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The Southern AIDS Coalition (SAC) is 501 (c) 3 nonprofit membership organization com-
prised of community-based organizations and advocates, HIV/AIDS government experts,
and private industry. SAC members at this time are from Alabama, Arkansas, Florida,
Georgia, Kentucky, Louisiana, Mississippi, North Carolina, Oklahoma, South Carolina,
Tennessee, Texas, Virginia, West Virginia and the District of Columbia. Data in this re-
port include the southern region as defined by the Centers for Disease Control and Preven-

tion with statistics from Delaware and Maryland added to the SAC jurisdictions.

For questions please contact Kathie Hiers at kathie@aidsalabama.org or Evelyn Foust at
evelyn. foust@ncmail.net. © 2008 Southern AIDS Coalition, Inc.

MANIFESTO
MEMORIAL
DEDICATION

Stephen G. Sherman
North Carolina
Original SAC Co-Chair
Esteemed Colleague
Advocate

The Southern AIDS Coalition
lost a dedicated, talented, and
revered colleague in March
2008, Stephen G. Sherman. To
celebrate his life, the Southern
States Manifesto: Update 2008 is
dedicated to Steve and to the
values he held dear. Primary
among those values was access to
care and treatment for people
with HIV disease who had lim-
ited alternatives. Steve’s dedica-
tion and know-how fueled many
a great debate and discussion as
he fearlessly spoke the truth
about disparities. We were hon-
ored with his presence, and now
we continue the work he began
with a new-found earnestness
and authenticity out of respect
for the way Steve lived his life.
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Introduction

The March 2002 release of the original
Southern States Manifesto described the
disproportionate impact of the rapidly

growing interrelated epidemics of
HIV/AIDS and STDs on communities
in the southern United States and the
shared challenges those of us living in
the South faced in working to address
them. These shared challenges led to
the creation of the Southern AIDS
Coalition (SAC), a unique partnership
of state AIDS directors and staff, com-
munity advocates, national nonprofit
entities, people living with HIV, and
private industry, to better meet the
needs of those at risk and those living
with HIV and other sexually transmit-
ted diseases.

Despite progress, many challenges re-
main for us in the South as well as the
United States as a whole. We present
this Update 2008 to describe what HIV
looks like now in the South, six years
after our first efforts brought us to-
gether in a dynamic way to achieve
mutually desired public health out-
comes through what has become a
solid collaboration.

This report is released after the conclu-
sion of the first year of the Ryan White
HIV/AIDS Treatment Modernization
Act of 2006 (RWHATMA) and of the
Centers for Disease Control and Pre-
vention (CDC) testing guidelines, Re-
vised Recommendations for HIV Testing of
Adults, Adolescents, and Pregnant Women
in Health Care Settings. These two im-
portant policy events, along with the
continued burgeoning need in the
South, present an opportunity to coa-

Manifesto:

lesce these critical and new advances to
focus on very accomplishable goals.

A major focus of SAC has been to advo-
cate for increased federal funding for
prevention, treatment, care, and housing
to rectify the historical inequities embed-
ded in the federal HIV and STD funding
portfolios. To that end, SAC was in-
volved intensively in the discussions and
negotiations that resulted in the passage
of RWHATMA. Changes in the Ryan
White Act, implementation of the new
CDC testing guidelines, and new CDC
funding have improved in important
ways how we are able to address the
needs created by HIV/AIDS in the
South. SAC’s focus also includes ongo-
ing forums to share best practices, pro-
vide technical assistance, and utilize stra-
tegic planning opportunities focused on
the specific needs of the South.

The Update 2008 provides the rationale
for our continuing commitment to the
following goals:

1) Reduce new HIV infections by 25%
in five years while increasing the out-
reach and access to HIV counseling,
testing, and screening in every State
and Territory;

2) Reduce all late-term AIDS diagnoses
by 25% within five years;

3) Implement the CDC opt-out testing
recommendations across each of the
SAC jurisdictions within three years;

4) Increase the number of persons aware
of their HIV, STD, or hepatitis infec-
tions who enter and make optimal
and sustained use of care and treat-
ment;

5) Improve health outcomes for people
with HIV/AIDS as indicated by clinical
and other indicators (CD4, viral load,
etc.);

6) Increase age-appropriate, science-driven
education for prevention of all sexually
transmitted diseases; and

7) Advocate for increased state funding for
prevention, treatment, care, housing,
and services for people living with or at

risk of HIV/AIDS, STDs and hepatitis.

8) Continue to advocate for increased
federal funding for prevention, treat-
ment, care, housing, and services for
people living with or at risk of
HIV/AIDS, STDs, and hepatitis that is
based on and allocated by the growth of
the epidemics and the needs of people
living with these diseases throughout

the U.S.

As our community prepares for the inevita-
ble changes ahead, the Southern AIDS
Coalition extends our dedicated support
and strong interest in all efforts that bring
the people of our nation together to
achieve our collective goals. We offer this
view into the South as a way to substantiate
the dire needs of people in our region. We
will champion the needs of any person
with or at risk of HIV, hepatitis, or other
STDs wherever they live in the United
States or around the world and will col-
laborate with any willing partners. We are
united in the desire to meet these goals and
to live in a South, a nation, and a world
without STDs, HIV, and AIDS. We invite

you to join us in this quest.

— Southern AIDS Coalition Board of

Directors

a public declaration of principles, policies, or

intentions, especially of a political nature.
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Why a Manifesto Update Now?

To Save Lives!

The Problem

Rising infection rates coupled with inadequate funding, resources, and infrastructures have resulted in a disparate

and catastrophic situation in our public health care systems in the South. The impact of HIV/AIDS on popula-

tions that also disproportionately reflect vast poverty and inadequate support continues to fuel the challenges of

1) reducing new infections; 2) identifying infections as early as possible; and 3) providing adequate care, treat-

ment, and housing.

While studies show that early diagnosis and treatment of HIV infection to prevent or delay the transition to an

AIDS diagnosis is more costeffective,’ lack of funding for early treatment for those most vulnerable to

HIV/AIDS has systematically led to greater rates of AIDS diagnoses in these groups. Unless we act to correct

funding and treatment disparities, we endanger not just isolated communities, but our states and our nation.

HIV PREVALENCE AMONG YOUNG ADULTS (18-49)
1999-2002

Legend

HIV ANTIEQDY POSITIVE PREVALENCE
an-n44
0441-079
0781+
# » Minarty Zip Codes

State

The slide above documents
known HIV cases throughout the
U. S. among young adults from
1999 through 2002 with obvious
disproportionate representation
from the South. Since the release
of the first Manifesto (March
2002), more than 36,000 people
have died of AIDS in the South
as estimated by the CDC. In
2005 the South was burdened
with half of all deaths from AIDS
in the United States.’®

Provided by National Minority Quality Forum

Throughout the rest of the country from 2001
through 2005, the number of deaths from
AIDS decreased, but continued to increase in
the South."" The South has the highest num-
ber of adults and adolescents living with and
dying from AIDS in the United States."*

Systems of care have become increasingly over-
burdened as HIV/AIDS devastates vulnerable
populations of the South.*"**" Characterized
by pervasive poverty, lack of adequate services
and infrastructures, unemployment, and unin-
sured individuals,” the South is faced with a
crisis of having to provide medical and support
care for increasing numbers of infected indi-
viduals without adequate funding.

Deaths estimated from AIDS according to the CDC - Numbers

Region 2001 2002 2003 2004 2005 2006|Cumulativea
Northeast 5,091 5,047 5,376 4,904 3948 4,074 180,623
Midwvest 1,682 1,675 1,655 1,619 1,541 1,325 54,468
South 7469 7,361 7,776 8,353 8,240 6,475 197,209
West 2,738 2,559 2,597 2577 2,588 2,141 113,506
Totals 16980 16,642 17,404 17453] 16317 14,015 545,806
. Since the beginning of the epidemic
Deaths estimated from AIDS according to the CDC - Percents

Region 2001 2002 2003 2004 2005 2006]Cumulativea
Northeast 30% 30% 31% 28% 24% 29% 3%
Midwvest 10% 10% 10% 9% 99 9% 10%
South 44%] 44% 45% 48% 50% 46% 36%
West 16% 15% 15% 159 16% 15% 21%
Totals 100%  100% 100% 100%  100% 100% 100%

Page 4
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Section [I-THE NEED AND THE NUMBERS

Introduction

The South has the highest number of
new AIDS diagnoses in the United
States as a region and sadly has for
years.* The levels of HIV transmission
coupled with initial diagnoses of AIDS
continue to complicate the prevention,
care, and treatment systems. The later
people are diagnosed, the greater the
likelihood that increased transmissions
occur.” Care is more complicated
when entry into care occurs with con-
current opportunistic infections. Treat-
ment options and systems are also bur-
dened with increasing numbers of drug-
resistant strains of the virus, given the
number of people infected by those not

. 1,4,12
1n care.

In addition, many areas of the South
continue to face ongoing poverty and
discrimination, placing individuals and
communities at elevated risk of infec-
tion. Unlike the early days of the epi-
demic, when outbreaks were concen-
trated in urban areas, a greater propor-
tion of the southern population, in-
cluding those with HIV/AIDS, live in
rural areas."! This shift further compli-
cates efforts to deliver appropriate care.

AIDS in the Southt+1s17s657

Note: The South comprises 36.4% of the population of the U.S. through 2006.%
Of the top 20 areas (includes 18 states, Washington, DC, and Puerto Rico)
with the highest AIDS case rates in 2006, 11 (55%) are in the South.

The South has the highest number of adults/adolescents living with AIDS in
the U.S.

The number of persons living with AIDS has increased from 1993 to 2005 at a
greater rate in the South than in the other regions of the U.S.

The South has the highest number of people dying from AIDS in the U.S. The
number of persons who died from AIDS-related deaths increased from 2001 to

Four out of ten (40%) of
Americans living with AIDS reside
in the South.

HIV/AIDS has had a greater impact on
blacks in the South than in any other
area of the country, especially among
men who have sex with both men and
women."” Compared to other regions
of the country, HIV/AIDS in the
South also disproportionately affects
more heterosexuals and those who live

in rural areas.!"*1*

The South also reports higher rates of
syphilis and gonorrhea than other re-
gions of the country, which increase the
risk of HIV transmission.>*? Addition-

ally, stigma due to social conservatism

2005 at a greater rate in the South than in other region of the country.
e  Of the 20 metropolitan areas with the highest AIDS case rates in 2006, 16

(80%) are in the South.

e The southern states have a higher percentage of new AIDS cases among per-
sons living in non-metropolitan areas than other regions of the U.S.
e Of the 20 states with the highest rates of persons living with HIV (not AIDS) in

2006, 11 (55%) are in the South.

e  Of the 15 states with the highest rates of new HIV diagnoses, nine (60%) are in

the South.

e Prevention and treatment of HIV/AIDS are further complicated in the South
by the high prevalence of HIV-infected individuals living in rural areas. South-
ern states comprise 65% of all AIDS cases among rural populations.

is more pronounced in the South as
compared to the rest of the nation.

Geographic Concerns

Rural populations tend to be dispersed
over extremely large areas dotted with
small communities and are often com-
pared to higher density urban areas. Yet
in rural areas of the Southeast, people
with HIV/AIDS often travel for several
hours to see an infectious disease spe-
cialist in a
medical care
setting.

Rate (per 100,000 population)

Sexually 10

Transmitted
Diseases
(STDs)
Individuals
with STDs,
especially
syphilis, are at
a significantly

higher risk for

decades, STD rates have been higher in the South,

compared to other regions.

®  The South ranked first among the four regions
of the U.S. in rates of primary/secondary syphilis
and rates of gonorrhea in 2006.%

o Of the ten states that had the highest primary/
secondary syphilis rates in 2006, seven (70%)
were southern states.

o Of the 20 states that had the highest gonorrhea
rates in 2006, 13 (65%) were Southern states.

Figure 9. Primary and secondary syphilis — Rates by region: United States,
1997-2006 and the Healthy People 2010 target

West
== Midwest
= Northeast

L * South
2010 Target

HIV transmis-

sion."”
Throughout
the last two

Note: The Healthy People 2010 target for P&S syphilis is 0.2 case per 100,000 population.
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THE NEED AND THE NUMBERS, continued

Overall Health

Southern states perform poorly on

most health indicators in comparison

to other states, as noted in The Common-
wealth Fund Commission on Aiming

Higher, released in June 2007. The 14

states and Washington, DC, considered

by the U.S. Department of Health and

Human Services as the South Region,

hold 15 of the bottom 21 rankings and

11 of the 12 lowest-ranked states. The

indicators can be seen in Illustration 1.1.

e The ten states (100%) with the
lowest ranking in overall health by
the United Health Foundation
were all in the South (see p. 17).

e Lack of health insurance: ten out
of 20 (50%) were in the South.

e  Premature death: 12 out of 22
(60%) were in the South.

e Infectious disease: eight out of 20
(40%) were in the South.

e  Children in poverty: 12 out of 22
(55%) were in the South.

e Nearly two in five residents in the
South were considered medically
disenfranchised, meaning they had
little or no access to primary medi-
cal care in 2005. *

Further, according to the CDC and the

updated Census:

e  The South ranked first among the
four regions of the U.S. in the
percentage of medically disenfran-
chised persons in 2005 (25.3%),
and the Northeast ranked fourth
(10.3%).

e  Of the 20 states that had the high-
est percent of medically disenfran-
chised persons in 2005, nine
(45%) were Southern states.

Vulnerable Populations

Vulnerable populations in the South
have greater health needs; are at sub-
stantially greater risk of poor physical,
mental, and social health; and have
much higher rates of illness and death
than the general population.””*® They
also typically face greater barriers to

State Scorecard Summary of Health System Performance Across Dimensions

State Rank

[ Top Quartile = =
& &
[ Second Quartile & . ,;oa o
W Third Quartite I s&  F
W Bottom Quartile 3 .S?' 3‘;_9 & &es‘ & ‘-ge‘ 3?"':;9 -] Q‘F-h
& & ﬁ,w g & LA ORI
RANK sme ¥ F §F & & RANK state ¥ & &
1 Hawaii [ I 26 Masks [N ]
lowa [ : ] 26 Arizona INDEEEN N )
3 Mew Hampshire [ 26 Newlersey [ | N
3 Vermont [ 29 Virginia [T I
5 Maine | 30 idaho NN TN |
6 Rhodelsland [ [ [ 30 North Carolina R 1 [l
7 Connecticut [ 32 DistrictofColumbia [ 1N TN
8 Massachusetts | I 33 South Carolina [ N
9 Wisconsin | 34 Oregon NN TN |
10 South Dakota I 35 New Mexico [N N
n Minnesota | || I 36 incis l:_:-
12 Nebraska | - 37 Missouri [ 1NN
\__ 13 North Dakota [ =1 38 Indiana I
s
14 Delaware [T T T 39 California [N O
15 Pennsylvania [ N 40 Tennessee [ DO
16 Michigan [T THNN [ 4 Alabama [N I
7 = - 42 Georgia IR
7 Washington [N N | 43 Florida [T |
19 Maryland [Tl NN 44 WestVirginia NI N
0 Kansas [ [l 45 Kentucky DU  EEE
2 Wyoming IEENENNN N | 46 Louisiana IR
2 Colorado NI NN | 46 Nevada N BN
2 New York [ [NDSENNN [ 48 arkansas [
24 | a9 Texas [ |
- utah [ . 50 Mississippi IR
50 oklahoma [N

SOURCE: Commonwealth Fund State Scorecard on Health System Performance, 2007

Ilustration 1.1

accessing timely, needed care and have
worse health outcomes than others.? The
proportion of the population that is
medically vulnerable is increasing as a
result of demographic shifts and socioeco-
nomic trends. Those who are uninsured
(see Illustration 1.2) are also disproportion-

ately represented in the South.

Poverty and Unemployment

The South has fared worse than the na-
tion as a whole in regard to poverty and
income measures. According to 2006
U.S. Census data, among the top 11
states with the greatest number of people
living in poverty, eight (80%) were in the
South with an average of 17% of the
population living at or below poverty
level, compared to 12% nationally. Like-
wise, the per capita income in 2006 was
lower in households in the South, which
had the lowest median income of
$43,884, compared to $48,201 for the
rest of the country. The Deep South con-
tains a majority of the most impoverished
counties in the country.' Of the ten
counties with the highest poverty rates in
the country, eight (80%) are in the
South.'®

The Uninsured and Under-
Insured

The South has the highest rates of un-
insured residents in the nation, and the
rate of uninsured is increasing accord-
ing to 2005 data (see Commonwealth

=

Fund Commission, Illustration 1.2, on
page 5). More than 18 million South-
erners are uninsured, including many
HIV-infected persons who must rely on
Medicaid, Medicare, disability insur-
ance, the Ryan White Act, and the
AIDS Drug Assistance Program
(ADAP) to receive necessary treatment.
The uninsured rate in the South in-
creased to 18.6% between 2004 and
2005. While 18.5% of whites were un-
insured in the South, the percentages
among blacks (28.5%) were signifi-
cantly higher.'” The national average of
the uninsured is 15.7% (data from the
U. S. Census in 2004).

Stigma

Social conservatism is more pro-
nounced in the South compared to the
rest of the nation."” Shame and fear of
stigmatizing reactions on the part of

Page 6
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THE NEED AND THE NUMBERS, continued

ACCESS
others may lead to reluctance to seek testing and

treatment for HIV or other STDs. Men who have Percent of Adults Ages 18-64 Uninsured by State
sex with men (MSM) may be less likely to be open
about their sexual behaviors in such communities
and may concurrently be sexually involved with

1999-2000 2004-2005

women, who in turn may be unaware of the risk
posed to them by their partners’ MSM behaviors."
Anecdotal evidence across the South indicates that
the prominence of the church, with its sexual pro-
hibitions, intensifies fear of stigma.

More than half the persons ; :
(117,890 oftbe 226,447) [Jlessthan14% [114%-185% W19%-225% [ 23% or more

living with HIV (not AIDS) in the

United States in 2006
were in the South (52%) i Hlustration 1.2
New AIDS Cases 2000 - 2003
New AIDS Cases o 36%

35%
In a newly released report from Funders Concerned About >

AIDS, Spotlight: Alabama, research from Drs. Whetten and Reif || *”
is utilized to highlight the extremely disproportionate growth o
of new AIDS cases in the Deep South, which is defined as Ala- || 2%
bama, Georgia, Louisiana, Mississippi, North Carolina, and 15%
South Carolina. The report even characterized the HIV epi- 10%

.. « . . - 5%
demic in the Deep South as “...similar to the epidemic in less 4% >

5%
wealthy nations than to other areas of the U.S.”** e

Deep South Balance of South Nation

The CDC Minority HIV/AIDS Research Initiative presented
Reported AIDS Cases and Rates for Adults and Adolescents by

Region and Population of Area of Residence data from an in-house study at the 2007 HIV Prevention Con-
2005-50 States and DC ference entitled Access to HIV Testing and Treatment in the Rural
South. The design of the study uncovered the fact that the
_ South leads in AIDS cases and rates for adults and adolescents
Number | Rate/ | Number] Rate/ | Number | Rate/ for metropolitan statistical areas of all sizes.
S e sl Anthony, Sutton, et. al.” identified recurring themes as barri-
Northeast | 9,433 26.2 492 9.6 331 7.2 ers:
Midwest | 3,985 | 13.3 553 4.8 387 2.9 e  Geographic distances;
South | 14003 | 276 | 2625 | 136 1712 o e  Social perceptions about privacy and confidentiality; and

Economic disadvantages.®’
West 5,606 14.0 577 5.9 249 4.2

Minaity HV/AIDS Research Initiative and the Centers fa Disease Controland Prevention.
Note: Databased on residence at time of AIDS diagnosis. Presented at the 2007 HIV Prevention Can ference, December 4, 2007.

SOUTHERN STATES MANIFESTO: UPDATE 2008 Page 7



THE NEED AND THE NUMBERS, continued

More people are living and dying with AIDS in the South than in any
other region of the country.

r"

The church pictured to the right is lo-
cated in Birmingham, Alabama, and
posted this sign for a year during 2005-
2006. While the congregation did divide
over the words on the sign, the pastor
continued to espouse his beliefs about
God’s view of MSM as defined by the
word homosexual. The fact that the sign
stood for one year and did not bring a
larger outcry from other areas of the com-
munity also speaks to the acceptability of
a conservative environment that is not
welcoming to the range of diversity found
in the community overall.

In the United States through 2006
52% of the reported, estimated, living HIV cases were from the South and

41% of the reported, estimated, living AIDS cases were from the South.56

The Numbers

The most recent CDC HIV/AIDS Surveillance Report only includes data on persons living with HIV (not AIDS) for
the 33 states that have had confidential, name-based HIV reporting for a sufficient length of time. Since living AIDS
cases is the only verifiable statistic for comparison, we utilized these 2006 data from the CDC. The green bars on the
chart to the right mark the states and city (Washington, DC) included in the Southern AIDS Coalition region.

As can be seen from the review of both the data to the right and the rates on the CDC-supplied map on the bottom
of Page 10, the rates that are higher in AIDS and HIV (those states reporting) also indicate a disproportionate share in
the South, especially the HIV case counts. The map on the top of Page 10 indicates the combined sexually transmit-
ted disease rates for gonorrhea, syphilis, and chlamydia across the country. The South has extremely high rates of
these three STDs, which points to the increased need for prevention as well as care and treatment services to reach
the rural, suburban, and urban areas of the South. The needs of the South are the focus of the Southern AIDS Coali-
tion (SAC). However, the overarching aim of the work of SAC will continue to focus on expanded funding and ser-
vices for every resident of the United States and Territories living with HIV. While we continue to experience greater
growth in diseases, we also face inconsistent true public health approaches to address prevention, care, treatment, and
housing. Variable erratic funding from all sources (RWHATMA, CDC, STD, state) make forming a sustained re-
sponse nearly impossible. In the following pages, we address the people of the epidemic, the original 2002 Manifesto
“Calls to Action,” and the future of the Southern AIDS Coalition. Our fervent hope is that this document will con-
tinue to bring focus to very underserved, disenfranchised populations throughout all of the United States.

Page 8 SOUTHERN STATES MANIFESTO: UPDATE 2008



THE NEED AND THE NUMBERS, continued

E stinnated nmmunbers of persons living with HIWV infecton (not AIDES) or withy AIDS at the end of 2006, by
area of residence and age category— United States

Alaslka 272 273 350 1 351
Arimona 5,744 5,793 4,922 4,929
Califorma 651,451 105 61,555
Colorado 5,855 15 5,889 4,083 2 4,085

Connecticut 408 Ta21

Hawraii 1,234 1,257
Idaho 356 u] 356 313 8] 313
Ihnois — — — 16,139 46 168,185
Indiana 3,849 21 3,870 3,990 14 4,010

Iowra 588 2 90 s609 3

IvMlassachusetts —_ —_ —_ B.806 20 B.820
Iwlichigan 6,118 s G, 173 aals 12 6,627
Iviinnesota 3,227 3,248 23514 2,323
—
Ivlissouri 4,999 5,033 5,479 i 5,486
I ontana — — — 205 u] 205
Mebrasla as3 12 oo 771 2 TT3
Mewrada 3402 13 5415 2,969 3 2,972
Mew Harmpshire — — — 56 = 559
Mewr Jerses 16,059 153 16,212 17168 &7 17,226
Mew Mezco a10 u] ang9 1,252 3 1,255
Mew Y ork 42,220 301 43,021 FO,a97F 145 FO,845

Nnrth Draltota

3, 266 &, 323 ‘?054 ‘?084
Oregorn 2,840 2,844
Pennsylvania —_ —_ —_ 18 6833 T"l 18,703

Fhode Island — — — 1,296 7 1,303

TTtah 203 10 0= 1.1a4 u} 1.1a4
Wertniont e e e 235 2 240

WS COorsin 2,322 15 2357 2,153 12 2,185
AT orTng =1a] 2 B8 102 1 103

Subtotal 224,303 2,174 226,477 455,621 1,115 456,756

Mote. These rwurbers do not represent reported case counts. Rather, these mumbers are point estimates, which resalt from adpistiments of reported
case connts. The reported case commts have bheen adpisted for reporting delays, tat not for incomplete reporting. Total rmmarmber of persons living whith
AITE inchides persons whose area of residence is unkrnoram. Becaise cobimn totals sarere caloulated independently of the wahies fior the subpopulations,
the wvabies in each cobimn may not som to the cobumnn total

a Sea Techrnical Haotes for the list of areas that have had laars or regulations requiring confidential name-based HIW infection reporting sitvce at least
2001 .

b Florida has confidential narme-based HIW infection reporting for only the diagnoses made daring haly 1297 or later.

= Persans reported from areas with confidential name-hased AITE reporting, who are residents of other areas.
d Total rpamber of persons Hving writh HIW infection (not 4T85 inchides persons reported from areas wadth confidential narme-based HIW infection
reporting who were residents of other states or whose area of residernce is unkrnoam.

©SAC developed this chart using the CDC Way 2008 data. [ ] |
SOUTHERN STATES MANIFESTO: UPDATE 2008 Page 9




THE NUMBERS, continued

Sexually
Transmitted
Diseases

Another indicator for the
continued need of pre-
vention messages in the
South around STDs con-
tinues to be the high level
of infection rates re-
ported.

e Chlamydia—nine of the
top 15 states are in the
South.

e Gonorrhea—13 of the
top 20 states are in the
South.

e Syphilis—seven of the
top ten states are in the

South.

Map 1 below: Estimated rates (per 100,00 population) for adults and adolescents living
with HIV infection (not AIDS) or with AIDS in 2006 for the United States:

Map 1. Estimated rates (per 100,000 population) for adults and adolescents living with HIV infection (not AIDS)
or with AIDS, 2006—United States and dependent areas
_H_H_“‘--H_

~—Rhode Island 143.6
“Connecticut 252.1

“— Maryland
- District of Columbia

ZT ios:

Rate = 143.7 Rate = 178.6"

e

—
H""-\-\. . -—
50.1 i, "~
;\./
N \ /' American Samoa
‘ﬁ/ﬂ.’/\ @ & Lk_}} Guam

Puerto Rico
.5, Virgin Islands

Note. Rates adjusted for reporting delays. Rates of HIV infection include only persons living with HIV infection that has not progressed to AIDS.

Since 2003, the following 38 areas have had laws or regulations requiring confidential name-based HIV infection reporting: Alabama, Alaska,
Arizona, Arkansas, Colorado, Florida, Idaho, Indiana, lowa, Kansas, Louisiana, Michigan, Minnescta, Mississippi, Missouri, Nebraska, Nevada,
New Jersey, New Mexico, New York, North Carolina, North Dakota, Ohio, Oklahoma, South Carolina, South Dakota, Tennessee, Texas, Utah,
Virginia, West Virginia, Wisconsin, Wyoming, American Samoa, Guam, the Northern Mariana Islands, Puerto Rico, and the U.S. Virgin Islands.

3ncludes persons whose area of residence is unknown.

Page 10 SOUTHERN STATES MANIFESTO: UPDATE 2008



Section II-THE PEOPLE

Introduction

Greater numbers of people without access
to basic medical care live in the South than
anywhere else in the nation.”® Although
living with HIV/AIDS is difficult for any-
one, the disease is far worse for those who
must access resource poor and compro-
mised health care systems, which are charac-
teristic of many southern states. Physical
and socioeconomic barriers are com-
pounded by persistent stigma surrounding
HIV disease, regardless of sexual orienta-
tion, gender, or ethnic background.

Studies have shown that blacks receive a
lower quality of care even in our best medi-

81312 9 nd that Latinos face

cal facilities,
language barriers and the fear they will be
suspected of being illegal immigrants,
whether they have documentation or not.?
The rural poor of all racial and ethnic back-
grounds face barriers of distance and lack of
privacy in communities so small that the
HIPAA’s (Health Insurance Portability and
Accountability Act of 1996—Public Law
104-191) privacy protections become irrele-
vant. The misperception that HIV/AIDS is
a disease of gay white males is belied by
dramatic increases in heterosexual women,
especially in women of color. An added
challenge for women is the propensity to
place the wellbeing of their families and
children before their own health needs.

MSM continue to have the highest propor-
tion of transmission rates in the United
States.* Ironically, as providers and funding
sources target newly impacted populations
(women, minorities, rural), efforts to pre-
vent transmission in MSM receive less at-
tention. Therefore, those most at risk of
HIV infection receive less funding and fo-
cus, resulting in poor public health.

The moral compass of the nation and the
South’s specific cultural underpinnings
include fundamentalist beliefs, such as
blaming those who are diagnosed with HIV
disease due to sinful behaviors, such as
MSM and/or those who use or abuse drugs.
These ideologies have created an environ-
ment that is indifferent at best and hostile

at worst to the plight of men, women, selves without life-giving medicines,

and children alike, regardless of how they = without a way to prove their need, and
contracted the disease. While true in without a system that could provide
communities nationwide, the prevalence  access to health care and medicines in
and perception of being ridiculed is well ~ time to prevent their health from dete-
documented in the South.'"*!* Yet many

faith-based entities across the

riorating. While Louisiana suffered
through the devastating break

South have become educated, have in the levees, the actual hurri-

started or enhanced existing AIDS canes struck parts of Alabama

ministries, and have shown sup- ‘| and Mississippi equally hard,

port for persons living with creating massive displacement

HIV/AIDS.

of people and permanent infra-
Even with new federal and state structure damage. While the

funding for several southern states people of Texas, Alabama, Lou-

over the last two years, people liv- isiana, and Mississippi still toil
ing with HIV/AIDS who move to
the South for the first time or who

move back home to the South are

to move forward, the local and

state communities and govern-
The cross on the

alter at St. John'’s
Church in Raleigh,
NC, has been draped
for HIV awareness

ments also caught in the strug-
. le continue to heroically re-
often surprised to learn that they g Y
spond.

Although the issues are unique,

they all lead to the same re-

are not afforded the same level of v
. . events in the red
services as elsewhere in the coun- | ribbon symbol since

the first World AIDS

try. Few studies of inward migra-
Day in 1988.

tion to the South exist, but this
anecdotal experience is reported in

sult—more disease, higher
health care costs, less access to

N L | ed care, and earlier deaths. Scien-
every state through the annual require tific and medical progress in diagnosing
and treating HIV/AIDS is meaningless

for a person who cannot access the treat-

planning processes. This dichotomy was
especially pronounced as HIV-positive

persons were displaced during hurricane 1 enr.

Men Who Have Sex
with Men (MSM)

Men who have sex with men (MSM)
continue to represent the highest num-

Katrina.

Those displaced by hurricanes Katrina
and Rita discovered that whatever diffi-
culties they may have faced living with
HIV/AIDS in their normal world were
multiplied many fold in the face of a ber of annual new HIV infections as
natural disas-
ter. Our na-
tion’s infra-
structure has
proven to be
woefully in-
adequate to
manage the
needs of so
many dis-
placed people
with chronic
and acute
illnesses.
Many people
found them-
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THE PEOPLE, continued

well as the largest group of people living
with HIV/AIDS in the South and in
other parts of the United States.* How-
ever, MSM in the South face particular
barriers that affect their access to HIV
prevention, care, and support. The
South in general has fewer metropoli-
tan centers that have historically sup-
ported openly gay communities. These
larger population centers provide the
settings for community-based interven-
tions targeting gay-identified MSM. In
smaller cities, towns, and rural commu-
nities, even gay-identified men continue
to live in and with communities and
families of birth, a pattern which en-
courages secrecy, invisibility, and social
isolation.

In Tennessee, for example, there were
56 and 60 anti-gay hate crimes reported
to the Tennessee Bureau of Investiga-
tion in 2007 and 2006 respectively,
almost three times the number (21) re-
ported in 2005 and prior years, causing
small wonder that most men in the
rural south fear being labeled as homo-
sexual.'>"® This fear is particularly pro-
nounced for blacks, especially in rural
communities, where homosexuality is
often perceived as rare and abnormal,
based on cultural constructs of a domi-
nant heterosexual masculinity.'® Bisexu-
ally-active men may deny risky behavior
or expect women partners to take re-
sponsibility for health checks, including
for HIV/AIDS.

Ironically the secrecy caused by this
stigma leads to increasing HIV rates for
women, especially black women. Inter-
ventions to inform MSM are many;
however, government resources and
abstinence-only education is politically
more acceptable than comprehensive
sexual education, open forum conversa-
tions, and media campaigns to caution
men that unprotected sex with other
men is putting them at risk for HIV
and other STD transmissions. State
AIDS Directors, community advocates,
members of Congress, and people liv-

FIGURE 2. Estimated* number of HIV/AIDS' diagnoses and
estimated annual percentage change (EAPC) among men who
have sex with men aged 13-24 years, by racelethnicity and

year of diagnosis — 33 states,’ 2001-2006

According to the June 27,
2008, edition of the CDC’s
Morbidity and Mortality
Weekly Report, the number of

HIV/AIDS diagnoses among
MSM overall during 2001-
2006 increased 8.6%. Of

these new cases, a 12.4%

increase was seen in black
MSM,; in black MSM ages 13
to 24, an increase of 93.1 %
was observed. Black MSM

ages 13 to 24 experience

twice the growth rate as

2,000
Black, non-Hispanic
----- White, non-Hispanic
1,600 4 — — — Hispanic
=+ = Asian/Pacific Islander (A/PI)
= = = American Indian/Alaska
1,200 MNative (AVAN)
800
gd" L.
g0 ULl e m =TT T
- 7
(AIAN) 9
(A/P1) 30.8" 12.87
0 f T L a— e —
2001 2002 2003 2004 2005 2008
Year

"
diagnosed.

Alabama, Alaska, Arizona, Arkansas, Colorado, Florida, Idaho, Indiana,
lowa, Kansas, Louisiana, Michigan, Minnesota, Mississippi, Missouri,
Nebraska, Nevada, New Jersey, New Mexico, New York, North Carolina,
MNorth Dakota, Ohio, Oklahoma, South Carolina, South Dakota, Tennessee,

Adjusted for reporting delays and missing risk factors for HIV.
Diagnosis of HIV infection, regardless of whether or when AIDS was also

white MSM. Of the 33
states utilized in this report,
the MSM population in the
South comprised 55% of the
total or 53,710 of the 97,577
MSM.%

Texas, Utah, Virginia, West Virginia, Wisconsin, and Wyoming.

EAPC.

ing with HIV are all put at a disadvan-
tage, due to perceptions of community,
political, faith, corporate, and social
leaders who believe that knowledge of
how to have safe sex with anyone en-
courages the act itself. There is no data
that can be found to substantiate this
claim. However, data support the fact
that more MSM keep their behaviors
secret and private to avoid the stigma."
Thus, the conflict of implementing
successful education strategies for MSM
conflicts with the political, public, and
moral belief systems, perpetuating the

result that MSM are still the highest

group of people infected annually.*

“Black Americans have been dispro-

portionately affected by HIV/AIDS

since the epidemic’s beginning, and

that disparity has deepened over time.

Blacks account for more HIV and

AIDS cases, people estimated to be
living with AIDS, and HIV-related

deaths than any other racial/ethnic

group in the U.S.”®!

Those who are living with HIV disease,
whether or not they are aware of their
status, continue to be influenced by the

stigma that exists in their cultures.'*"

The shame connected with HIV, even if
one identifies as heterosexual or bisexual
can still cost primary relationships, em-
ployment, housing, and social discon-
nects from needed support systems.

People of Color

Blacks and Latinos continue to be dis-
proportionately affected by the HIV/
AIDS epidemic in the South and are
infected with HIV at a greater rate than
other racial/ethnic groups. Black and
Latino MSM continue to have the high-
est incidence of any risk groups in black
and Latino communities.

Blacks and Latinos are more likely to be
uninsured* and, therefore, less likely to
receive timely preventive care. Blacks
and Latinos are also at a higher risk of
receiving inadequate care. According to
the Institutes of Medicine (IOM), several
reports indicate that blacks and other
racial/ethnic minorities may receive
lower quality health care and treatment,
regardless of their insurance status.
Blacks and Latinos in particular have
fared poorly on each of the outcomes
that evidence suggests is improved by
the care of physicians whose training or
clinical experience would make them
eligible for certification as “HIV special-

Page 12
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THE PEOPLE, continued

ists.”’* Specifically, members of these minor-
ity groups have greater odds of dying,'*"
lower odds of receiving antiretroviral ther-
apy, 23
sions'* when compared with whites.

HIV/AIDS Among Blacks
Over the past 25 years, AIDS has had a dev-

astating impact on black communities in the

South. Today blacks become infected with

and die from HIV/AIDS far more than any

other racial or ethnic group.

® 12% of the U.S. population is black, yet
47% of the new HIV/AIDS diagnoses in
2006 were among blacks.**

o HIV/AIDS was the leading cause of death
for black women ages 25-34 years in
2002.%°

e Black MSM have the highest incidence of
HIV/AIDS.

e More blacks reside in the South than in
any other region of the country.

e Over half (52%) of blacks living with AIDS
and 58% of new AIDS cases reported in
2006 among blacks occurred in the South;
yet blacks represent approximately 19% of

and more frequent hospital admis-

the South’s population.

o Of the ten states with the highest number
of blacks living with AIDS, five or 50% are
in the South.

e Of the ten states with the highest rates of
new HIV diagnoses for blacks in the US,
five or 50% are in the South.

The lack of viable employment, quality edu-

cation, access to medical care, decent hous-

ing, and overall community infrastructure
perpetuates economic inequalities among
blacks in the South. In many southern states
where the percentage of blacks in the popula-
tion is the highest in the country, half of
blacks live below 200% of the poverty line,
and they have significantly less access to
health care than people of other races and
ethnicities.”****

Ecological studies demonstrate that high

incarceration rates are correlated with ele-

vated rates of sexually transmitted infections.

Although blacks account for 12% of the

population in the United States, approxi-

mately 40% of incarcerated persons are
black, and 12% of black men 18-29 years old

were incarcerated in 2005.

Young black women in the South are the
fastest growing population with hetero-
sexually-acquired HIV.

Distrust of the public health system among
blacks and Latinos is an important barrier
that cross-cuts all categories of risk behav-
ior. The perception that medical providers
neither respect nor understand the con-
cerns of black clients is reinforced by the
insensitive treatment of blacks.*

HIV/AIDS Among Latinos

Although Latinos represent approximately
15% of the U.S. population, they account
for 19% of the AIDS cases diagnosed in
2006 and 17% of HIV/AIDS cases diag-
nosed in 2006, which includes 33 states
with confidential, name-based HIV report-

ing.%‘“

The AIDS case rate per 100,000 among
Latino adults/adolescents was the second
highest of any racial/ethnic group in the
U.S. in 2006, 3.3 times that of whites.®?

Latino MSM continue to have the highest
incidence of any risk group in Latino com-
munities.

oOf the ten states with the highest rates of
new HIV diagnoses for Latinos between
2002 and 2006, seven (70%) were in the
South.®

oOf the new cases among Latinos in Lou-
isiana diagnosed in 2006, 33% were diag-
nosed with AIDS at the time of first de-
tection, compared to 25% among whites
and 21% among blacks.’

Across the United States the Latino popu-
lation is growing rapidly; between 1990
and 2004 there was a 58% increase in the
number of persons of Latino origin living
in the United States. One of the most
striking aspects of recent migration to the
South has been the extraordinarily high
rate of Latino migration to areas outside of
metropolitan districts. Over the past fif-
teen years the greatest increases have taken
place in rural areas of the South. In the
1990s Latino non-metropolitan growth
was more than 70%, which exceeded their
metropolitan growth rate of 60% during

the decade and accounted for more than
25% percent of the total growth of rural
areas in the United States during the
1990s.

Latinos face special challenges in accessing
HIV services in the South.?* Latinos ex-
perience longer waits and are denied ser-
vices due to language barriers, lack of in-
surance, and lack of cultural understand-
ing on the part of providers and their staff.
Social isolation makes it difficult for Lati-
nos to access traditional prevention educa-
tion; as a result disproportionate numbers
of Latinos are becoming infected with HIV
and are in need of access to primary care.
For many undocumented immigrants, fear
of community rejection and deportation
often prevent HIV-infected persons from
accessing care. This concern has become
increasingly prevalent over the last year
during the national debate on immigration
and access of immigrants to public ser-
vices. In addition Latinos are often diag-
nosed at later stages of disease progression,
requiring more specialized services than if
they were diagnosed at earlier stages.

Women

The HIV death rate (per 100,000) among
black women ages 25 to 44 was 23.1 com-
pared to 1.3 for white women. HIV/AIDS
was the leading cause of death for black
women ages 25-44 years in 2004.%' Sixty-six
percent (66%) of women in the U.S. diag-
nosed with AIDS are black.®®®! In some parts
of the South women (mostly black) comprise
over thirty percent of the HIV-positive popu-
lation (Alabama Department of Public
Health, 2007). In some rural, southern coun-
ties, this figure is closer to 50% (Dill &
Mobley, 2002). The figure is higher than in
the United States as a whole and is attrib-
uted in large part to sexual relations with
infected men. Continued parental transmis-
sion indicates the need for expended out-
reach to pregnant women. Parental testing
laws should be reviewed from state to state to
ensure that access to education is available.
Complexities of being a mother and living
with HIV also abound, given the intersection
of schools, daycare, doctors, providers, and
other systems of care that come into contact
with an HIV-positive mom.
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Section III-ACCOMPLISHMENTS

The 2002 initial release of the Southern States Manifesto met with unprecedented attention from elected offi-

cials, media, and community leaders, resulting in significant improvements for people living with HIV/AIDS in

the South and in other under-funded areas. The last six years have met with many accomplishments, some of

which are highlighted.

Changes in Reauthorized Ryan White Legislation

The reauthorization of the Ryan White CARE Act resulted in sig-
nificant changes, many of which were supported by the Southern
AIDS Coalition. While the changes are beneficial to many areas
that had been under-funded in previous years, the success is short-

lived. The Ryan White program is slated to sunset on September
30, 2009. Some highlighted changes are below:

Change in distribution methodology so that funding follows
the epidemic;

$70 million increase for Title II Base;

Creation of Title II supplemental funding stream for states in
need, although funding may not be available due to hold
harmless provisions;

Increased set-aside of ADAP supplemental from 3% to 5%;
Required minimum drug list;

Hold harmless to minimize losses to most jurisdictions;
Counting of HIV cases (allows code-based HIV data to be
counted);

Shift to living AIDS cases;

Plan for unobligated balances to go back into program;
Establishment of core services;

Protection of most current Title I Eligible Metropolitan Areas;
Capping of administrative expenses;

Inclusion of hepatitis co-infection;

“Severity of Need Index” to be developed;

Increase in coordination and accountability; and

Codification of the Minority AIDS Initiative.

Mississippi will open a new HIV-
specific medical clinic in a high-
need area of the state, allowing
rural residents to have access in
more than one area of the state
for the first time. The state legis-
lature set aside funding in 2007

to support the clinic.

The Texas ADAP program responded
immediately to the evacuees of Katrina
and ensured immediate medication de-
livery during the nation’s largest recent
natural disaster.

A new State Pharmacy Assistance Pro-

gram was funded to ensure that those on

Medicare Part D could be financially
assisted for all the co-pay requirements.

North Carolina

North Carolina increased ADAP financial
eligibility from 125% to 250% of Federal Pov-
erty Level, launched a major statewide patient
management system with targeted health out-
comes, and initiated an aggressive statewide
HIV screening initiative entitled Get Real, Get
Tested. This initiative increased HIV testing
by 18% in one year. This targeted program
included non-traditional testing sites with
HIV-positive test rates of 1,013 per 100,000,
which is substantially higher than rates found
in the general population.

For the first time Alabama’s
ADAP added all HIV and op-
portunistic infection medica-
tions, as well as critical diagnos-
Alabama tic screenings, with no waiting
list for participants. The state
legislature and AIDS Alabama
launched the

first state-funded

HIV supportive

services pro-

gram. AIDS Alabama
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ACCOMPLISHMENTS, continued

NO/AIDS Task Force has seen an

increase in the utilization of all of its SOUTH CAROLINA | HIV/AIDS COUNCIL
ms programs and services over the past

peeror ] three years. The Primary Medical The South Carolina HIV/AIDS Coun-
A pgmegstip i e~ Care program expanded from a part- cil’s Project F.A.LT.H. (Fostering AIDS
time clinic (two and half days a Initiatives That Heal) creates community
week) to a full-time medical practice with a dedi- Virginia developed the first State mobilization to eliminate stigma and
cated physician, nurse practitioner, two RNs, and a | ' pharmaceutical Assistance Pro- strengthen the ability of churches to
phlebotomist, who are currently providing medical gram (SPAP) specifically for those create local solutions and now funds 30

care to 700 individuals. The clinic will open an on- | ' |iying with HIV who are Medicare

multi-denominational, faith-based enti-
site pharmacy in September 2008. The agency has

Part D recipients. ties across the state of South Carolina.

A A S C

Alliance of AIDS Services-Carolina

also acquired a mobile medical unit which allowed
the agency to increase HIV testing by 30%.

The Alliance has added pastoral, substance abuse, nutritional, and

Tennessee

mental health counseling services to maintain clients in comprehen-
sive medical care. In June 2008 AASC began offering HIV, syphi-
lis, gonorrhea, chlamydia, and hepatitis testing four days a week in
Raleigh and surrounding areas. The addition of a Latino coordina-

. . . tor now allows services to be accessed in English or Spanish.
Tennessee received two new Ryan White Transitional £ P

Grant Areas for Nashville and Memphis that added more
than $6 million for those two metropolitan communities

Nashville CARES introduced
rapid HIV screening in hospi-

and established a coordinated planning effort between

NASHVILLE JME CARES
these two new entities and the state program. These efforts

tal emergency departments,

include input from the HIV-positive population, although using first- and second-year

not required by the federal legislation. medical students who are

HIV/AIDS Education. Support. And Compassion For All

trained and certified to pro-
vide HIV counseling and testing. The agency also developing a

community-wide intervention services system to link HIV-infected
individuals not in care into HIV medical care and support to sus-

: tain care over time.
South Carolina

Louisiana government, community, and pri-
vate sectors demonstrated heroic humanitar-

ian response and passionate perseverance in

Florida tested more than South Carolina elimi- the di:h\'/ery;f Se'rVICES to thelHI\gposmV'e
300,000 persons in 2007, nated its ADAP waiting poPu ation. despite the compiete evasFauon

. o/ : . of infrastructure, as well as a slow and ineffec-
marking a 43% increase over list of more than 500

. . ive f 1 n ican ina.
eight years in the number of tive federal response to Hurricane Katrina

persons tested in one year, be- persons in need of HIV Despite these challenges, Louisiana expanded
’ 1 1 . . . . ..
coming the first state to cross medications, thanks to its formulary from 23 to 62 available medications, transitioned peo-

. . collaborative efforts to ple to a new Transitional Grant Area, and successfully competed for
this threshold. Screening re- .
. . . increase state and federal || an additional $2.2 million of CDC funding to expand HIV testing.
mains a major priority of the fund
unds.

state.
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Section IV-THE CHALLENGES
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After the 2002 release of the Southern States Manifesto, the 2006-2007 obviously do not meet the overarching needs
reauthorization of Ryan White occurred, and CDC across the nation, including the South. Federal funding has
screening and treatment guidelines were updated. The failed to provide increases in prevention, care, treatment, and
Southern AIDS Coalition continued its work to find housing.
solutions for the challenges we face together. This sec- Flat base funding coupled with CDC rescissions for multiple

tion details some of the chal- years has resulted in all programs

lenges that still remain. across the country being forced to

Fund Distribution Person Living With_ AIDS in 2005 make choices between needed services.
By Region SAC fought hard to bring about a

Federal funds fOT‘HIV/ STDs _ combination of parity and increased
are allocated by different fund- h 2 126.867 funding levels. While the funding
in.g .formulas a?d a times con- -- levels for many southern states has
flicting regulations. The meth- increased and some may argue that it
ods used in federal funding is a bit more equitable in terms of dis-
distribution for HIV/STDs are

S s i tribution, the fact remains that the
not mirroring the epidemics.

’ overall funding for every state is inade-
One of SAC’s major principles

is that all federal funding
should follow the HIV and
STD epidemics. While the map
above indicates the results of the Ryan White Act of
2006 on Part B funding, the changes in funding from

quate. The impact of these shortages
results in higher cases of HIV and

STDs and less access to care and treat-
ment. Further, as the adjacent chart
illustrates, the South remains in the position with the highest
number of living AIDS cases in the country.
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THE CHALLENGES, continued

Health Care Infrastructure

Historically the South has been challenged to create
quality health care systems. These challenges stem
from a geographically dispersed population unable
to afford specialized health care that manages com-
municable and chronic diseases. To further exacer-
bate the situation, low-paying jobs without health
insurance and high rates of poverty are common.
Those in poverty struggle to find consistent Medi-
caid-reimbursed medical care providers. States
struggle to fund these entitlement health care pro-
grams requiring state match with dwindling state
revenues and resources.

Public health has played a more prominent role in
the South compared to other regions of the country
to compensate for these inadequacies. Complex
diseases are difficult to manage in public health
settings for several reasons:

e  Persons living with HIV are less likely to seek

ongoing health care at a county health department;

Overall Health Ranking

Rank State Rank | State

50 Mississip pi 40 Georgia

49 Louisiana 39 Nevada

48 Arkansas 38 New Mexico
47 Oklahoma 37 Texas

46 Tennessee 36 North Carolina
45 Alabama 35 Missouri

44 West Virginia 34 Delaware
43 Kentucky 33 Arizona

42 South Carolina 32 Indiana

41 Florida 31 Michigan

** DC data notavailable

Urited Health Foundation-Amer ica’s Health Rankings, 2007

e  Most county health departments are not prepared to handle a disease as complex as HIV;

e  The providers are less informed about the state of the art treatment regimens; and

o  Adherence programs to encourage consistent treatment are limited or nonexistent.

People who need to be but are not on treatment (drugs) as assessed by medical professionals are more likely to be infectious to oth-

ers. Treatment adherence reduces the number of new infections. These health care disparities are exacerbated by the underlying and

still quite prevalent stigma associated with HIV disease. The stigma stems from the transmission of HIV through sex and/or sharing

of needles, which further perpetuates the stigma.

Federal Funding for HIVV/AIDS

Dollars Spent per Person Living with AIDS
By Region, 2005

Total Federal
Funding for
HIV/AIDS

Ryan White

HIV/AIDS Funding | HIV/AIDS Funding

Kaiser Family Foundaion: wwwistatehealthfacts.org

People of the South are dispersed
geographically and racially in different ways
than the balance of the country. The 2005
data to the left highlights disparities in total
CDC and Ryan White funding.!" This data
represents the South’s share of funding prior
to the passage of the RWHATMA in 2006 and
new CDC funds released in 2007. Both of
these signify significant shifts in funding meet
a 2002 SAC “Call to Action” that the funds
should follow the epidemic.

The South’s current per-person rank-
ing for Ryan White funds continues to im-
prove the access to care and treatment; how-
ever, HIV/AIDS case rates continue to soar in
the South. Additional and substantial funding
for comprehensive education and testing must
increase before a decrease in new cases will be
possible.

SOUTHERN STATES MANIFESTO: UPDATE 2008
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Section V-OPPORTUNITIES

SAC sees the upcoming three- to five-

year period as filled with opportunities

to achieve the overarching goals set out
on “Page 3.” Those opportunities in-
clude:

e Linking of HIV infected individuals
into care within 30 days of a positive
result and maintaining them in care
and/or on treatment, if prescribed;

e Acute and routine screening to en-
sure the identification of people who
are unaware of their status at the
earliest opportunity;

e Safe, decent, and affordable housing;

o Mental health and substance use
treatment and support;

e Collaboration among our govern-
ment, community, faith-based, and
business partners to focus efforts on
these achievable goals; and

e Reduction of new infections through
age-appropriate education and effec-
tive prevention interventions.

Opportunities

Recent data prove that persons un-
aware of their HIV serostatus are re-
sponsible for the majority of new an-
nual HIV infections; this important
revelation is particularly pertinent in

the South. The South has the highest

Awareness of Serostatus Among
People with HIV: Estimates of Transmission

~25%
Unaware of .
Infection Accounting for: ~54%
of New
Infections
~75%
Aware of
Infection
~46%
of New
Infections
People Living with New Sexual Infections
HIV/AIDS: 1,039,000- Each Year: ~32,000
1,185,000

Marks, G., Crepaz, N., Janssen, R.S., Estimating sexual transmission of HIV from persons aware and
unaware that they are infected with the virus in the USA, AIDS 2006, 20:1447-50.

number of living HIV cases with at
least 25% unaware of their status,
which is a major factor as to why the
South continues to experience the
highest incidence of HIV.
Implementation of the September
2006 Revised Recommendations for HIV
Testing of Adults, Adolescents, and Preg
nant Women in Health-Care Settings is
essential in the South, the fastest grow-
ing region for new HIV infections.
The barriers for implementation in-

CDC Recommendations Routine Testing for HIV-1

MMWRI

Morbidity and Mortality Weekly Report

SCommenAETons 5 AEparE September 22, 2004 7 VoL 55 Wo. ARAY

Revised Recommendations for HIV Testing
of Adults, Adolescents, and Pregnant Women
in Health-Care Settings

o ———

» Routine voluntary testing for
patients ages 13-64 in health
caresettings — not based on
patient risk

» Opt-out testing
» No separate consent for HIV

» Pre-test counseling not
required

» Repeat HIV testing left to
discretion of provider, based
on patient risk

MMWR, Volume 55, No. / RR-14, Recommendations andR eports, Septe mber 2006

clude the lack of resources and political
will. Leadership from public, private, and
community sectors will be necessary to
overcome the barriers to implementation
of these needed guidelines.

Most providers believe that the imple-
mentation of these guidelines would re-
sult in a reduction of new infections.
However, knowing one’s status is just the
beginning of the process. Discovery that
one is HIV-positive requires counseling
and support. Persons at high risk who
are not positive also need age-appropriate
education to avoid infection in the fu-
ture.

The CDC’s recommendations for all
pregnant women will protect unborn
infants of HIV-positive mothers. The
focus on health care settings, especially
emergency departments, substance abuse
programs, residential care facilities, and
other health care environments, will also
greatly increase the opportunity for per-
sons to learn of their status.

Counseling and linkage to care programs
for those who test positive and those who
disclose risks are also critical components
for overall reduction of new HIV cases.
Resources must be targeted for testing
and linkage to care to see the full impact
of the CDC’s recommendations.
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OPPORTUNITIES, continued

Mental Health and Substance Abuse

Intrinsically linked to conditions of overall
mental health, studies show that substance
abuse co-morbidity exists among those living
with HIV in ranges from 35% to 78%.m##
Clinicians and treatment adherence specialists
struggle with whether or not to: 1) start ther-
apy in patients with mental health concerns
that affect their daily living activities; 2) con-
tinue treatment when laboratory test results
indicate non-adherence; 3) switch patients to
regimens that may be easier from a compli-
ance point of view; and 4) be more deeply
involved in convincing patients they must
stabilize their mental health and substance
abuse issues. Research specifically focused on
the South indicates that 72.5% of rural pa-
tients have at least two types of traumatic
events during their lifetimes, and more than
half of the patients (52.5%) experienced abuse
(sexual/physical) in their lifetimes.

Post-Traumatic Stress Disorder (PTSD) and
trauma in general have been seen as the un-
derlying cause of legal and illegal substance
abuse/misuse for decades. Several presiden-
tial reports of blue ribbon committees have
highlighted the need to gain a better handle
on mental health treatment for the traumas of
life in order to reduce and prevent the bur-
geoning amount of legal and illegal substance
abuse/misuse in the United States.*

PTSD is directly linked to hospitalizations,
emergency room visits, increased medical vis-
its, and acting out emotionally through the
practice of unprotected sex without identifica-
tion of HIV status.*

The lack of available mental health practitio-
ners for the low-income populations across
the country leads to physical health care dis-
parities.” When it comes to chronic diseases
that require treatment and care regimens such
as HIV, hepatitis, and other sexually transmit-
ted diseases, mental health interventions with
skilled practitioners can provide models that
alleviate the barriers to treatment and adher-
ence.

Many low-income health care settings do not

have any kind of mental health assess-
ment or mental health therapeutic sup-
port in rural or less urban settings
across the South. In fact, the AIDS
Drug Assistance Program (ADAP) data
from the 2007 National Alliance of
State and Territorial AIDS Directors
(NASTAD) ADAP Report indicate that
most ADAP programs have approxi-
mately a 76% fill rate of prescriptions
for those approved and prescribed
ADAP-covered medicines. There is no
good data on the reasons why this pick-
up rate is less than 100%; however,
anecdotal evidence points to mental
health/substance abuse, stigma, and
transportation as primary reasons for
this statistic.

Many communities have substance
abuse treatment programs that do suc-
cessfully achieve identification, linkage,
and completion of treatment for sub-
stance abuse. However, relapse and
other psychosocial conditions related to
housing and living environments show
relapse rates by some studies of as many
as 60% of those completing at least a
28-day treatment program for alcohol,
crystal methamphetamine, cocaine, or
prescription medication addiction. The
underlying traumas and/or reasons for
the substance use, including the princi-
ples of addiction, are often not in-
cluded in these standard treatment pro-
tocols.

Added to this burden are the limited
number of trained therapists in HIV,
PTSD, and substance abuse who are
employed in settings where the greatest
need exists. Yet federal funding contin-
ues to move away from mental health
care and toward a medical-based model.
Often mental health issues must be
addressed before medical interventions
can be effective. The mentally ill
and/or substance abusing populations
are also less adherent by the nature of
their diseases and chronically access the
system in a more costly manner.

Unprotected sex for survival, includ-
ing the need for shelter and food, by
those living with HIV is documented
in a wide-ranging survey completed
by AIDS Housing of Washington.
This survey also indicates that of
those who are HIV-positive and
homeless, which comprised 3%-10%
of the homeless population (ten
times the rate of the general popula-
tion), 80% had some form of mental
illness and more than 50% of those
on the street had been incarcerated.
Further, more than 50% of those
living on the street had traded sex for
shelter, food, or drugs.

When most patients receive consis-
tent, effective therapies, the viral
load decreases and CD4 cells rise,
and the chances for transmission of
the virus greatly decrease.” It is fur-
ther known that the limited re-
sources available to clinicians for
payment of therapies sometimes
guides the therapist to withhold pre-
scribing for a patient whose adher-
ence is greatly in question. This cy-
cle, while defendable, leads to in-
creased infection rates, given the
issues of addiction, mental health,
and unstable living conditions.

There is growing evidence of the
number of correlations between pov-
erty, trauma, victimization of
women, and the regional dispropor-
tionate presence of these conditions
in the South. The region has the
most new cases of HIV disease and
more new cases that are identified as
having progressed to an AIDS diag-
nosis than in any other region of the
country.

We need to prioritize mental health
and substance abuse assessment,
treatment, and access for persons

with HIV in the South.
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OPPORTUNITIES, continued

National AIDS Housing Coalition (NAHC)

In June 2005, October 2006, and March 2008, public health experts gath-
ered to share research findings on HIV and housing. SAC is represented on
the NAHC Board of Directors, as access to appropriate housing remains a
barrier to testing, care, and treatment strategies. The Housing Research Sum-
mit Series now provides a regular venue for the presentation of research of
significance to HIV/AIDS housing policy, coupled with dialogue about the
public policy implications of findings. For information on the Summit Series
and to read the Summit policy papers, visit www.nationalaidshousing.org.

Housing

The National AIDS Housing Coalition
(NAHC) is the leading national entity
documenting the relationships between
housing stability, HIV care and treat-
ment, and prevention of HIV disease
through stabilizing lives. New reporting
from the federal Housing Opportunities
for Persons with AIDS (HOPWA) pro-
gram shows high levels of housing stabil-
ity at relatively low per-unit costs. For
example:

e 89% of households receiving an
average annual rental assistance of
$3,750 remain stably housed after
one year

o 79% of residents of supportive
housing remain stably housed at
one year at an average cost of

$9,000.

Ongoing evaluations of supportive hous-
ing programs for persons with

HIV/AIDS and other special needs show
that the stability created by appropriate
housing sharply reduces utilization of
costly emergency and inpatient health
care services. A 2002 study found that
such service cost savings offset 95% of the
annual cost of supportive housing for
mentally ill, homeless persons. These
cost-offset analyses support the provision
of supportive housing for persons living
with HIV/AIDS, even before taking into
account the substantial costs associated
with heightened HIV risk among home-
less persons or the costs resulting from
delayed or inconsistent care among unsta-
bly housed persons living with

HIV/AIDS.

An ongoing housing and health study
conducted by the U.S. Department of
Housing and Urban Development and
the CDC examines the relationship of
HIV/AIDS housing to HIV prevention
and care, including comparing the costs
of HIV/AIDS housing services to the

Housing as Prevention

o

Ginny Shubert of Shubert Botein Policy Associates and
Dr. David Holtgrave, Chair of Johns Hopkins
Bloomberg School of Public Health

savings associated with prevented
HIV infections. Preliminary find-

ings from this study indicate that
HIV/AIDS housing is both:

e Costeffective (service costs
divided by medical cost saved
plus a value for each quality-
adjusted life year saved when
an infection is prevented) and

e Costsaving (service costs di-
vided by life-time medical cost
savings when a transmission is
prevented).”

National research shows that 40%
to 60% of all persons living with
HIV/AIDS report a lifetime experi-
ence of homelessness or housing
instability. Simultaneously, people
with housing needs who receive any
level of housing assistance are al-
most four times as likely to enter
into medical care as those who do
not receive assistance.*

Important new research demonstrates a direct and independent relationship between improved housing status and reduction
in HIV risk behaviors among HIV positive persons with multiple behavior issues, highlighting the significance of housing as
an exciting new structural intervention to reduce the spread of HIV. Homeless persons face enormous pressures of daily sur-
vival needs that supersede efforts to reduce HIV risk, as well as multiple barriers to risk reduction resources. Homeless or
unstably housed persons were two to six times more likely to use hard drugs, share needles, or exchange sex than stably housed
persons with the same personal and service use characteristics.ss

Research also shows a strong association between change in housing status and HIV risk behavior change. Over time, persons
whose housing status improved reduced risk behaviors by half, while persons whose housing status worsened over time were
four times as likely to exchange sex. Access to housing also increases access to antiretroviral medications, which lower viral
load and may reduce the risk of transmission.

Page 20 SOUTHERN STATES MANIFESTO: UPDATE 2008



OPPORTUNITIES, continued

Housing Funding

The need for categorical HIV housing resources has
been questioned as an example of “AIDS exceptional-
ism,” a term used to describe policies that differ from a
traditional infectious disease control or chronic care
approach (Schilts, 1987; Wachter, 1991). As stated in
the Institutes of Medicine (IOM) report on health care
delivery, HIV disease remains unique in that it com-
bines an infectious agent, potentially fatal conse-
quences, rapid spread in vulnerable populations, and
the potential for development of drug-resistant strains,
while being highly treatable with anti-retroviral therapy
that substantially reduces mortality and morbidity
(IOM, 2004).

The federal Housing Opportunities for Persons with
AIDS (HOPWA) program serves only 67,000 house-
holds per year nationwide, 91% with incomes of less
than $1,000 per month, which is 60% less than needed
to afford housing at Fair Market Rents. Yet the need is
estimated at 500,000 households that will need finan-
cial housing support at some time during their illness.
National research continues to document housing as
the single greatest consumer need across the country,
including in the South.

“It would seem like a no-brainer to me that you need a roof
over your head to maintain your health.”
Cassandra Ackerman

HIV/AIDS Consumer Advocate and National AIDS Housing
Coalition Board Member

. - e

This Rural Studio house for families, developed by AIDS Alabama, Auburn Univer-
sity, and AIDS Outreach of East Alabama, uses railroad cars for bedrooms.

National AIDS Housing Coalition Policy Tool Kit for Housing

www.nationalaidshousing.org

The National AIDS Housing Coalition has established a baseline of policy imperatives to connect housing to HIV
disease and all of the co-factors that accompany HIV, such as poverty, stigma, homelessness, employment challenges,
mental health issues, and substance misuse/abuse. The following policy imperatives have been adopted by the South-
ern AIDS Coalition. A toolkit is available for use by advocates across the country at the website above.

The Policy Imperatives
Research findings provide the basis for a re-visioned, data-driven HIV/AIDS housing policy agenda that can be
framed in terms of four public policy imperatives, articulated by participants in the first National Housing and

HIV/AIDS Research Summit:

1. Make subsidized, affordable housing available to all low-income people living with HIV/AIDS (including sup-

portive housing for those who need it);

2. Make housing assistance a top prevention priority, since housing is a powerful HIV prevention strategy;
3. Incorporate housing as a critical element of HIV health care; and
4. Collect and analyze data to assess the impact and effectiveness of housing as an independent, structural HIV pre-

vention and health care intervention.

With evidence to back their positions, policy makers can secure the resources we need to provide housing assistance

and related services to people living with HIV/AIDS (PLWHA):

e Asa basic human right

e As a necessary component of systems of care to enable PLWHA to manage their disease; and
e As an exciting new mechanism to end the HIV/AIDS crisis by preventing new infections.
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Section VI-THE FUTURE FOR SAC

S ummary If the society today allows wrongs to go
The South has the highest number of new cases of HIV and uncballenged, the Impression Iis created

the largest number of diagnosed AIDS cases. There are vast  that those wrongs have the approva] of the
geographic areas that encompass large cities, less urban areas,

majority.
and rural areas that result in screening, care, treatment, and el
housing challenges. Historically, the South has also received Barbara Jordan, U.S. Congresswoman
1 f f 1 funding. f
the least amount of federal funding. Southern states often from 1973 to 1979

have less ability to absorb even small cuts to already under-

funded programs. While it is too soon yet to determine the
full impact of new funding shifts, there is little doubt that without it many southern states would have been unable to
meet minimum requirements for testing, prevention, care, treatment, and housing programs.

The Southern States Manifesto: Update 2008, HIV/AIDS and STDs in the South marks six years since the initial Southern
States Manifesto was released. Many accomplishments have been achieved in the last six years, such as federal funding
shifts and state-level systemic improvements. Additionally, many states have increased their HIV/AIDS financial con-
tributions, often surpassing the state-to-federal percentages for HIV funding of many larger states. However, the chal-
lenges for preventing new infections and caring for those living with HIV remain as we continue to face an ever-
growing southern epidemic. SAC’s Board of Directors thanks the Centers for Disease Control and Prevention, State
Legislators, State Departments of Health, AIDS Service Organizations, Health Resources and Services Administration,
and Members of Congress for taking deliberate actions to help people with HIV/AIDS and STDs in the South.

The Future of the Southern AIDS Coalition

The incorporation of the Southern AIDS Coalition as a nonprofit 501 (c) 3 organization signals the desire and for-
ward momentum established by the Board of Directors. The vision for our future includes a strong partnership to
meet the goals set forth in the introduction of this document. In order to accomplish those weighty goals, we will hire
a full-time Executive Director. The outcomes of these major infrastructure changes for SAC will allow us to provide
technical assistance to one another on the topics below, as well as many others:
e Targeted testing initiatives, including legislation that supports the routinization of CDC recommended
opt-out testing;
e  Successful models to distribute CDC, Ryan White, and HOPWA funds that reach all counties of a state
and that allow community organizations and health departments to maximize these limited resources;
e Increasing the capacity and skills of community organizations to promote financial stability and to ex-
pand the potential for programs that move and keep people in care, treatment, and stable housing; and
e The provision of science-based, age-appropriate, and successful HIV and STD education programs.
The Southern AIDS Coalition must ensure that the South, the region of the country with the most living HIV/AIDS
cases and some of the highest rates of STDs in the nation, plays a dominate role in any national dialogue, including
the development of a National AIDS plan or strategy. Traditional HIV/AIDS and STD coalitions have not been
formed along regional lines in the past, which makes SAC an even richer resource that is needed at the national level.
We hope the Southern States Manifesto: Update 2008 provides solid documentation and insight into the needs of the
South and into our abilities to provide services and strategies that work if adequately funded.

The Southern AIDS Coalition’s perspective on collaboration is simple: it takes all of us to tear down the silos that
limit the integration of prevention, access to care, treatment, housing, and other services. We must change the false
belief that state boundaries or even national boundaries are where our responsibilities begin and end. Join the South-
ern AIDS Coalition today and be a part of the solution to diseases that threaten us and our future generations.
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SAC Accomplishments and Activities—the South in Crisis, 2005-2008

o  Two Congressional briefings to bring attention to the disparities in care, treatment, and funding in the region.

e National satellite broadcast to present data to illustrate the state of emergency in southern, minority, rural, and female populations.

®  Major national media attention from USA Today, National Public Radio, Washington Post, San Francisco Chronicle, Kaiser Family Foun-

dation Daily Report, POZ Magazine, HIV Plus, Congressional Quarterly, Newsweek, dozens of other local periodicals, and other media

outlets.

e  Private industry’s increased involvement through programs such as:

e Pfizer’s Southern HIV/AIDS Prevention Initiative
e National AIDS Fund’s Southern Reach Program (Ford Foundation, Elton John AIDS Foundation)
® The South and other under-funded areas of the country received substantial funding increases through the Ryan White HIV,/AIDS

Treatment Modernization Act of 2006.

® Expanded and Integrated HIV Testing for Populations Disproportionately Affected by HIV, primarily African-Americans, launched in May 2007
by the CDC, requested proposals to increase testing opportunities with 11 southern states receiving funding.

The Southern AIDS Coalition
(SACQ) is incorporated as a 501 (c)
3 not-for-profit organization
based in Birmingham, Alabama.
The Officers and Board of Direc-
tors oversee all operations. Mem-
bership is open to anyone inter-
ested in the scope and work of
the Southern AIDS Coalition,
and a membership form is on
page 27. Annual membership
dues start at just $1. All contri-
butions are tax deductible as al-
lowable by law. SAC works on
behalf of the Department of
Health and Human Services
South Region which includes 14
states and the District of Colum-
bia. The states are: Alabama,
Arkansas, Florida, Georgia, Ken-
tucky, Louisiana, Mississippi,
North Carolina, Oklahoma,
South Carolina, Tennessee,
Texas, Virginia, and West Vir-
ginia. Requests for inclusion of
additional states and jurisdictions
are currently under considera-
tion.

Southern AIDS Coalition Board of Directors

Evelyn Foust, Co-Chair Government
Kathie Hiers, Co-Chair Community

Jay Adams

Jane Cheeks

Jacqueline Clymore

Holly Crane-Watkins

Gary Fowler

Jan Fox

Bambi Gaddist

Kathy Hafford

Joseph Interrante, Co-Vice Chair
Sigga Jagne

Tom Liberti

Claude Martin

Joe May

Beth Scalco, Co-Vice Chair
Jeanece Seals, Treasurer
Melanie Sovine

Cathalene Teahan

Craig Thompson

Noel Twilbeck

Robin Webb

John Paul Womble, Secretary

North Carolina Division of Public Health
AIDS Alabama

HIV Care Consortium, WV

Alabama Department of Public Health
Alliance of AIDS Services Carolina, NC
North Carolina Department of Health
Matthew 25 AIDS Services, Inc., KY
Oklahoma State Department of Health
South Carolina HIV/AIDS Council
Virginia Department of Health
Nashville Cares, TN

Kentucky Department of Public Health
Florida Department of Health
Acadiana CARES, LA

Florida Department of Public Health
Louisiana Office of Public Health
Tennessee Department of Health

AIDS Survival Project, GA

Georgia AIDS Coalition

Mississippi Department of Health

NO AIDS Task Force, LA

Community Advocate, MS

Alliance of AIDS Services Carolina, NC

Southern AIDS Coalition Advisory Group

Thea Adell
William E. Arnold
Gene Copello
Donna Crews
Danielle Davis
Lisa Daniel

Rick Felder

Jaydee Fredricksen
Ronald Johnson
Kathy Kavanaugh
Susan Laney
Randall Russell
David Sammons
Michael Sullivan
Julie Young

Pfizer

Title I[I Community AIDS National Network, DC
The AIDS Institute, DC
AIDS Action, DC
Gilead Sciences

Tibotec Therapeutics
Tibotec Therapeutics
Tibotec Therapeutics
AIDS Action, DC
GlaxoSmithKline
Boehringer Ingelheim
Gilead Sciences
GlaxoSmithKline
Tibotec Therapeutics
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Section VII-THE SAC MANIFESTO ORIGINAL CALLS TO ACTION

Leadership

We call upon

1.

2.

The political leadership and policy makers to be courageous and responsible
in addressing the unique health care disparities in the southern states.

The President and Congress to assure that federal Ryan White CARE Act
Funding is increased and provided to states in the amount required to assure
that all persons living with HIV/AIDS in this country have access to life-
sustaining medications and other essential medical care related to their diag-
nosis of HIV disease. New funds must be targeted to the South, as well as to
other areas of severe need, in order to meet the vision, intent and commit-
ment of the original Ryan White CARE Act legislation.

The President and Congress to assure that federal HIV/STD prevention
funding is increased and provided to states in the amount required to assure
that all communities and populations and individuals, especially those at the
greatest risk of developing HIV disease, have access to appropriate and effec-
tive prevention strategies and technologies. New funds must be targeted to
the South, as well as to other areas of severe need, in order to meet the chal-
lenges of an epidemic that increasingly impacts minority groups, especially
African-Americans, heterosexuals, women, and the poor.

The President, Congress and the CDC to ensure the continued funding of
syphilis prevention and care activities targeting the South. Syphilis Elimina-
tion dollars have proven to be much needed and well utilized as is evidenced
by the decrease in syphilis infections in the South.

The President and Congress to ensure that STD prevention funding is in-
creased to ensure core STD control strategies can be implemented in the
South.

CDC and HRSA to provide leadership through policy development and
strategic planning in partnership with southern states AIDS/STD directors
in addressing the unique health care disparities in the southern states.
Southern state AIDS/STD directors to ensure the meaningful involvement
of historical partners as well as non-traditional organizations and individuals
in decision making and resource allocations concerning HIV/AIDS and
STDs.

Legislative, health department, and community partners to advocate for the
needs of individuals living with HIV/AIDS and STDs and to ensure provi-
sion of quality care and services.

People of Color

We call upon
1. Black legislators, black religious affiliates, and black national

organizations to partner with AIDS/STD directors and southern
communities; to embrace the information provided in this docu-
ment; to realize that we are in a state of emergency as it relates to
the disproportionate rate of infection of HIV/AIDS and STDs;
and to ensure that HIV/AIDS and STDs are at the forefront of
national agendas with the same urgency as diabetes, hypertension,
cardiovascular, and other diseases that disproportionately affect
black communities.

. State AIDS/STD directors and community-based organizations to

develop formal linkages and mentoring relationships to facilitate
implementation of strategies and accessing of resources that can
assist to build the capacity of black focused agencies to provide
quality services, ensure access to setrvices, and ensure viability of
agencies providing services to the black community (NASTAD
Monograph, HIV/AIDS: black Perspectives and Recommendations for
State and Local AIDS Directors and Health Departments, 2001).

. AIDS/STD directors to develop formal linkages with black and

other minority medical societies, primary care physicians, and
minority medical schools to ensure the availability of quality ser-
vices and care according to national standards.

. State AIDS/STD directors, health care providers, and community

-based organizations to create a service environment that is non-
threatening, friendly, and understanding of the need for diverse
staff and programming in order to remove stigma associated with

living with HIV/AIDS in the black and Latino cultures.

. CDC, HRSA, and state and federal legislators to work with

AIDS/STD directors to provide expanded medical and service
capacity in communities of color that is culturally and linguisti-
cally appropriate to individuals.
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The Southern States Manifesto was released in March 2002. The
original Calls to Action are repeated in this section of the Southern

The Southern AIDS Coalition 2002 Manifesto Original Calls to Action, continued

Background

States Manifesto: Update 2008 as a reference and historical re-
minder of the challenges that faced the HIV community in the

South at that time. The Update will highlight successes based on
the Calls to Action, as well as the barriers, challenges, and opportu-

nities that remain.

Funding

We call upon

1

. Congress to increase appropriations of Ryan White CARE Act Title II based in FY
2004 and to ensure appropriate funding is targeted to the South and other areas of
the country that demonstrate severe need.

. Congress to increase funding for Ryan White CARE Act AIDS Drug Assistance
Program (ADAP) earmark in FY2004.

. HRSA to continue to work with southern AIDS/STD directors to develop a plan
for allocation of ADAP supplemental funds based on need, not formula.

. CDC, NASTAD, and NCSD to help ensure that any new funding to address the
resurgence of HIV/STDs among MSM also go to southern states in order to help
enhance and improve existing MSM initiatives, especially among minority MSM
who do not self identify.

. Congress and CDC for increased funding for HIV/AIDS and STD prevention and
surveillance activities and to ensure appropriate funding is targeted to the South and
other areas of the country that demonstrate severe need.

. CDC to prioritize allocations of funding based on HIV/AIDS and STD trend data
and cases in black communities.

. HRSA and CDC to review funding allocations for care, prevention, and surveillance
to ensure equitable distribution of federal resources.

. HUD to ensure that the Housing Opportunities for Persons with AIDS (HOPWA)
formula mirrors the Ryan White CARE Act distribution system of dollars, instead
of basing the distribution solely on the cumulative AIDS case counts.

. HUD to fully fund case management, transportation, mental health, and chemical
dependence treatment when linked with stabilized housing resources through a
partnership program between HRSA and HUD.

Partnerships

We call upon:

1.

State AIDS/STD directors to develop and maintain relationships with organizations

and entities that are links to their local health care system.

. Federal funding agencies to encourage development of integrated programs (HIV
prevention/AIDS care, HIV/STD, hepatitis C/HIV prevention, mental health/
substance abuse/HIV/AIDS) by providing technical and monetary support to assist
states in developing needed linkages and by looking at existing successful models in
the South for technology transfer.

. Pharmaceutical companies to simplify the application process for compassionate
care programs serving the HIV/AIDS population.

. Federal funding agencies to inform state HIV/AIDS/STD directors regarding activi-

ties occurring within the state to better facilitate partnerships on the state level and

to avoid duplication of services.

Infrastructure

We call upon

1. The federal government, within one year of the date
of this document, to work in collaboration with state
AIDS/STD directors to outline the minimum HIV/
AIDS and STD core services that must be guaranteed
to all individuals.

2. The federal government to develop program policies
to ensure greater equity in the provision of minimum
state and federal core HIV/AIDS/STD prevention
and care services within all states and to ensure that
the same standard of care and prevention services are
available in all areas of the South.

3. The U.S. Congress to pass the “Early Treatment of
HIV Act,” which would allow states to provide Medi-
caid coverage for low-income individuals infected with
HIV.

4. HRSA and CDC to ensure that STD/HIV Training
Centers and AETC’s are given resources to meet the
clinical, prevention, and programmatic training needs
in the South.

5. Institutes of higher education to prepare graduates in
health and medical professions by means of curricu-
lum development and incentive programs designed to
ensure attainment of these standards in a culturally
sensitive manner for underserved areas.

6. The federal and state government to improve the
system of recruitment and incentive for health care
professionals to provide services in underserved rural
areas.

7. The federal government to utilize Ryan White CARE
Act funds to establish a minimum AIDS Drug Assis-
tance Program (ADAP) standard of care for all states
and territories in order to assure that all eligible indi-
viduals (i.e. those at/below 200% of the federal pov-
erty level, HIV+ and at/ below 350 CD4 count ) have
access to a basic HIV/AIDS medication formulary
including all anti-retrovirals and an adequate selection
of medications for the prevention and treatment of
opportunistic infections.

8. Federal partners to provide technical assistance to
Georgia as that state moves toward implementation of
HIV reporting.

9. The U.S. Department of Housing and Urban Devel-
opment (HUD) to permanently set-aside 10,000 Sec-
tion 8 mainstream housing tenant-based rental vouch-
ers for persons living with HIV/AIDS in the southern
states.

10.HUD to require housing plans for all persons receiv-
ing medical treatment through any federally funded
system.

11.HUD to ensure that all funding streams in all HUD
categories continue to provide support to individuals
with HIV/AIDS and technical assistance to help pro-
vider’s access HUD resources.

SOUTHERN STATES MANIFESTO: UPDATE 2008

Page 25



MANIFESTO: UPDATE 2008 - BIBLIOGRAPHY

1

2
3

Centers for Disease Control and Prevention,
http://www.cdc.gov/hiv/.

UN AIDS, http://www.unaids.org/en/.
Schackman, B.R., Goldie,S.J., Weinstein, M.C.,
Losina, E., Zhang, H., & Freedberg, K.A., Cost-
Effectiveness of Earlier Initiation of Antiretrovi-
ral Therapy for Uninsured HIV-Infected Adults.
American Journal of Public Health, September
2001, Vol. 91, No. 9.

CDC 2005 HIV/AIDS Annual Surveillance
Report, http://www.cdc.gov/hiv/topics/
surveillance/resources/reports/2005report/
pdf/2005SurveillanceReport.pdf.

Byrd, W.M., & Clayton, L., (2002) An American
Health Care Dilemma, New York: American
Medical Association.

Stigma As A Barrier To HIV Prevention In The
Rural Deep South, Rural Center for AIDS and
STD Prevention, No. 14.

Ricketts, T.C., Savitz, L. A., Gesler, W. M., &
Osbourne, P.N. (1994). A Focus On Rural And
Regional Health Care Delivery. Geographic
Methods For Health Services Research (Pp.11-
38). New York: University Press Of America.
McKinney MM (Ed.) Rural HIV/AIDS: issues in
prevention and treatment. Proceedings of: South-
eastern Conference on Rural HIV/AIDS. Atlanta,
GA, 1997.

Waidman, T.A., & Fajan, S., Medical Care
Research and Review, Med Care Res Rev 2000;
57, 55, Race and Ethnic Disparities in Health
Care Access and Utilization: An Examination of
State Variation.

10 The Commonwealth Fund Commission on aim-

ing higher, Results from a State Scorecard on
Health System Performance, June, 2007

11 Kaiser State Health Facts

(Www.Statehealthfacts.Org), Accessed on June
24, 2007.

12 Krawczyk, C. S., Funkhouser, E., Kilby, J. M., &

Vermund, S. H., Delayed Access To HIV Diag-
nosis And Care: Special Concerns For The South-
ern United States, AIDS Care, 2006; 18
(Supplement 1): S35_S44.

13 Lichtenstein B., Hook E.W., & Sharma A.K.

(2005). Public tolerance, private pain: Stigma and
sexually transmitted infections in the American
Deep South. Culture, Health & Sexuality 7(1): 43
-57.

14 Lichtenstein, B. (2003). Stigma as a barrier to

treatment of sexually transmitted infection in the
American Deep South: Issues of race, gender and
poverty. Social Science & Medicine 57 (12):
2435-2445.

15 Institute Of Medicine. Unequal Treatment: Con-

fronting Racial And Ethnic Barriers In Health
Care. (2002). National Academies Press: Wash-
ington, DC.

16 Heslin, K. C., Anderson, R. M., Ettner, S. L., &

Cunningham, W. E., Racial and Ethnic Dispari-
ties in Access to Physicians with HIV-related
Expertise, Findings from a Nationally Represen-
tative Study, Research Center in Minority Institu-
tions, Charles R. Drew University of Medicine
and Science.

17 Fullilove, R. E., African Americans, Health

Disparities And HIVV/AIDS: Recommendations
For Confronting The Epidemic In Black America,
Washington: National Minority AIDS Council.

18 Appleby, J., South Lags InReport Card OnHealthcare USA

Today (C) 06/13/2007)

19 Sevgi O. A., O’Leary, A., & Baker, C., Sexually

Transmitted Infections And HIV In The Southern
united States: An Overview, Sexually Transmitted
Diseases, July Supplement 2006, Vol. 33, No. 7,
P.S1-S5.

20 Brenda Mufiiz, In The Eye of the Storm: How the

Government and Private Response to Hurricane
Katrina Failed Latinos, National Council of La
Raza, Feb 28, 2006

21 Donato, K., Shirin, H., Migration Policy Insti-

tute, The Changing Face of the Gulf Coast:
Immigration to Louisiana, Mississippi, and
Alabama, January 12, 2006

Page 26

22 The Health of Latino communities in the South: Challenges
and Opportuntities, National Council of La Raza, 2004.

23 Lichtenstein, B. (2000). Secret encounters: Black men,
bisexuality, and AIDS in Alabama. Medical Anthropology
Quarterly 14(3): 374-393.

24 Preston, D. B., D'Augelli, A., R., Kassab, C.D., et al. The
influence of stigma on the sexual risk behavior of rural men
who have sex with men. AIDS Education and Prevention.
2004;16:291-303.

25 Assessing The Number Of People With HIV/AIDS In
September 2005 Areas Affected By Hurricane Katrina The
Henry J. Kaiser Family Foundation HIV Report.

26 State of Louisiana Statewide Coordinated Statement of
Need and HIV Comprehensive Plan 2006.

27 Napravnik, S., Eron, J. J., Mckaig, R. G., Heine, A. D.,
Menzes, P., & Quinliyan, E. B., Factors associated with
fewer visits for HIV primary care at a tertiary clinic, AIDS
Care, 2006; 18(Supplement 1): S45_S50.

28 Shapiro, M. F., Morton, S. C., McCaffrey, D. F., Senterfitt,
J. W., Fleishman, J. A., Perlman, J. F., Athey, L.

A. Keesey, J. W., Goldman, D. P., Berry, S. H., &
Bozzette, S. A. (1999). Variations in the care of HIV-
infected adults in the United States. Journal of the Ameri-
can Medical Association , 281, 2305_/2315.

29 Whetten-Goldstein K., Nguyen T. Q., Heald, A.E., Charac-
teristics of individuals infected with the Human Immunode-
ficiency Virus and provider interaction in the predomi-
nantly rural Southeast, Southern Medical Journal, 2001;94
(2):212-222.

30 National Association of Community Health Centers and
The Robert Graham Center Access Denied: A Look at
America’s Medically Disenfranchised, 2007.

31 NASTAD (2006). The ADAP Watch. National Alliance Of
State And Territorial AIDS Directors February 1, 2006.
Available At: www.nastad.org/Documents/Public/
Publicpolicy/2006-02-NASTAD_ADAP_Watch.Pdf.

32 www.kaisernetwork.org/daily.reports/rep_index.cfm?
hint=1&DR 1D=45823, accessed June 30, 2007.

33 The Commonwealth Fund Commission. Aiming
Higher:Results from a State Scorecard on Health System
Performance, June 2007.

34 The HIV Medicine Association (HIVMA) and the Ameri-
can Academy of HIV Medicine (AAHIVM) Survey Finds
Medicare Part D Failing People with HIV/AIDS

35 U.S. Department of Health and Human Services. National
Call to Action to Promote Oral Health. Rockville, MD:
U.S. Department of Health and Human Services, Public
Health Service, National Institutes of Health, National
Institute of Dental and Craniofacial Research. NIH Publi-
cation No. 03-5303, Spring 2003.

36 General Accounting Office. Oral Health: Factors Contrib-
uting to Low Use of Dental Services by Low-Income
Populations; U.S. General Accounting Office, Report to
Congressional Requesters. HEHS-00-149, September 2000

37 McKinney, M. M., & Marconi, K. M., Delivering HIV
services to vulnerable populations: a review of CARE Act-
funded research, Public Health Report, 2002 Mar-Apr;117
(2):99-113.

38 Pence, B. W., Miller, W. C., Whetten-Goldstein, K., Eron,
J. J., & Gaynes, B. N., Prevalence of DSM-1V-Defined
Mood, Anxiety, and Substance Use Disorders in an HIV
Clinic in the Southeastern United States Journal of Ac-
quired Immune Deficiency Syndrome, Volume 42, Number
3, July 2006.

39 Whetten, K., Reif, S. S., Napravnik, S., Swartz, M. S.,
Thielman, N. M., Eron, J. J., Lowe, K., & Toto, T., Sub-
stance Abuse and Symptoms of Mental lliness Among HIV-
positive Persons in the Southeast, Southern Medical Jour-
nal, Volume 98, Number 1, January 2005.

40 National Alliance to End Homelessness Homelessness
Counts, January 2007.

41 U.S. Department of Commerce, Economics and Statistics,
U.S> Census Bureau, Income, Poverty, and Health Insur-
ance Coverage in the United States: 2005, Issued August,
2006.

42 Landry, D. J., Kaeser, L., & Richards, C. L., Abstinence
Promotion And The Provision Of Information About Con-
traception In Public School District Sexuality Education
Policies, Family Planning Perspectives, Vol. 31, No. 6
(Nov. - Dec., 1999), Pp. 280-286.

43 Bearman, P., & Briickner, H., “After The Promise: The
STD Consequences Of Adolescent Virginity Pledges,”
Journal Of Adolescent Health 36.4 (2005): 271-278.

44 Cohen, D., Et Al., “Cost-Effective Allocation Of Govern-
ment Funds To Prevent HIV Infection,” Health Affairs,
Vol. 24, No. 4 (July/August 2005).

45 Kaiser Family Foundation, “Sexually Transmitted Diseases In
America: How Many Cases And At What Cost?”
www.kff.org/womenshealth/1445-Std Rep3.cfm, February 7,
2006.

46 Institutes of Medicine 2002: Unequal Treatment Confronting
Racial and Ethnic Disparities in HealthCare.

47 Hoff, Rani A., Beam-Goulet, Joseph, M.S., “Mental disorder
as a risk factor for Human Immunodeficiency virus infection
in a sample of veterans, Journal of Nervous & Mental Dis-
ease, 185(9):556-560, September, 1997.

48 Kelly, B., Rapheael, B., Judd, F., Perdices, M., Kernutt, G, et
al., “Posttraumatic stress disorder in response to HIV infec-
tion.” Journal of Trauma and Dissociation, Volume 3, Issue 4,
September, 2002.

49 Dodds, S., Nuehring, E.M., Blaney,N.T., et al, “Integrating
Mental Health Services into Primary HIV Care for Women:
The Whole Life Project, Public Health Reports, January-
February, 2004, Volume 119.

50 Murphy, D.A., Marelich, W.D., Rappaport, N.B., Hoffman,
D., Farthing, C., “Results of an antiretroviral adherence
intervention: STAR (Staying Health: Taking Antiretrovirals
Regularly), Journal of the International Association of Physi-
cians in AIDS Care, Vol., No. 2, 113-124 (2007).

51 Leserman, J., Whetten, K., Lowe, K., Stangl, D., Swartz,
M.S., Thielman, N.M., “How trauma, recent stressful events,
and PTSD affect functional health status and health utilization
in HIV-infected Patients in the South,” Psychosomatic Medi-
cine 67:500-507 (2005).

52 Walensky, R.P., Paltiel, A.D., Losina, E., Mercincavage,
L.M., et al, The survival benefit of AIDS treatment in the
United States, Journal of Infectious Diseases, 2006: 194
(July) 11-19.

53 Holtgrave, D., Johns Hopkins Bloomberg School of Public
Health, Examining the cost effectiveness of housing as an
HIV prevention and health care intervention. Paper presented
at the Housing and HIV/AIDS Research Summit, October
2006; Holtrave, D.R., Pinterton, S.D., and Merson, M. (2002).
Estimating the cost of unmet HIV-prevention needs in the
United States. American Journal of Prevention Medicine, 23
(1): 7-12.

54 Aidala, A., Columbia University. Homelessness, housing
instability and housing problems among persons living with
HIV/AIDS. Paper presented at the Housing and HIV/AIDS
Research Summit, June, 2005.

55 Aidala, A., Cross, J.E., Stall, R., Harre, D., and Sumartojo, E.
(2005). Housing status and HIV risk behaviors: implications
for prevention and policy. AIDS and Behavior, 9(3): 251-
265.

56 Centers for Disease Control and Prevention. HIV/AIDS
Surveillance Report, 2006. Vol. 18. Atlanta: U.S. Depart-
ment of Health and Human Services, Centers for Disease
Control and Prevention; 2008. http://www.cdc.gov/hiv/topics/
surveillance/resources/reports/2006report/default.htm.

57 CDC AIDS Surveillance-General Epidemiology (through
2006) slide set http://www.cdc.gov/hiv/topics/surveillance/
resources/slides/epidemiology/index.htm.

58 Centers for Disease Control and Prevention. Sexually Trans-
mitted Disease Surveillance, 2006. Atlanta, GA: U.S. Depart-
ment of Health and Human Services, November 2007. http://
www.cdc.gov/std/stats/toc2006.htm.

59 U.S. Census Bureau, http://www.census.gov.

60 National Vital Statistics Reports, Vol. 53, No. 17, March 7,
2005. http://www.cdc.gov/nchs/data/nvsr/nvsr53/
nvsr53 17.pdf.

61 Kaiser Family Foundation HIV/AIDS Policy Fact Sheet.
Black Americans and HIV/AIDS, http://www.kff.org/
HIVAIDS/upload/6007-05.pdf.

62 CDC AIDS Surveillance-by Race/Ethnicity (through 2006)
slide set, http://www.cdc.gov/hiv/topics/surveillance/
resources/slides/race-ethnicity/index.htm.

63 Kaiser Family Foundation HIV/AIDS Policy Fact Sheet.
Latinos and HIV/AIDS, http://www.kff.org/hivaids/
Upload/6007-05.pdf.

64 Whetten, K., Reif, S., “Overview: HIV/AIDS In The Deep
South Region of the United States.” AIDS Care. 2006; 18
(Suppl 1): S1-S5.

65 United Health Foundation, America’s Health Rankings, A
Call to Action for People & Their Communities, 2007.

66 MMWR, June 27, 2008 / VVol. 57 / No. 25 / Trends in HIV/
AIDS Diagnoses Among Men Who Have Sex with Men—33
States, 2001-2006.

67 Anthony MN, Sutton M, Vila C, Holmbert SD, Gol V,
McLellan-Lemal E, Fitzpatrick L, Matthew MS, Crandall LA,
Weidle PJ. Access and availability of HIV testing and treat-
ment services in U.S. southern rural counties. National HIV
Prevention Conference. Atlanta, Georgia. December 2007.

SOUTHERN STATES MANIFESTO: UPDATE 2008



JOIN THE SOUTHERN AIDS COALITION

TODAY

We welcome people living with HIV, advocates, social workers, medical providers, employees of AIDS Service Organiza-
tions, the pharmaceutical industry, educators, legislators, and anyone interested in the mission to ensure that all people
with HIV disease receive care, treatment, housing, and prevention services necessary to maximize their independence to

live healthy, stable lives. Joining starts at $1, so join today!

MEMBERSHIP APPLICATION
Member Information
Name:
Work Name: Position: Phone:

Current address:

City: State: Zip:
: Membership Category Membership Level Interest
: [] State Government [] Member $1 to $99 [ ] SAC Member
: [[] Community [] Supporter $100 to $1,000 [ ] Mobilize Support
: [] Advocate [] Believer $1,001 + [ ] Educate Elected Officials

I [] Corporate Amount Enclosed $

Cell Phone, Email, FAX
Communication with our membership is critical—please provide all contact information possible.
Email Address:
Cell Phone: FAX: Alternate Phone:
PLEASE PRINT MAIL OR FAX TO:

Southern AIDS Coalition

P.O. Box 55703
Birmingham, AL 35255
Fax: 205-324-9311
Call SAC: 205-324-9822
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MISSION

The Southern AIDS Coalition promotes accessible and high quality
systems of HIV and STD prevention, care, treatment, and housing
throughout the South through a unique partnership of government,
community, and business entities.

PRINCIPLE

Everyone who is HIV-positive or has any form of sexually transmitted
disease has a right to access a range of health care and necessary support
services to achieve and maintain optimal health regardless of gender, sexual

orientation, geographic location, economic condition, race, or social status.

For further information please visit our website, www.southernaidscoalition.org, write to Kathie Hiers
(Kathie@aidsalabama.org) or Evelyn Foust (Evelyn.Foust@ncmail.net), or call 205-324-9822 and ask for informa-
tion on the Southern AIDS Coalition.
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