findings include:

* While most respondents (83 percent) offered routing STD and hepatitis C
testing and indicated that their practice servgh-nisk populations, only 17
percent had experience prescribing PrEP.

* One responding practice was not even aware of BsEd intervention.

* Less than half (47 percent) of providers indicaedillingness to learn more
about PrEP and prescribing it while an equal peeggnof providers indicated
that they would like to learn more about PrEP are$qribing it.
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* One-quarter of respondents have referrals in gtaceatients interested in PrEP,
but 67 percent said they would like information afo@where to refer patients to
get PrepP.

The same survey was conducted by phone and fédeiaummer of 2016 among the

federally qualified health centers (FQHCSs) in Maimkirty-one of the 57 FQHCs that
were contacted completed the survey, includingaedents from each of the State’s
public health districts. Notable findings include:

* While most respondents (90 percent) offered routing STD and hepatitis C
testing and indicated that their FQHC serves higkopulations, only six
percent had experience prescribing PrEP.

* Nineteen percent of responding FQHCs were not awafaPeEP as an
intervention.

* More than three-quarters of responding FQHCs weezasted in learning more
about PrEP and how to prescribe it.

* Most (84 percent) of responding FQHCs respondeitkiiey were interested in
additional information on where to refer patierttseéceive PrEP.

HIV Case Managers

The Ryan White Part B Program funds medical cassagement in Central and
Southern Maine for those who do not qualify forestforms of case management, such
as targeted case management covered by MaineGadrdgional Medical Center at
Lubec funds medical case management in NortherméAatilizing Ryan White Part C
funds. Frannie Peabody Center utilizes HOPWA supfoservices funds for case
management. All community-based agencies in Mdiaeprovide HIV case
management provide targeted case management te@kie-eligible PLWH.
Approximately 700 PLWH in Maine (40 percent) utizHIV case management at some
point in calendar year 2015.

The Ryan White Part B Program requires medical oemsagers to be a licensed nurse,
nurse assistant, medical assistant or to be irupiwsuch certification. MaineCare
requires case managers to have a minimum of:

1. A Bachelor’'s degree from an accredited four-yeatitation of higher
learning with a specialization in psychology, méhealth and human
services, behavioral health, behavioral scien@sakwork, human
development, special education, counseling, reitatdn, sociology, nursing
or closely related field, OR

2. A Master’s degree in social work, education, psyotyp, counseling, nursing
or closely related field from an accredited gradusthool, OR

3. A Bachelor's Degree from an accredited four -yaatitution of higher
learning in an unrelated field and at least one gééull-time equivalent
relevant human services experience, OR

4. A minimum of having had provided targeted case rganmeent on August 1,
2009, under previous rulemaking.
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In early 2016, the Ryan White Part B Program caltabed with the Office of MaineCare
Services (State MaineCare office) to develop aiingi assessment survey using the
clinical guidelines for the treatment of HIV andegtions related to access and insurance.
The draft survey was also shared with the Maine®\Education Training Center. The
online survey was designed to be anonymous anmjitdight areas where competency
training should be offered by Ryan White, MaineCamd the AETC for case managers

in the future. Approximately 75 percent of all Htdse managers in the state completed
the assessment.

Most respondents (80 percent or greater) notedathtatetroviral therapy is
recommended for all people diagnosed with HIV. Mespondents also correctly noted
key eligibility requirements and processes for ADMaineCare and Medicare.

Focused training is recommended for the followimgjds/areas:

» Treatment guidelines related to the frequency &l Voad testing, frequency of
CD4 testing, additional screenings recommendegédople living with HIV,
prophylaxis for opportunistic infections and inappriate treatment regimens
identified by the U.S. Public Health Service.

* Medicare Part D and the Medicare Savings Progranty @e-third of
respondents indicated even moderate familiarithh e Medicare Savings
Program).

* Insurance premiums, who can pay for them, mairigiobverage and
enrollment.

D. Assessing Needs, Gaps and Barriers

Needs Assessment Process

Maine CDC'’s HIV, STD and Viral Hepatitis Programveéoped and conducted a variety
of surveys that were administered by mail and enl®ervice provider input was
solicited through health care provider surveysysys specifically related to PrEP and
the HIV case manager training assessment. Highndikiduals were surveyed online

by regional outreach coordinators. Ryan White Baahd MaineCare members complete
a satisfaction survey annually. A client healthveyrwas conducted at two separate
conferences for PLWH.

In addition, focus groups were held in each regibtihe state (Southern, Central, and
Northern).

Surveillance and service utilization data thataready routinely collected were
analyzed for trends and to complete epidemiologidiles.

Planning Process
The Integrated Plan steering committee is comprgédaine CDC staff from the Maine
HIV, STD and Viral Hepatitis Program representingaR White Part B, HIV Prevention
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and HIV Surveillance. Steering committee staff weguired to participate in the
planning process and lead the needs assessmeasgratie steering committee meets
biweekly.

The full planning body was initially convened duithe needs assessment phase. Key
stakeholders from the following sectors were invite participate:

* Ryan White Part C Programs

* Maine AIDS Education and Training Center

» Substance abuse

* Mental health

* MaineCare/Medicare

* Community health centers

» Veterans Administration

* Housing Opportunities for People with AIDS

» People at high risk for HIV infection

* People living with HIV/AIDS

» Service delivery providers and other community sheitders

* Representatives from the federally-recognized Acaeriindian tribes

PLWH and individuals at high risk for HIV were reded from the membership of the
State HIV Advisory Committee, focus group particifmand attendees at two separate
conferences for PLWH. These participants are off@meentives in the form of gas cards
and food vouchers.

All key stakeholders were invited to a full-day rtieg to explain the planning process in
context of the National HIV/AIDS Strategy. The Natal Alliance of State and
Territorial AIDS Directors provided technical agaisce with presentations and
facilitation.

Beginning in the spring of 2016, biweekly meetimgse scheduled to complete the
Integrated Plan. Meeting documents and notes haee shared with all key stakeholders
to allow for participation among those who could attend the meetings. Additional
information from these stakeholders has been sediciia email and one-on-one
meetings.

Service Needs

Needs assessments were conducted through tradipiaper surveys, electronic surveys,
focus groups, key informant interviews and by anialy data already collected for
program monitoring and evaluation purposes. Semwiogiders were surveyed by the
Office of MaineCare Services and the HIV, STD ancMHepatitis Program regarding
general knowledge about treatment guidelines astiractices as well as services to
high-risk individuals. People at high risk of Hlufection were surveyed by regional
Outreach Coordinators. PLWH were surveyed at tvpausge conferences for PLWH and
by mail. Focus groups were held in each regiomefstate (Southern, Central and
Northern) and topic-focused small-group discussigere held at the initial integrated
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planning meeting in April 2016. Findings from theeds assessment process are
described below.

A total of 345 PLWH responded to MaineCare’s anrsadilsfaction survey for 2015.
Responses were generally similar to the 2014 suighlights from the responses
include:

» 58 percent can afford their co-pays and premiums

» 93 percent can easily get their prescriptionsdille

» 85 percent can get mental health services wheredeed

* 79 percent can get substance abuse services whdace

» 82 percent can get transportation for medical needs

* 96 percent see their infectious disease doctae@smmended

* 90 percent said that their case manager helpedfihdrservices they needed

MaineCare has very limited coverage for dentalisesvsin emergency situations and
only for those with full traditional coverage. §tb7 percent of respondents (compared to
64 percent for 2014) indicated that they coulddgettal services when needed.

Only 69 percent of respondents (compared to 73péfor 2014) indicated that they feel
healthy most of the time.

As part of its annual survey of health care prorsdeerving PLWH, the Office of
MaineCare Services asked about the most commoietsaio treatment for their patients.
The figure below illustrates provider responseschiiollowed a similar distribution
pattern to the previous year.
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Figure 8. Common barriers affecting treatment as iéntified by MaineCare
providers, 2014

16%

15%

14% -
12%  12%
12% -
10%
04 -
10% 5%
8% 8% 8%
0f -
8% 5%
6% -
4%
4% -
2%
0f -
2% % 1%
0% - N B
& &

\'{9 . @‘v‘% ~ Qa@
> \ \ \.\ . \ 9 d & & X &
N RS @\b v & &5' @é} % é& & ¥
& & S & POl S
> & OO & %\5 5g
‘,000 S 6\?0 o@rv
S @Q’Q <
@0

Generally, those who participated in focus groupsnappy with case management,
ADAP and dental care. Focus group participantssactioe state identified the following
unmet needs:

* Transportation

* Eye care

» Opportunities for social support

* A solid communication network

Areas for improvement identified during focus greupcluded paperwork; education and
training for providers, including health care pietis and frontline staff at the
Department of Health and Human Services; a listiendly dentists; and additional
resources for food.

Approximately one-quarter of respondents to thentlhealth survey for PLWH
indicated that they are engaging in behaviorspgbathemselves or others at risk for
HIV/STDs. High recent STD rates, including co-irtfens with HIV, support the need
for continuing prevention activities with PLWH.
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Anecdotal reports from the Office of MaineCare $=% may indicate that some PLWH
are not aware of case management or the servipesvites.

Service Gaps

Appropriate Care and Treatment

All CD4 and viral load tests are reportable by Melaw. Lab data indicate that many
PLWH who are on antiretroviral therapy are not ndog CD4 or viral load tests as
frequently as recommended in current treatmentedjmiels. While a gap obviously exists,
it is unclear if health care providers are not ardgtests often enough, if PLWH are not
following through on ordered tests or if the tesgtults are not being reported as required.

Knowledge of Available Resources
A total of 425 PLWH responded to the Ryan Whitet BaProgram’s annual satisfaction
survey for 2015. Responses were generally sinol@0tL4 with the vast majority of
respondents indicating that it was easy to get aetpthat they were happy with ADAP
and Ryan White Part B services (91 percent ande®éept respectively). Most of the
survey questions relate to services the Part BrBnogrovides and whether or not
PLWH know how to get help in those specific aréfaseeded. Overall, responses
improved compared to 2014 but still indicate g&us.example:

» 21 percent did not know how to get help payingni@dications at the pharmacy

» 44 percent did not know how to get help payinghifealth insurance

* 41 percent did not know how to get help paying wiémtal bills

» 55 percent did not know how to get help paying rent

» 56 percent did not know how to get help payingifeat and electricity

» 40 percent did not know how to get help payingféad

PrEP

Although PrEP is a prioritized intervention in tRational HIV/AIDS Strategy, Ryan
White HIV/AIDS Program funds and federal CDC preti@m funds cannot be used to
pay for PrEP. Some insurance programs may cove? Ryt a gap exists for high co-
pays and deductibles or individuals who lack insaeacoverage. Consumers for
Affordable Health Care is developing a resourckdip individuals navigate the
insurance system and identify out-of-pocket cast$PfEP. Currently, there is at least
one health care provider prescribing PrEP in 1Maine’s 16 counties.

Barriers

Social and Structural
A key informant interview with the Minority OutrelaSpecialist in Southern Maine
highlighted areas of concern related to new Mainacduding:

* A need for culturally appropriate education andpsrp
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* Normalization of sexual health education and tgstiecause many new Mainers
do not feel safe seeking this out

» Greater service accessibility, particularly for nasivals

Transportation is repeatedly identified as a bardespite the fact that 82 percent of
respondents to the MaineCare satisfaction surwdigated that they can get
transportation for medical needs. MaineCare onlyec®transportation for covered
services. Anecdotal reports indicate that allowappointments cannot be
accommodated at times due to a lack of availableedr. The Ryan White Program can
support medical transportation only. Parts of Mareextremely rural with no public
transportation whatsoever.

Less than one percent of all Maine PLWH are knowbd homeless at this time, but
there are more than 160 households on wait listsl@PWA rental subsidies and
approximately 17 percent of PLWH accessing Ryant&Rart B or C services in 2015
reported an unstable or temporary housing situatios important to recognize that
many have stable housing as a result of housingtasse currently available through
HOPWA, Ryan White or other housing assistance amogr PLWH who are not eligible
for these programs or who meet utilization caps faag additional housing difficulties.

ADAP is seeing steadily increasing costs for bo#divations and insurance coupled
with increasing program utilization. One of thenpairy insurance carriers on Maine’s
marketplace has requested a substantial rate secfen2017 premiums (average
increase of 22.9 percent with a range from 17.06gue to 44.92 percent). The increase
was pending regulatory approval at the time thi®rewas developed.

Policy

While the Affordable Care Act has helped to makaltheinsurance more accessible for
many PLWH, it has also created a barrier in thenfof the open enroliment period. The
ADAP has reported situations where new enrolle@s i@t had insurance for a length of
time and because they have not had a recent gugli&rent, they must wait for open
enrollment (sometimes several months away) to ajopliiealth insurance. This wait
exists despite the fact that ADAP has the resourcesy for their insurance
immediately. Similar problems arise when PLWH ovaathtes fail to report loss of
insurance due to a qualifying event in a timelyjhfas. Members who fail to recertify for
ADAP may lose insurance if they do not recertifytbg time premium payments are due.
In such situations, ADAP must pay the full costregdications when they reenroll in the
program and the member loses access to other Hmad#dits until the following open
enrollment period.

Program

Ryan White providers in Maine have been using CARIEMSince 2004 and utilizing a
statewide, networked version of the database hdstéde Part B Program since 2007.
The Part B Program supports the costs of the sammiote access key fobs, database
administration and limited technical support whiotal approximately $30,000 per year.
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The shared CAREWare database has a number of adgesnincluding an ability to
standardize and reduce redundant data collectiom sdftware is free and updated to
meet changing reporting requirements. However, ageg are often released with little
time to test or backfill necessary data before gaimeg required reports and often well
after announced release dates. Every recent upgesdgenerated bugs ranging from
minor inconveniences to ones that require sigmtichaff time to address any major
work-arounds.

Demographic data including race/ethnicity and sexat always complete for
reportable STDs and new HIV cases. Such data lilmits.can mask emerging trends and
hinder planning efforts.

E. Data: Access, Sources and Systems

All surveillance data, including those used to gateethe continuum of care, are
obtained from the Maine Electronic HIV and AIDS Remg System (eHARS). The
Ryan White Part B Program has been using CAREWRaoe 2004, including support of
a statewide network that includes all Ryan Whit¥ AIDS Program recipients in the
state since 2007.

No data policies impacted the needs assessmehuglimg the development of the
continuum of care.

The planning body identified several gaps in dag would have been useful during the
planning process, including:
» Consistent and comprehensive housing status dagdl LWH in Maine
An accurate estimate of those living with HIV in i@ who have not yet been
diagnosed
0 As noted in the Care Continuum section, U.S. CD&sdwt recommend
local jurisdictions use the national estimate &f plercentage undiagnosed
to estimate prevalence for the local continuumaséc
* More complete race and ethnicity data for HIV afdSases
» Additional death data, including indicators of whet or not individuals were
receiving HIV treatment prior to death
* Additional demographic data on Ryan White Part #&&ction survey
respondents to identify trends among those whortepanmet needs and no
knowledge of services available to meet those ngedsare they over income
for assistance programs, do they have a case mamateere a gap due to
geography or are they newly diagnosed?)
* The HIV Prevention and Care Programs will now be pathe Maine CDC
Division of Disease Control’s Informatics Programhich will improve the
consistency and reliability of HIV data collectiand reporting for Maine
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Section II: Integrated HIV Prevention and Care Plan

A. Integrated HIV Prevention and Care Plan

The plan below outlines Maine’s response to theghmain goals of the National HIV/AIDS
Strategy (NHAS). The plan includes the benefitBt&®WH and the State of Maine in general.
Gaps in the HIV Care Continuum that are being nowai and addressed by specific strategies
are identified as data indicators.

The strategies identified below cannot be complet#idout the dedication of key partners. These
partners include:

* HIV Services Organizations: Community Health and Counseling Services, Dowrt Eas
AIDS Network/Health Equity Alliance, Frannie Peabdtienter, Maine General Medical
Center and St. Mary’s Regional Medical Center.

» HIVISTD Prevention Providers: City of Portland, Down East AIDS Network/Health
Equity Alliance, Family Planning Association of Maiand Frannie Peabody Center.

* Ryan White Part C recipients: City of Portland, Maine General Medical Center and
Regional Medical Center at Lubec

45
Maine SCSN and Integrated HIV Prevention and Care Plan



NHAS Goal: Reduce new HIV infections

2017 — 2021 Objective:1Annually, continue to ensure that 100 percergeafple receiving a positive HIV diagnosis in Mawi# be notfied of
their confirmed status

Benefits: Early diagnosis lowers lifetime medical costs angroves health outcomes. Knowledge of HIV statas een linked with risk
reduction. Prevention education and partner ses\ie€) are associated with reduced risk of HIVamnaigsion

Resources Committedfederal funds from CDC, State general funds
Potential Challenges or Barriers:Funding availability for related activities, culalily competent providers with time for collaboratj@ccessing

highest risk populations (compared to general sings), Achieving positivity rates for rural setiin relation to funding requirements, disease
reporting inconsistencies, travel burdens, acceptafhservice and provider/community buy-in

Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

Annually ensure that
all individuals tested
through Maine CDC-
funded testing sites
statewide are notified
of their status

Annually through

2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
(VH) Program

Key Partners:
HIV/STD prevention
providers

Health testing
laboratories

Health care providers

Integrated HIV, STD
and VH testing
among the highest
risk populations for
HIV in Maine who
are under or
uninsured

The highest risk
populations for HIV
in Maine based upon
the HIV
Epidemiological
Profile

Percentage of newly
diagnosed individuals
who were tested who
received their status
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

Ensure that all newly
diagnosed individuals
are offered PS

Annually through

2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
Health testing
laboratories

New diagnosis
confirmed and results
delivered to Maine
CDC

All newly diagnosed
PLWH are notified of
their status

Linkage to Care
Specialist will follow
up with all newly
diagnosed individuals
and/or the reporting
provider to offer PS

All individuals with
confirmed HIV
diagnosis reported to
Maine CDC

Percentage of
individuals with a
positive HIV test
result reported to the
Maine CDC who are
offered PS

Percentage of newly
diagnosed PLWH
who are linked to
medical care within
three months

Increase PS educatio
and utilization among
all PLWH in Maine

nAnnually through

2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Update PS Interview
requirements to
include all new and
existing PLWH

Implement with all
new cases

Regional outreach
coordinators will
provide PS outreach
and education
opportunities for
health care providers

PLWH and partners

Health care providers
who work with
PLWH

Percentage of
individuals with a
positive HIV test
result reported to
Maine CDC who are
offered PS

Number of education
opportunities
delivered to health
care providers
annually

Percentage of newly
diagnosed PLWH
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

linked to care within
three months

Percentage of PLWH
in care

NHAS Goal: Reduce new HIV infections

2017 — 2021 Objective: By 2021, reduce the number of new diagnoses haaat 25 percent, from 48 to 36

Benefits: Risk-reduction for people at high risk of acquiridty reduces the potential lifetime medical costsariated with HIV infection.
People who know their HIV status are less likelyramsmit the virus to others. Improved health gaovider knowledge of PS will increase
testing and linkage to care

Resources Committedfederal funds from CDC, State general funds

Potential Challenges or Barriers:Adequate staff time and funding for new activitiegside of the current responsibilities, database

maintenance, culturally competent providers withetifor collaboration, reaching highest risk popala and travel burdens in a large, rural state

Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

Intensify education
and outreach efforts
related to PrEP
among the highest
risk populations for
HIV in Maine

Annually through

2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
Regional outreach
coordinators

Create, maintain, and
distribute 2,000 PrEP
guides to consumers
and providers

Train and provide
technical assistance
regarding PrEP to
providers

The highest risk
populations for HIV
in Maine based upon
the HIV
Epidemiological
Profile

Health care providers
willing to prescribe

PrEP

Number of materials
distributed

Number of PrEP
providers added to th
list annually
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

HIV/STD prevention
partners

Establish and
maintain a PrEP
provider database tha
will be used to inform
individuals interested
in PrEP

it

Target screening and
testing events among
the highest risk
populations for HIV
in Maine

Annually through

2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
HIV/STD prevention
partners

Maintain an
integrated HIV, STD
and Hepatitis
screening/testing
program among the
highest risk
populations for HIV

The highest risk
populations for HIV
in Maine based upon
the HIV
Epidemiological
Profile

Proportion of Maine
CDC-funded tests tha
are delivered to high
risk populations
annually

Increase PS
promotion and
education among the
highest risk
populations for HIV
in Maine

Annually through

2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
Regional outreach
workers

Contract three
regional outreach
workers

Create and implemen
procedure for PS,
outlining partner
engagement
expectations and
timelines

Conduct
regional/local
education activities

Implement regional
and local

t

screening/testing

Health care providers

Identified partners of
PLWH

Number of trainings
delivered annually

Percentage of
individuals with a
positive HIV test
result reported to
Maine CDC who are
offered PS

Percentage of newly
diagnosed PLWH
linked to care within
three months

Percentage of PLWH
in care
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49



Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

events

Promote linkage to
care and PS
regionally and locally

NHAS Goal: Reduce new HIV infections

2017 — 2021 Objective By 2021, reduce the percentage of new diagnases@gay and bisexual men by at least 25 peraemh, 54 percent

to 30 percent

Benefits: These strategies improve collaboration, which tesuoltime savings. Risk-reduction for people ghhiisk of acquiring HIV reduces
the potential lifetime medical costs associatedh itV infection. People who know their HIV statug dess likely to transmit the virus to others.
Improved health care provider knowledge of PS inidlease testing and linkage to care

Resources Committedfederal funds from CDC, State general funds

Potential Challenges or Barriers:Adequate staff time and funding for new activitbegside of the current responsibilities, culturalbmpetent
providers with time for collaboration, reaching gt risk populations and travel burdens in a langal state

Maine SCSN and Integrated HIV Prevention and Care Plan
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

Intensify education
and outreach efforts
related to PrEP
among the highest
risk populations for
HIV in Maine

Annually through

2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
HIV/STD prevention
partners

Create, maintain and
distribute 2,000 PreP,
guides for consumers
and providers

Train and provide

technical assistance to

providers

Establish and
maintain a PrEP
provider database thg
will be used to inform
individuals interested
in PrEP

it

The highest risk
populations for HIV
in Maine

Number of education
and outreach
materials distributed
and providers trained

Intensify education
and outreach efforts
related to PrEP
among Maine health
care providers

Annually through

2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
HIV/STD prevention
partners

Create a PreEP
assessment tool

Disseminate PrEP
assessment tool to
health care providers
analyze / report on
data

Health care providers

Proportion of
providers indicating
that they are aware o
PrepP

Proportion of
providers indicating
that they are
prescribing PrEP

Increase PS
promotion and
education among the
highest risk
populations for HIV
in Maine

Annually through

2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:

Regional outreach

Contract three
regional outreach
workers

Create and implemen
procedure for PS
outlining partner
engagement

t

expectations and

Health care providers

Identified partners of
PLWH

Number of trainings
delivered annually

Percentage of
individuals with a
positive HIV test
result reported to
Maine CDC who are
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Responsible Parties

Strategy Timeframe and Key Partners Activity Target Population Data Indicators
workers timelines offered PS
Conduct Percentage of newly

regional/local
education activities

Implement regional
and local
screening/testing
events

Promote linkage to
care and PS
regionally and locally

diagnosed PLWH
linked to care within
three months

Percentage of PLWH
in care

NHAS Goal: Increase access to care and improve health outcomes

2017 — 2021 Objective:1By 2021, increase the percentage of newly diaggh@ersons linked to care within one month of thid\f diagnosis
from 82 percent to at least 97 percent

Benefits: Early linkage to care leads to lower lifetime hikeabsts and improved health outcomes. Linking PLiKHupport services is
demonstrated to improve treatment adherence aridyqofife. The final strategy for this objectivaiminates duplication of effort in verifying
eligibility for Ryan White Part B enrollees and ares labs and health care providers are complyittyMaine’s reporting laws

Resources Committedfederal funds from CDC and HRSA/HAB, State genenadls, drug rebates

Potential Challenges or Barriers:Adequate staff time and funding for new activitiegside of the current responsibilities, culturabmpetent
providers with time for collaboration, reaching tmégt risk populations and travel burdens in a langal state

Maine SCSN and Integrated HIV Prevention and Care Plan
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

Increase the number
of newly diagnosed
PLWH linked to
medical care

Annually through
2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
HIV medical case
managers

Ryan White Part C
recipients and health
care providers

Linkage to Care
Specialist will follow
up with all newly
diagnosed PLWH
and/or the reporting
provider to determine
if patient needs to be
linked to medical care

Linkage to Care
Specialist will make 4
“warm handoff” to
medical provider and
assist in making the
first appointment, as
needed

Individuals newly
diagnosed with HIV

Percentage of newly
diagnosed PLWH
linked to medical carg
within 3 months of
diagnosis

Percentage of PLWH
in care

Intensify efforts to
ensure that newly
diagnosed PLWH
understand the
support services
available to them and
how to apply to them

By the end of 2018
then ongoing through
2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Ryan White Part C
recipients

Key Partners:
HIV medical case
managers

Health care providers

Linkage to Care
Specialist will screen
newly diagnosed
PLWH for interest
and enrollment in
case management

Linkage to Care
Specialist assists
newly diagnosed
person with
applications for
benefits and services
as appropriate

Linkage to Care

Specialist makes a

Individuals newly
diagnosed with HIV

Percentage of newly
diagnosed PLWH
screened for service
eligibility

Number of resource
guides distributed to
newly diagnosed
PLWH

Percentage of newly
diagnosed PLWH
linked to medical care
within 3 months of
diagnosis

Percentage of PLWH
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

“warm handoff” to a
medical case
manager, as requests

Ryan White Part B
Program will maintain
a resource guide for
distribution to newly
diagnosed PLWH

2d

in care

Improve
communication and
reporting between
those who conduct
HIV testing and
Maine CDC

By the end of 2018
then ongoing through
2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
Health testing
laboratories

Maine hospitals

Community-based
testing providers

HIV Surveillance will
conduct an
assessment of labs
used by health care
providers and test
facilities

HIV Surveillance will
compare findings with
lab reports in eHARS
to assess for
completeness of
reporting

HIV Surveillance will
follow up with labs as
necessary and condu
an annual assessmer
of lab reporting
completeness

HIV Surveillance will
conduct an annual
cross-match with the

Health care providers
and labs

Ryan White Part B

Rate of lab reporting
completeness

Number of lab
outreach sessions
conducted

Completion of annual
data cross-matching
between eHARS and
CAREWare

Number of trainings
delivered to
community-based
HIV testing providers

Percentage of PLWH
in care

Percentage of PLWH
who are virally
suppressed
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Responsible Parties

and Key Partners Activity Target Population Data Indicators

Strategy Timeframe

Program to assess for
completeness of lab
reporting in both
databases

HIV Surveillance will
work with HIV
Prevention Program
to ensure that
community-based
providers know
reporting
requirements for HIV
testing results

NHAS Goal: Increase access to care and improve health outcomes

2017 — 2021 Objective By the end of 2021, increase the percentagersbps with diagnosed HIV infection who are retaime#ilV medical
care from 67 percent to at least 80 percent

Benefits: Engagement in care improves health outcomes andesdealth care costs. Individuals retained ia aad more likely to be virally
suppressed, leading to improved health outcome®rlbealth care costs and a decreased likelihot@dmémitting HIV to others. These

strategies also eliminate duplication of efforverifying eligibility for Ryan White Part B enrokes and ensures labs and health care providers are
complying with Maine’s reporting laws

Resources Committedfederal funds from CDC and HRSA/HAB, State genknadls, drug rebates, MaineCare
Potential Challenges or Barriers:Contacting PLWH who are out of care, willingnes®éore-engaged in care, accessing PLWH who are not

connected to case management or health care, Aesfa#f time and funding for new activities outsiaf the current responsibilities, culturally
competent providers with time for collaboration dalols and competing priorities among health capgigers

55
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

Intensify efforts to
identify PLWH in
Maine who are out of
care and implement
effective practices to
re-engage them in
care

By the end of 2017
then ongoing through
2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Identify PLWH who
are out of care using
eHARS and
CAREWare data

Outreach to PLWH
out of care and assist
with re-engagement i
medical care

=]

PLWH who are not
currently retained in
care

Percentage of PLWH
in care

Percentage of PLWH
retained in care

Percentage of PLWH
out of care who were
contacted and re-
engaged in care

Increase the
availability and
accessibility of HIV
support service
information for new
and existing PLWH in
Maine

By the end of 2019
then ongoing through
2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key partners:
HIV case managers

HIV services
organizations

HIV/STD prevention
providers

Ryan White Part C
recipients and health
care providers

Maine AIDS
Education Training
Center (AETC)

MaineCare

Create an information
packet for PLWH that
provides a
comprehensive list of
support services
available and tips to
optimize their health
and achieve viral
suppression

Identify ways to
improve/ increase
knowledge of
RWB/ADAP and
other available
support services for
PLWH in Maine

Distribute information
through all identified
channels and provide
to new RWB/ADAP
clients and newly

diagnosed PLWH

New and existing
PLWH who are out of
care

All professionals
working with PLWH

Percentage of PLWH

who report knowledge

of services available
and how to access
them on annual
survey

Percentage of
providers who report
knowledge of service
available for PLWH
on annual survey

Number of PLWH
directly given
information packets
annually by
RWB/ADAP, LTC,
and other HIV
professionals

Percentage of PLWH
in care

D

192}
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Responsible Parties

Strategy Timeframe and Key Partners Activity Target Population Data Indicators

Percentage of PLWH

Keep the information retained in care

up to date, relevant

and accessible for all Percentage of PLWH

PLWH who are virally
suppressed

Improve By the end of 2018 | Responsible Parties: | HIV Surveillance will | Health care providers Rate of lab reporting

communication and
reporting between
those who conduct
HIV testing and
Maine CDC

then ongoing through
2021

Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
Health testing
laboratories

Hospitals

Community-based
testing providers

conduct an
assessment of labs
used by health care
providers and test
facilities

HIV Surveillance will
compare findings with
lab reports in eHARS
to assess for
completeness of
reporting

HIV Surveillance will
follow up with labs as
necessary and conduc
an annual assessment
of lab reporting
completeness

HIV Surveillance will
conduct an annual
cross-match with the
Ryan White Part B
Program to assess for
completeness of lab
reporting in both

and labs

completeness

Number of lab
outreach sessions
conducted

Completion of annual
data cross-matching
between eHARS and
CAREWare

Number of trainings
delivered to
community-based
HIV testing providers

Percentage of PLWH
in care

Percentage of PLWH
retained in care

Percentage of PLWH
who are virally
suppressed
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

databases

HIV Surveillance will
work with HIV
Prevention Program
to ensure that
community-based
providers know
reporting
requirements for HIV
testing results

Increase participation
and effort among
health care providers
to monitor their
clients and promote
care retention

By the end of 2019
then ongoing through
2021

Responsible Parties:
Maine AETC

Key Partners:
Maine CDC HIV,
STD, Viral Hepatitis
Program

MaineCare
Ryan White Part C
recipients and health

care providers

HIV case managers

Educate providers on
current HIV treatment
guidelines

Administer annual
provider survey that
assesses knowledge
treatment guidelines

Health care providers
who serve PLWH

of

Percentage of
providers who
indicate knowledge o
current treatment
guidelines on annual
survey

Total trainings
delivered annually

Percentage of PLWH
in care

Percentage of PLWH
retained in care

Percentage of PLWH
who are virally
suppressed
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NHAS Goal: Increase access to care and improve health outcomes

2017 — 2021 Objective By 2021, increase the percentage of personsdiatinosed HIV infection who are virally suppresfedn 61 percent

to at least 80 percent

Benefits: Viral suppression leads to improved health outcorosger health care costs and a decreased likadilbtransmitting HIV to others.
Individuals who have consistent access to theiricagidns have an increased likelihood of followthg required regimen, which
leads to viral suppression

Resources Committedfederal funds from CDC and HRSA/HAB, State genknadls, drug rebates, MaineCare

Potential Challenges or Barriers:Contacting PLWH who are out of care, willingnes$afVH to be re-engaged in care, accessing PLWH who

are not connected to case management or healthAgrgquate staff time and funding for new actiat@utside of the current responsibilities,
completing a competitive bidding process to essaldin online application and recertification sysserd implementation of new system

Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

Intensify efforts to
identify PLWH in
Maine who are not
virally suppressed an
implement effective
practices to help then
reach and maintain
viral suppression,
targeting higher risk
populations first

By the end of 2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
HIV case managers

MaineCare
Ryan White Part C

recipients and health
care providers

Identify those who are
out of care using
eHARS and
CAREWare data

Consider any unigue
or helpful
demographic
characteristics to helf
target / reach high ris
populations first

Outreach to PLWH
who are not currently
virally suppressed

Identify their needs

> PLWH who are not
virally suppressed

and connect them to

Percentage of PLWH
in care

Percentage of PLWH
retained in care

Percentage of PLWH
who are virally
suppressed
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

services that will aid
in viral suppression

Create and implemen
procedures for
monitoring Ryan
White Part B/ADAP
client enrollment and
assist with program
retention as needed

tBy the end of 2018
then ongoing through
2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
HIV case managers

HIV services
organizations

HIV/STD prevention
providers

Ryan White Part C
recipients and health
care providers

At the end of each

recertification period,
identify RWB clients
who did not recertify

Within two weeks of
the end of
recertification period,
outreach to those
clients and identify
the reason why they
did not recertify with
assistance from case
managers as needed

Assist PLWH with
recertification, as
needed

Document why they
failed to recertify
within the
recertification period

Develop process
improvements to rais¢
on-time recertification
rates and prevent gay
in care

RWB clients who
failed to recertify
during recertification
period

1%

DS

Percentage of RWB
clients who did not
recertify during
recertification period

Percentage of clients
who did not recertify
who were contacted

Percentage of clients
who were able to
recertify after being
contacted

Reasons given by
clients regarding why
they did not recertify
(qualitative measure)

Percentage of PLWH
in care

Percentage of PLWH
retained in care

Percentage of PLWH
who are virally
suppressed
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

Increase the
availability and
accessibility of HIV
support service
information for new
and existing PLWH in
Maine

By the end of 2019
then ongoing through
2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key partners:
HIV case managers

HIV services
organizations

HIV/STD prevention
partners

Ryan White Part C
recipients and health
care providers

Maine AETC

MaineCare

Create an information
packet for PLWH that
provides a
comprehensive list of
support services
available and helpful
tips to optimize their
health and achieve
viral suppression

Identify ways to
improve/ increase
knowledge of
RWB/ADAP and
other available
support services for
PLWH in Maine

Distribute information
through all identified
channels and provide
to new RWB/ADAP
clients and newly
diagnosed PLWH

Keep the information
up to date, relevant
and accessible for all
PLWH

New and existing
PLWH who are not
virally suppressed

All professionals
working with PLWH

Percentage of PLWH

who report knowledge

of services available
and how to access
them on annual
survey

Percentage of
providers who report
knowledge of service
available for PLWH
on annual survey

Number of PLWH
directly given
information packets
annually by
RWB/ADAP, LTC,
and other HIV
professionals

Percentage of PLWH
in care

Percentage of PLWH
retained in care

Percentage of PLWH
who are virally

192}

suppressed
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

Increase the
timeliness and
accessibility of
RWB/ADAP services
for new and existing
clients

By the end of 2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
HIV case managers

HIV services
organizations

HIV/STD prevention
partners

Ryan White Part C
recipients and health
care providers

Identify barriers to
accessibility of
RWB/ADAP program

Create strategies to
mitigate barriers and
address needs

Implement program
changes that lead to
easier, more timely
processes including,
but not limited to, the
ability of online
processing of
applications,
recertifications and
financial assistance
requests

Continue to address
needs and gaps in
service and work
toward program
improvement

PLWH who are
current or future
RWB/ADAP clients

HIV case managers
and service providers
who assist clients
with RWB/ADAP

certifications and

applications

The change in
processing time for
RWB/ADAP
processes after
implementation

The number of
RWB/ADAP clients
who utilize online
services compared to
those who utilize
paper-based processgs

Annual survey data
from RWB/ADAP
clients regarding their
utilization and
satisfaction with
online services

Percentage of clients
who recertify on time

Percentage of PLWH
in care

Percentage of PLWH
retained in care

Percentage of PLWH
who are virally
suppressed
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NHAS Goal: Increase access to care and improve health outcomes

2017 — 2021 Objective By 2021, functionally end homelessness amonglpasipo identify as HIV-positive in Maine from a ledise of five
self-reported cases of homelessness among PLWBbLliH 2

Benefits: Stable housing leads to increased access to trefatooatinuity of care, better health outcomes i@atliced risk of ongoing HIV
transmission. Improving the availability of housinfprmation available increases the potentialFbkVH to utilize the information, find more
stable housing, and begin to improve their healtikmmes and decrease their transmission risk

Resources Committedfederal funds from HRSA/HAB and HOPWA, drug rebates

Potential Challenges or Barriers:Collaboration and buy-in from housing service orfgations, obtaining information required for
comprehensive resource list, timely maintenanceraview of list and Adequate staff time and fundiagnew activities outside of the current

responsibilities

Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

Create a resource tha
lists all existing
collaborative efforts
and services availablg
statewide that are
targeted to assist
PLWH with housing,
and identify any gaps
or barriers in the
availability of
services

1tBy the end of 2017
then ongoing through
2021

D

Responsible Parties:
Maine AETC

Maine CDC HIV,
STD, Viral Hepatitis
Program

HOPWA/Frannie
Peabody Center

Key Partners:
Maine housing
authorities other
housing assistance
programs

Compile a
comprehensive list of
all housing services
available for PLWH
including
organization and
eligibility requirement

Communicate with
housing organizations
to ensure that the
resource is complete
and timely

Identify gaps /
barriers that exist
within the services

Individuals who
identify as PLWH in
homeless shelters or
short-term living
facilities upon intake

PLWH who identify
challenges obtaining
or maintaining

5 housing and seek hel

or PLWH who
struggle with housing
but have not yet
sought help

offered for use in

The increase in the
number of PLWH
who are given or
access the housing
information annually
from baseline

Number of PLWH
who receive housing
passistance annually

Percentage of PLWH
who report housing
instability annually

Percentage of PLWH
in care
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

future planning

Determine the most
effective channels to
distribute this
information to PLWH
and organizations tha
serve them

Distribute the
information through
identified channels

Percentage of PLWH
retained in care

Percentage of PLWH
who are virally
suppressed

Increase collaboratior
and communication
among all
organizations that
provide any type of
housing assistance in
Maine with the goal
of overcoming
existing gaps and
barriers that PLWH
face when seeking
housing

n By the end of 2018
then ongoing through
2021

Responsible Parties:
HOPWA/Frannie
Peabody Center

Key Partners:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Maine AETC

Maine housing
authorities and other
housing assistance
programs

Organize and
facilitate meetings of
organizations that
provide housing
services or
supplementation for
PLWH and HIV
services organization

Discuss housing gaps
/ barriers identified

Find realistic
solutions to fill gaps
and mitigate barriers
to housing for PLWH,
including increased
collaboration and
communication
among all relevant
stakeholders

Individuals who
identify as PLWH in
homeless shelters or
short-term living
facilities upon intake

PLWH who identify
challenges obtaining
or maintaining

5 housing and seek hel

or PLWH who
struggle with housing
but have not yet
sought for help

Number of meetings
held

Number of PLWH
who receive housing
assistance annually

Percentage of PLWH
who report housing
pinstability annually

Percentage of PLWH
in care

Percentage of PLWH
retained in care

Percentage of PLWH
who are virally
suppressed
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

Discuss next steps fo
implementation

=

Create and implemen
an ongoing strategy t
move individuals in
homeless shelters wh
identify as PLWH
upon intake into more
stable and permanen
housing

tBy the end of 2021
D

(0]

Responsible Parties:
Maine housing
authorities and
housing assistance
programs

HIV case managers

Ryan White Part C
recipients and health
care providers

HOPWA/Frannie
Peabody Center

Key Partners:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Maine AETC

Create a process for
connecting all PLWH
with housing who are
in need

Develop a statewide
flow chart of the
organizations to
contact based upon
housing need and
location

Implement flow chart
throughout among
organizations that
provide housing
services,
supplementation or
work with PLWH

Meet monthly to
discuss areas for
improvement and
decrease the amount
of time any PLWH is
without housing

Individuals who
identify as PLWH in
homeless shelters or
short-term living
facilities upon intake

PLWH who identify
challenges obtaining
or maintaining
housing and seek hel

Or PLWH who
struggle with housing
but have not yet
sought out help

Annual change in the
number of people in
homeless shelters wh
identify as PLWH
upon intake from
baseline

pNumber of PLWH
who receive housing
assistance annually

Percentage of PLWH
who report housing
instability annually

Percentage of PLWH
in care

Percentage of PLWH
retained in care

Percentage of PLWH
who are virally
suppressed
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NHAS Goal: Reduce HIV-related disparities and health inequities

2017 — 2021 Objective 1By 2021, reduce disparities by reducing the ratBlatks and Hispanics living with HIV per 100,000
population by 15 percent from 1,296 to 1,102 ancf616 to 439, respectively

Benefits: Increasing knowledge of testing and positive heladthaviors among the highest risk populations i &te high
impact/low cost activities that are already ocagtin the state. Targeting PS to higher risk papara could lead to lower
transmission rates between serodiscordant parthersreducing the number of newly diagnosed PLW#bLally and reducing
related health care costs

Resources Committedfederal funds from CDC and HRSA/HAB, State gentenadls

Potential Challenges or Barriers:Adequate staff time and funding for new activitbegside of the current responsibilities, accestangeted
populations, effecting behavior changes and heailte provider participation

Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

Intensify education
and outreach efforts
among the highest
risk populations for
HIV in Maine

Annually through

2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
Regional outreach
workers

Maine Migrant Health
Program

Maine HIV Advisory
Committee

Maine Department of
Education and other

state partners

Cultural competency
trainings for those
working with the high
risk populations

Translate outreach
and education
materials, for all high
risk populations,
ensuring cultural
relevance

Offer trainings in the
spoken language of
each target populatio

Outreach, education
and dissemination of

-

Gay and bisexual
males, Blacks and
Hispanics

Number of outreach
efforts

Number of materials
provided to target
population

Number of people
trained annually

Percentage of
individuals tested wh
identify as a
gay/bisexual male,
Black and/or Hispanig

D
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

Community health
workers

CDC/HRSATA

Maine AETC

prevention, care and
linkage materials

Disseminate CDC-
approved materials
for the highest risk
populations

Targeted education o
the importance of
testing by regional
outreach workers ang
community health
workers

Intensify education
and outreach efforts
among health care
and community
providers

Annually through

2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
Regional outreach
workers

Maine Migrant Health
Program

Maine HIV Advisory
Committee

Maine Department of
Education and other
state partners

Community health

Cultural competency
trainings for those
working with the high
risk populations

Outreach, education
and dissemination of
prevention, care and
linkage materials

Disseminate CDC-
approved materials
for the highest risk
populations

Targeted education o
the importance of
testing by regional
outreach workers ang
community health

Providers, community
health and outreach

workers and all Maine

CDC Prevention
Program staff

h)

Number of outreach
efforts

Number of materials
provided to target
population

Number of people
trained annually
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Responsible Parties

Strategy Timeframe and Key Partners Activity Target Population Data Indicators
workers workers
CDC/HRSATA
Maine AETC

Target screening and
testing among the

Annually through
2021

Responsible Parties:
Maine CDC HIV,

Maintain community-
based testing with

Gay and bisexual
males, Blacks and

Percentage of
individuals tested wh

highest risk STD, Viral Hepatitis | target numbers for Hispanics identify as a
populations for HIV Program each prioritized gay/bisexual male,
in Maine population Black and/or Hispanig
Key Partners:
HIV/STD prevention | Translate outreach
partners and education
materials, for all high
Regional outreach | risk populations,
workers ensuring cultural
relevance
HIV services
organizations Outr_each efforts to
providers who
Ryan White Part C provide health care
recipients and health services to the high
care providers risk populations
Target PS education | Annually through Responsible Parties: | Contract for three PLWH Outreach logs

and promotion among
the highest risk
populations for HIV
in Maine

) 2021

Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
HIV/STD prevention

regional outreach
workers to conduct
educational activities
related to PS

Regional outreach
workers will assist in
the implementation of

regional and local

Gay and bisexual
males, Blacks and
Hispanics

Number of activities
initiated and
completed

Percentage of
individuals tested wh
identify as a
gay/bisexual male,

D
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

partners
HIV case managers

HIV services
organizations

Ryan White Part C
recipients and health
care providers

screening/testing
events

Promote linkage to
care and PS

Black and/or Hispanig

Percentage of
gay/bisexual male,
Black and/or Hispanig
PLWH who are
linked to care

Percentage of
gay/bisexual male,
Black and Hispanic
PLWH who are
retained in care

Target PS education
and promotion among
health care and

community providers

) 2021

Annually through

Responsible Parties:

Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
HIV/STD prevention
partners

HIV case managers

HIV services
organizations

Ryan White Part C
recipients and health
care providers

Contract for three
regional outreach
workers to conduct
educational activities
related to PS

Regional outreach
workers will assist in
the implementation of
regional and local
screening/testing
events

Promote linkage to
care and PS

HIV/STD prevention
partners

Health care providers
who serve PLWH

Outreach logs

Number of activities
initiated and
completed
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NHAS Goal: Reduce HIV-related disparities and health inequities

2017 — 2021 Objective : By 2021, reduce disparities among gay and biderea, Blacks and Hispanics retained in care byemsing the
percentage of each population in care at lease6dept from the respective baselines of 50 perdénpercent and 46 percent

Benefits: Engagement in care improves health outcomes andesdealth care costs. Individuals retained ia aad more likely to be virally
suppressed, leading to improved health outcomerlbealth care costs and a decreased likelihot@asmitting HIV to otherdndividuals
who have consistent access to their medications Aavncreased likelihood of following the requiredimen, which leads to viral

suppression

Resources Committedfederal funds from CDC and HRSA/HAB, State gentenadls, drug rebates, MaineCare

Potential Challenges or Barriers:Contacting PLWH who are out of care, willingnes$a#VH to be re-engaged in care, accessing PLWH who

are not connected to case management or healthAd®quate staff time and funding for new actiwataitside of the current responsibilities,

willingness and collaboration among health careipiers and labs and competing priorities amongthezlre providers

Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

Increase efforts to
identify individuals in
the highest risk
populations of PLWH
in Maine who are
currently out of care
and implement
effective practices to
re-engage them in
care

By the end of 2017
then ongoing through
2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
HIV case managers

HIV services
organizations

Ryan White Part C
recipients and health
care providers

MaineCare

Identify those who are
out of care using
eHARS and
CAREWare data

Outreach to those ou
of care and assist wit
re-engagement in
medical care

> Gay and bisexual
male, Black and/or
Hispanic PLWH who
are not in care

Percentage of
gay/bisexual male,
Black and Hispanic
PLWH who are in
care

Percentage of
gay/bisexual male,
Black and Hispanic
PLWH who are
virally suppressed
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

Peer support network
and community
members

n

Increase the
availability and
accessibility of
information regarding
HIV support services,
including those that
promote care
utilization, for new
and existing PLWH in
Maine among the
highest risk
populations of PLWH
in Maine

By the end of 2019
then ongoing through
2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key partners:
HIV case
managers

HIV services
organizations

HIV prevention
partners

Ryan White Part C
recipients and health
care providers

Maine AETC

Create an information
packet for PLWH that
provides a
comprehensive list
support services
available and helpful
tips to optimize their
health and achieve
viral suppression
Identify ways to
improve/ increase
knowledge of
RWB/ADAP and
other available
support services for
PLWH in Maine

Distribute information
through all identified
channels and provide
to new RWB/ADAP
clients and newly
diagnosed PLWH

Keep the information
up to date, relevant
and accessible for all
PLWH

Gay and bisexual
male, Black and/or
Hispanic PLWH who
are not in care

All professionals
working with PLWH

Percentage of PLWH

who report knowledge

of services available
and how to access
them on annual
survey

Percentage of
providers who report
knowledge of service
available for PLWH
on annual survey

Number of PLWH
directly given
information packets
annually by
RWB/ADAP, LTC,
and other HIV
professionals

Percentage of
gay/bisexual male,
Black and Hispanic
PLWH who are in
care

Percentage of
gay/bisexual male,

D

192}

Black and Hispanic
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

PLWH who are
virally suppressed

Intensify outreach
efforts regarding care
utilization and other
preventive methods
among the highest
risk populations of
PLWH in Maine

Annually through

2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
HIV/STD prevention
partners

Maine AETC

Maine Migrant Health
Program

Contract for three
regional outreach
workers to conduct
educational activities
related to PS

Regional outreach
workers will assist in
the implementation of
regional and local
screening/testing
events

Promote linkage to
care and PS

Gay and bisexual
male, Black and/or
Hispanic PLWH who
are not in care

HIV/STD prevention
partners

Health care providers
who serve PLWH

Number of outreach
efforts

Number of materials
provided to target
population

Number of people
trained annually

Percentage of
individuals tested wh
identify as a
gay/bisexual male,
Black and/or Hispanig

D
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NHAS Goal: Reduce HIV-related disparities and health inequities

2017 — 2021 Objective:3By 2021, increase the viral suppression rate gnktiv-positive individuals who inject drugs from p&rcent to at

least 70 percent

Benefits: Engagement in care improves health outcomes andesdealth care costs. Individuals retained ia aad more likely to be virally
suppressed, leading to improved health outcomerlbealth care costs and a decreased likelihot@asmitting HIV to otherdndividuals
who have consistent access to their medications Aavncreased likelihood of following the requiredimen, which leads to viral

suppression

Resources Committedfederal funds from CDC and HRSA/HAB, State gentenadls, drug rebates, MaineCare

Potential Challenges or Barriers:Adequate staff time and funding for new activitbegside of the current responsibilities, accestangeted
populations, interest and ability among targetepusttion to achieve viral suppression, keepinguases and information current, effecting
behavior changes and health care provider partioipa

Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

Intensify efforts to
identify PLWH who
reported injection
drug use as the mode
of transmission and
are not virally
suppressed and
implement effective
practices to help then
reach and maintain
viral suppression

A

By the end of 2018
then ongoing through
2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key Partners:
HIV case managers

HIV services
organizations

HIV/STD prevention
partners

Ryan White Part C
recipients and health

Identify those who are
out of care using
eHARS and
CAREWare data

Outreach to those ou
of care and assist wit
re-engagement in
medical care

Consider any unique
or helpful
demographic
characteristics to helf
target / reach PWID

> PLWH who report
injection drug use
who are not virally
suppressed

Percentage of PWID

who report knowledge

of services available
and how to access
them on annual
survey

Percentage of PWID
with HIV who are in
care

Percentage of PWID
with HIV who are
retained in care

D

Percentage of PWID
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

care providers

Provide education to
both PLWH and
providers regarding
harm reduction
measures

with HIV who are
virally suppressed

Increase the
availability and
accessibility of HIV
support services and
medical adherence
information for
PLWH who inject
drugs in Maine

By the end of 2019
then ongoing through
2021

Responsible Parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key partners:
Regional outreach
workers

HIV case managers

HIV services
organizations

HIV/STD prevention
providers

Ryan White Part C
recipients and health
care providers

Maine AETC

Create an information
packet for PLWH that
provides a
comprehensive list
support services
available and helpful
tips to optimize their
health and achieve
viral suppression

Identify ways to
improve/ increase
knowledge of
RWB/ADAP and
other available
support services for
PLWH in Maine

Distribute information
through all identified
channels and provide
to new RWB/ADAP
clients and newly
diagnosed PLWH

Keep the information
up to date, relevant
and accessible for all

PLWH who have
identified their HIV
transmission source
to be injection drug
use

All professionals
working with PLWH

Percentage of PLWH

who report knowledge

of services available
and how to access
them on annual
survey

Percentage of
providers who report
knowledge of service
available for PLWH
on annual survey

Number of PLWH
directly given
information packets
annually by
RWB/ADAP, LTC,
and other HIV
professionals

Percentage of PWID
with HIV in care

Percentage of PWID
with HIV retained in
care

D

1°2)
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Strategy

Timeframe

Responsible Parties
and Key Partners

Activity

Target Population

Data Indicators

PLWH

Percentage of PWID
with HIV who are
virally suppressed

Target outreach and
education among
communities where
injection drug use an(
HIV are concentrated

Annually through

2021

Responsible parties:
Maine CDC HIV,
STD, Viral Hepatitis
Program

Key partners:
Regional outreach
workers

Needle exchange
programs

Substance abuse
treatment centers

Maine Harm
Reduction Alliance

Peer support network
and organizations,
such as Voices Hearq

] outcomes among

On the ground
outreach efforts
within PWID
communities to
educate PWID with
HIV about the
benefits of achieving
viral suppression and
how it can be
accomplished

Point of service
education efforts at
needle exchange
programs and
substance abuse
treatment centers that
promote viral
suppression and
improved health

PLWH who inject
drugs

PLWH who inject
drugs and their
partners

Treatment providers

Percent of PWID wha
were engaged in an
outreach/education
activity among all
outreach activities

Number of outreach /
educational efforts
targeted to treatment
providers

Percentage of PWID
with HIV in care

Percentage of PWID
with HIV retained in
care

Percentage of PWID
with HIV who are
virally suppressed
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B. Collaborations, Partnerships and Stakeholder Involvement

Maine’s Integrated HIV Planning Body includes regametatives from Maine’s Ryan White
Part C Programs, the AIDS Education and Trainingt€e community-based organizations
that provide HIV prevention and case managemenicgs, the Housing Opportunities for
People with AIDS (HOPWA) grantee and other Mainading organizations, Maine Migrant
Health Program, needle exchanges, Maine’s MaineRargram (MaineCare), Maine’s State
Epidemiologist, the Minority Outreach Specialistomworks with new Mainers and a diverse
group of people living with HIV representing algiens of the state. Representatives from all
parts of Maine CDC’s HIV, STD and Viral Hepatitisogram also participated.

Members of the Integrated Planning Body as welkasesentatives from Maine’s
Departments of Education, Corrections and Mentalltieand Substance Abuse Services and
rural health and primary care centers throughouh®provided funding information for the
Statewide Coordinated Statement of Need (SCSNitin&a contributed data they had
previously collected such as MaineCare’s providevey and client satisfaction survey.
Others assisted with the SCSN by hosting focuspggoproviding aggregate data and/or
administering surveys developed by Maine CDC. Meoytent experts provided information
on specific topic areas, such as the current healtlaviors and trends among high risk
populations in Maine. All of the stakeholders aladgtpers involved in this process, as well as
those who were not able to attend meetings, weweda® give their perspective and
feedback on the draft SCSN. Recommendations, iciatibns and updated data points were
included as a result of their suggestions. Theabollation during the development and
finalization of the SCSN created the foundationtfa Integrated Plan.

Stakeholders and partners provided valuable suggedb make this plan as integrated,
relevant and forward thinking as possible. TheytGbuated at every stage of Plan
development by discussing SCSN findings in the edmf the National HIV/AIDS Strategy
and providing insight and subject matter experise¢he many components within each
strategy. Some partners included initiatives thaytare currently working on or services that
they offer within the Integrated Plan. Others wiatuded as key partners within the
Integrated Plan due to their ongoing collaboratiod participation in identified strategies.
Maine CDC also reached out to some organizatiatigsigually to obtain additional
information, such as the state’s HOPWA granteergate the most influential and relevant
strategies possible. Moving forward, these partnélide key players in many of the
Integrated Plan strategies in order to successiulpyove outcomes along Maine’s HIV Care
Continuum.

Despite the diverse representation among staketsodehel partners throughout the
development of the Integrated Plan, there were sdéional organizations — particularly
among health care providers — that were unablatiicfpate in the planning discussions that
could have provided additional perspective and e&pee and whose cooperation will be
vital to improving health outcomes along the Caoai@uum. These additional collaborators
have been identified for further outreach in thgang planning process.

Please see Appendix A for planning body letter of concurrence
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C. People Living with HIV (PLWH) and Community Engagement

Representation

Maine’s high risk and HIV-positive community membe&vere among the first to participate
in the planning process. The SCSN includes quiaigatata collected from MSM, PWID and
PLWH at various stages of the Care Continuum. Thedigiduals completed surveys and
participated in focus groups that were targetecatdvpeople at high risk of acquiring HIV
and those currently living with HIV. Individuals wiparticipated in this process generally
aligned with the demographic and geographic distidim of prevalent cases of HIV in
Maine.

New Mainers and people with chronic housing inditgtissues are two populations with
significant needs and unique challenges who wetrealnle to participate directly on the
Integrated Planning Body. HIV service providersovapecialize in work with these groups,
were called upon to serve as a proxy to ensurdltbagxperiences and challenges that they
face were included in the planning process.

Contributions of PLWH

PLWH contributed to this plan by voicing their cengs and unmet needs during the needs
assessment phase, reviewing and critiquing the 8@$N, participating in the development
of the strategies and proposing activities to lotushed in the final plan. The inclusion of
community members within the Integrated Planningythroughout the entire planning
process added a much needed perspective and Yagperience from the population that
the Integrated Plan is intended to serve.

Engagement

Before launching the integrated planning procesan®l CDC reached out to community
members who had expressed interest in participatitige plan, recruited at two conferences
for PLWH and continued recruitment at focus groapd through surveys administered
during the needs assessment phase.

A broad spectrum of PLWH, people at high risk fd¥tnd related community members
described their service needs and challenges thriaugeted needs assessment surveys, key
informant interviews and focus groups. All of tidormation gathered was included in the
SCSN and helped to identify needs that were lateet into strategies in the Integrated
Plan. Members of the Integrated Planning Body mglediadditional context, voicing

thoughts on barriers and proposing solutions teecldentified gaps in care.

Community members were invited to and had representat every Integrated Planning
Body meeting throughout the process. Maine CDC i@ached out to community members
between meetings to ensure that those who wanégdvibices heard were given additional
opportunities to provide feedback or ask questions.

Integrated Planning Body members will continue écebgaged in future meetings where
progress will be reported and the plan will beHartrefined to address emerging issues or
respond to changes in needs or resources.
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Section III: Monitoring and Improvement

Regular Updates

Following the submission of the Integrated HIV Rmetion and Care Plan, the Planning
Body will continue to meet once a month. An inig@lal of the Planning Body is to increase
membership among PLWH, high risk community membexs health care providers who
were unable to participate in the planning proeessdevelopment of this plan. Moving
forward, frequent communication and scheduling l@gmeetings far in advance will be two
primary strategies to keep Planning Body membega@ed and meeting attendance high.
Meetings will be facilitated in person with a cadleption and webinar to minimize barriers
to participation. Standing agenda items will in@dyztogress reports on the implementation
of the Integrated Plan. Meetings will provide auforfor discussing emerging needs and
issues, challenges to strategy implementation, gis@ihment and partner participation. The
plan will be updated as needed based on thesesdisas. Communication will also occur
outside of meetings with specific stakeholders wheaditional information is needed.

Monitoring and Evaluation

Responsible parties and key partners have beetifiddrior each strategy in the plan.
The responsible parties will oversee implementatwagress and reporting with
assistance from key partners. This information ballreported at monthly Planning Body
meetings. Data indicators identified in the plaalshe monitored and reported on at
Planning Body meetings at least annually or as aaavailable. A timeline and
monitoring plan will be created and published asijpgiate to the plan annually.

Success of the Integrated Plan will be judged bgrs factors: implementation of
strategies as described, timely completion of & and deliverables and outcomes
measured by data indicators. This information dghalincluded in an annual written
report presented at a Planning Body meeting andtsel Planning Body members.

Utilizing Surveillance and Program Data

Current surveillance and program data were usedetate the SMART objectives in the
Integrated Plan. Surveillance data shall be usgdpolate Maine’s Continuum of Care at
least annually. Where possible and relevant, gihlegram and surveillance data may be
monitored more frequently to measure progress tvafilling the strategies in the plan.
The baseline Continuum of Care data presenteceiS@SN will serve as the cornerstone for
evaluating the effectiveness of the plan’s stra®gind activities. Strategies, activities and
the overall objectives themselves may be updatedi@®mes along the Continuum improve.
The Planning Body will be tasked with rethinkingaségies and activities if Continuum data
do not show improvements.
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Appendix A: Letter of Concurrence between the Planning Body and State Health Department
August 10, 2016

Kerry Hill, MSW; Public Health Analyst

Health Resources and Services Administration
5600 Fishers Lane

Mail Stop 09SWHO03

Rockville, MD 20857

Kischa Hampton, HIV Prevention Project Officer
U.S. Centers for Disease Control and Prevention
CORP Bldg 8 Rm 3029

MS E-58

Atlanta, Georgia 30329

Dear Mr. Hill and Ms. Hampton:

The Maine Integrated HIV Planning Bodgncurs with the following submission by the Maine
Center for Disease Control and Prevention in respan the guidance set forth for health
departments and HIV planning groups funded by ttf& @DC'’s Division of HIV/AIDS Prevention
(DHAP) and HRSA'’s HIV/AIDS Bureau (HAB) for the dedpment of an Integrated HIV
Prevention and Care Plan.

The Maine Integrated HIV Planning Body has revieweslintegrated HIV Prevention and Care Plan
submission to the CDC and HRSA to verify that sctées how programmatic activities and
resources are being allocated to the most disptiopately affected populations and geographical
areas that bear the greatest burden of HIV dis@&seplanning bodgoncursthat the Integrated

HIV Prevention and Care Plan submission fulfills tequirements put forth by the Funding
Opportunity Announcement PS12-1201 and the Ryarteé\HiV/AIDS Program legislation and
program guidance.

Maine’s Integrated HIV Prevention and Care Plan d&agloped through a collaborative process
between the Integrated HIV Planning Body and M&ieC. The Planning Body contributed its
experience and perspective at every stage of dewvelot by participating needs assessments and
providing feedback on findings included in the 8tdatle Coordinated Statement of Need (SCSN),
participating in bi-weekly meetings throughout fhanning process, discussing SCSN findings and
their relationship to the goals in the National HAIDS Strategy and assisting with the development
of the final Integrated HIV Prevention and CarenPlBhe Planning Body reviewed each section of
the Integrated HIV Prevention and Care Plan ag drafted and participated in a final review of
the complete document before submission.

The signature(s) below confirms tbencurrence of the planning body with the Integrated HIV
Prevention and Care Plan.

Signature: Date:

Planning Body Chair(s):
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