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Executive Summary
The southern United States continues to see persistent disparities in HIV/AIDS and Hepatitis C infection rates, opioid-relat-
ed deaths, access to PrEP/PEP (pre- and post-exposure prophylaxis) and access to reproductive health services. 

The Equitable Access Coalition (EAC), an alliance of organizations and people working on the ground in communities hard-
est hit by HCV and HIV throughout the southern United States, aims to respond to this crisis by improving access to: HIV 
prevention care and treatment with emphasis on PrEP; HCV screening, education, and treatment; family planning; health 
services for transmen and transwomen; and to improve community and official responses to injection drug use (IDU).

The initial EAC planning meeting in Atlanta in May 2018 brought together agencies and organizations with a history of 
successful programs in their jurisdictions. Participants discussed strategies and tools to increase and sustain equity, with a 
focus on the South. Topics addressed during the meeting included: the role of national ASOs, changes needed for equitable 
access, tools for policy organizing, challenges to organizing together, areas of commonality, geographic focus, inclusion and 
representation, and obtaining community Input.

To help prioritize EAC efforts going forward, an Equitable Access Survey was initiated to solicit input on access, advocacy 
and policy priorities from people living with HIV, community health workers, and registrants at HIV conferences. 

Top access issues prioritized by survey respondents included: Increasing provider responsiveness to client needs; Devel-
oping campaigns promoting testing & care within southern and rural communities; and Increasing the number of persons 
enrolled in public and private insurance. Top advocacy issues were: Increasing CBO voices in national HIV/HCV policy; 
Reducing stigma around HIV, HCV, PrEP, syringe exchange and reproductive health; and Training CBOs to develop policy 
responses. Top policy issues were: Increasing funding for PrEP, HIV and HCV screening within southern and rural commu-
nities; Lifting prohibitions on syringe exchange programs; and Reforming HIV testing protocols in correctional facilities. 
Respondents also suggested policy changes that would help their organizations address HIV, HCV and reproductive health 
issues across the South. Among the changes cited were: Increased funding for HIV /HCV prevention; Decriminalization of 
HIV, drugs, sex work; Education; Syringe/needle exchange programs, Expanding Medicaid; Lowering drug prices; Better 
access to reproductive health care. 

Many of these issues have been the focus of numerous organizations over many years. EAC participants are also intimately 
familiar with the ongoing structural, social and fiscal barriers to achieving those goals. EAC’s job is to address those root 
causes by helping local CBOs develop policy responses and make their voices heard in decision-making at the local, state 
and national levels. Accomplishing the many tasks this entails will require new sources of funding. The key in each region 
will be identifying what personnel and resources are needed to accomplish the mission: helping local communities mobilize 
and make their voices heard in pursuit of addressing health inequities.

Equitable Access Coalition: Background
The southern United States* continues to see persistent disparities in HIV/AIDS and Hepatitis C infection rates, opioid-re-
lated deaths, access to PrEP/PEP (pre- and post-exposure prophylaxis) and access to reproductive health services. 

	 For detailed data snapshots illustrating these trends, see  
 “Appendix A: HIV/HCV/PrEP/Reproductive Health Access/Drug Use by Jurisdiction.”

With social determinants of health well established as principle drivers of such disparities and inequities, it is unfortunate-
ly not surprising to find vulnerable populations and historically underserved communities in the South facing higher risk, 
poorer outcomes, and barriers to services. Meanwhile, people living with HIV still experience discrimination and encounter 
barriers to starting care immediately and routinely staying in care—both crucial strategies for viral suppression, which not 
only improves individual health outcomes but also helps prevent transmission and new infections.

With Community Education Group (CEG) acting as coordinating body, and initial funding from Gilead Sciences, Inc., rep-
resentatives of health and community organizations from eight southern states, along with other advocates and experts, 
convened in Atlanta in May 2018 with the goal of addressing these ongoing and related crises. The result of that meeting 
was the formation of the Equitable Access Coalition (EAC), an alliance of organizations and people working on the ground in 
communities hardest hit by HCV and HIV throughout the southern United States. 

The EAC’s goal is to improve access to: HIV prevention care and treatment with emphasis on PrEP; HCV screening, educa-
tion, and treatment; family planning; health services for transmen and transwomen; and to improve community and official 
responses to injection drug use (IDU).
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To accomplish this, the EAC focuses on 

• access, advocacy and policy at the state and county level
• identifying policies that act as barriers to services, care, and cure options
• helping local groups develop capacity to pursue policy change
• taking policy initiatives to federal organizations when appropriate

May 2018 Meeting 
Among those invited to attend the initial EAC planning meeting in Atlanta were cities and agencies with a history of suc-
cessful programs in their jurisdictions, as well as organizations and people working on the ground in communities hardest hit 
by HCV and HIV throughout the southern United States:

A. Toni Young Community Education Group (Convener) Washington, DC

Camerion Anderson Black Trans Women, Inc. Dallas, TX

Cornelius Baker Thought Leader Washington, DC

Mona Bennett Atlanta Harm Reduction Coalition Atlanta, GA

Nike Blue AIDS Foundation Houston Houston, TX

Tina Broder National Viral Hepatitis Roundtable Oakland, CA

Alisa Clements Planned Parenthood South Atlantic West Virginia

Tori Cooper Positive Impact Dallas, TX

Daniel Driffin Thrive SS Atlanta, GA

Marcus Hopkins ADAP West Virginia

Achim Howard Transgender Men Rising Washington, DC

Kevin Jones Urban Coalition on HIV/AIDS Prevention Washington, DC

Marlene McNeese Houston Department of Health Houston, TX

Kalenthia Nunnally Office of Commissioner Edmonson Miami/Ft. Lauderdale, FL

Angela Pitts Florida Black Women Advisory Group Miami/Ft. Lauderdale, FL

Lindsay Robinson Planned Parenthood North Carolina North Carolina

Lee Storow North Carolina AIDS Action Network North Carolina

Stephanie Stout Berkeley County West Virginia

Hilary Viens Community Education Group Washington, DC

Over two days, the coalition engaged in a consciously intersectional conversation about access to prevention and care 
related to HIV, HCV, PrEP, IDU, and reproductive health. Participants discussed strategies and tools to increase and sustain 
equity, with a focus on the South. 

Topics addressed during the meeting included:

Relationship with national AIDS Service Organizations (ASOs)
Traditionally, the role of national ASOs has been establishing a large-scale roadmap. Unfortunately, this neglects nuances in 
towns/cities/states. It is difficult to keep momentum going without vital dedicated boots on the ground in communities. The 
key is having people closer to the ground to move the needle and engage with national organizations, providing recommen-
dations based on lived experiences. 
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Changes needed for equitable access
The coalition identified five key ways to improve access to HCV/HIV/PrEP education and treatment: 

• Address transportation barriers, which lead to rescheduled or missed appointments, delayed care, and missed or 
 delayed medication use. These consequences may lead to poorer management of chronic illness and thus poorer 
 health outcomes. Transportation barriers commonly include lack of a vehicle, transportation costs, long travel  
 distances, inadequate infrastructure, and adverse policies affecting travel. 
• Identify risk factors related to HCV and HIV among populations who are often missed for routine screening.  
 Coalition members discussed the need for medical professionals to leverage their expertise and use their discretion  
 to identify such factors in their patients and clients.
• Provide more education around HCV and HIV for medical providers, specifically including OBGYNs and specialists. 
• Improve surveillance data, including information on race, to provide a clearer picture of demographic trends. 
• Develop effective PrEP messaging to reach individuals who are not currently being reached by education  
 and prevention efforts. 

Tools for policy organizing
Local groups seeking to impact policy will require: 

• Training on fundamentals of policy issues
• Clear identification of target populations/focus areas 
• Assistance from national agencies
• Financial support
• Capacity building
• Networking to share resources and lessons learned
• Increased involvement in IRBs, coalitions, research, other groups and efforts

Challenges to organizing together
Challenges to organizing identified by the coalition include but are not limited to: 

• Overcoming historical differences
• Funding competition
• Scarcity/silo mentalities
• Being reactive rather than proactive

Commonality
As former President Obama stated in the National HIV/AIDS Strategy for the United States: “Success will require the com-
mitment of governments at all levels, businesses, faith communities, philanthropy, the scientific and medical communities, 
educational institutions, people living with HIV, and others.” 

In that spirit, EAC members affirmed that a desire for equity binds us together, along with a shared belief in: 

• Eliminating disease criminalization 
• Eliminating barriers to access to education, prevention and treatment 
• Sufficiently funding frontline organizations 
• Treatment as prevention
• Effective prep messaging
• Education for medical providers

Geographic focus
The EAC initially focused on seven jurisdictions:

• Ft. Lauderdale/Miami, FL
• Atlanta, GA
• Jackson, MS
• Raleigh, NC
• Houston, TX
• West Virginia
• District of Columbia
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These jurisdictions were chosen for a variety of reasons, including burgeoning rates of new infections for both HIV and 
viral hepatitis, and barriers to equitable access to healthcare services and prevention efforts faced by both rural and urban 
populations. However, after the initial meeting it became clear that interest in a multi-pronged and multi-faceted approach 
to dealing with health inequities among poor and underserved communities was not limited to these jurisdictions. The same 
issues are being grappled with across the American South, particularly in the Appalachian Mountain and rural communities. 

While each of the southern states faces its own set of unique problems, all share a similar characteristic: access to pre-
ventive and treatment services is virtually nonexistent outside of larger population centers—particularly syringe services 
programs (SSPs) and STD/STI and comprehensive infectious disease testing and treatment. People who do not live in major 
population centers are often required to overcome moderate to severe transportation and geographic barriers in order to 
access services and treatment, which also makes them less likely to be tested for communicable diseases. These circum-
stances and barriers, combined with an increase in IDU, are largely responsible for disease outbreaks like the one that took 
place in Scott County, Indiana. By expanding its purview, the EAC hopes to help address these inequities to reduce the 
likelihood that similar outbreaks will occur in other underserved communities.

Inclusion/Representation
Future EAC efforts should include: 

• Community gatekeepers not with a CBO
• Funders (national, regional, local; including pharma)
• Policymakers

Community Input
To help prioritize EAC efforts going forward, a survey was initiated to obtain direct input from people in the communities 
EAC represents, who are most familiar with the issues. (See Equitable Access Survey, below.)

Equitable Access Survey 
Following up on the initial EAC meeting, CEG developed an Equitable Access Survey (see Appendix B: Equitable Access 
Survey for full text) to solicit input on access, advocacy and policy priorities from people living with HIV, community health 
workers, and registrants at HIV conferences.

EAC collected surveys during the 2018 United States Conference on AIDS in Orlando, FL and the 2018 Harm Reduction 
Conference in New Orleans, LA. Additionally, several organizations published the survey through their websites, e-blasts, 
Facebook pages. Southern AIDS and BlackAIDS agreed to disseminate the survey in their newsletters, following outreach by 
CEG. CEG also hired local community experts (including people living with HIV, transmen and transwomen) in both locations 
to conduct the surveys during the conferences. Respondents completed surveys on handheld tablets and were provided 
with a $15 gift card upon completion of the survey. 

A total of 511 surveys were collected between September 2018 and November 2018. Participants not residing in the south 
(n=144) were removed so that remaining results would reflect participants from the south (n=367). Close to 46% of respon-
dents were women (n=170); 38% identified as men, and 13% identified as gender non-conforming including transfeminine, 
transmasculine or non-binary. Lastly, almost 60% identified as African American, a little less than 30% as white, with the 
remaining participants identifying as being Hispanic or Latino. 

Results
An overwhelming sample of the respondents (96%) agreed that increased support, drastic change and creative new 
solutions are needed to tackle rising HIV, STI, Hepatitis B and Hepatitis C disparities seen across the most vulnerable 
communities. The great majority of respondents (91%) also indicated that they agreed with the EAC Statement of Purpose 
(see Appendix B: Equitable Access Survey). Some respondents recommended that greater investment should be made in 
protecting health among sex workers, undocumented persons, and those who are gender non-conforming. 

Access Priorities
The top three access issues prioritized by respondents were: 

1) Increase provider (physician and organization) responsiveness to client needs 
2) Develop intersectional, intergenerational anti-stigma campaign related to increased access to testing & care  
 within southern and rural communities and to educate community members about publicly-funded services  
 available (Ryan White funding, screening for HIV/HCV in the South) 
3) Increase number of persons who are enrolled in public (Medicaid and Medicare) and private insurance 

Many respondents also discussed mobility and transportation issues as important to access.
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Advocacy priorities

The top three advocacy issues prioritized by respondents were: 

1)  Increase community-based organizations’ voices in national HIV/HCV policy decision making
2)  Empower communities/individuals to reduce stigma around HIV, HCV, PrEP, syringe exchange  
 and reproductive health
3)  Increase training to and for local community-based organizations to develop policy responses

Respondents also identified the importance of advocacy reflecting diverse populations including those from rural and 
Southern communities, especially as we see rises in infection rates shift from major metropolitan centers to smaller 
rural communities. 

TOP ACCESS PRIORITIES
Increase provider (physician and organization) responsiveness to client needs

Develop intersectional, intergenerational anti-stigma campaign related to increased access to testing and  
care within southern and rural communities and to educate community members' publicly funded services

Increase number of persons who are enrolled in public (Medicaid and Medicare) and private insurance

Increase access to mobility/transportation barriers

Increase inclusion of male sexual partners of black women in PrEP education, outreach and research

Develop mobile prevention, treatment and care services in southern and rural communities

Increase number of PrEP clinics

Increase the number of culturally responsive primary and emergency room providers in southern  
and rural communities to screen for HIV, HCV and PrEP

Increase community education and community engagement for PrEP

Increase the number of access points for HCV screening and linkages to  HCV treatment

TOP ADVOCACY PRIORITIES
Increase community-based organizations' voices in national HIV/HCV policy decision making

Empower communities/individuals to reduce stigma around HIV, HCV, PrEP,  
syringe exchange and reproductive health

Increase training to and for local community-based organizations to develop policy responses

Increase representation of southern and rural community-based organizations at national policy tables

Increase state-level funding for HCV testing, linkage and treatment

Increase local community mobilization efforts

Build advocacy infrastructure that reaches past cities in southern rural areas

Increase law enforcement involvement in education to southern and rural communities

Increase awareness and inclusion of transmen in prevention and care outreach services

increase training on the local level for persons living with HCV/HIV

91

110

66

99

56

63

53

51

51

48

49

48

49

36

48

36

43

36

36

35
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Policy priorities
The top three policy issues prioritized by respondents were: 

1) Increase Statewide funding for PrEP, HIV and HCV screening within southern and rural communities
2) Elimination of laws/rules prohibiting syringe exchange programs 
3) Reform protocol on HIV testing in correctional facilities 

Some respondents also expressed strong interest in additional policies and services dedicated to Black and Brown 
trans-masculine people. 

Policies Impacting Organizational Effectiveness  
Respondents were also asked to suggest federal, state or county-level policy changes that would help their organizations 
address HIV, HCV and reproductive health issues across the South. The main issues changes cited were:

HIV Issues
1) Increased funding, with some respondents specifically mentioning that funding for HIV prevention programs has  
 been cut, that more funding should be allocated for special populations such as Latinx or African-American youth,  
 or that more funding should be available for PrEP programs
2) Decriminalization of HIV, drugs, sex work 
3) Increasing education through options ranging from improved training for law enforcement to better sex education  
 in the schools
4) Syringe or needle exchange programs

TOP POLICY PRIORITIES

Increase statewide funding for PrEP, HIV and HCV screening within southern and rural communities

Elimination of laws/rules prohibiting syringe exchange programs

Reform protocol on HIV testing in correctional facilities

Change paraphernalia policies (make it legal to carry syringes)

Increase number of programs addressing needs of Black and Brown transmen

Increase participation of southern states and rural communities on federal policy work groups

Where needed, reform HIV/HCV testing treatment in correctional facilities

Direct southern and rural states to adhere to state and federal mandates  
for HIV and HCV testing and treatment

Increase HCV testing and linkage among HIV positive women

Conduct policy training for southern states and rural organizations

POLICY CHANGES NEEDED AT FEDERAL, STATE, COUNTY LEVEL  
OR INDIVIDUAL ORGANIZATION TO SUPPORT HIV ISSUES IN THE SOUTH

Funding

Decriminalization

Education

Needle Exchange

91

88

77

71

n=111 (38.4%)

n=77 (26.6%)

n=66 (22.8%)

n=31 (10.7%)

63

63

53

51

47

42
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HCV Issues
1) Improving access to health care and HepC treatment, with many respondents mentioning such solutions  
 as expanding Medicaid and lowering the prices of drugs
2) Funding and education/training. Equal percentages of respondents cited these areas, (with one respondent going  
 so far as to respond “funding, funding, funding”). 

Reproductive Health Issues 
1) Better sex education, particularly for adolescents and young adults; over half of respondents felt this would improve 
 reproductive health.  
2) Better access to reproductive health care including birth control and abortion, via clinics and expansion of Medicaid; 
 over a third of respondents mentioned this.
3) Increasing funding, such as for Planned Parenthood and other clinics and programs; about 23% mentioned this need.

POLICY CHANGES NEEDED AT FEDERAL, STATE, COUNTY LEVEL  
OR INDIVIDUAL ORGANIZATION TO SUPPORT HEPATITIS C VIRUS ACROSS THE SOUTH

Medicaid/Healthcare Access

Education

Funding

n=133 (46%)

n=86 (29.4%)

n=83 (28.7%)
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Conclusion/Action Steps
People and organizations working on the ground in communities affected by HCV and HIV have long shared common goals: 
Educate people so they can protect themselves. Educate providers so they can identify risk factors and provide effective 
treatment and referrals. Obtain the data necessary for tracking outbreaks. Share prevention messages that resonate with 
the people who most need to hear them. Destigmatize and decriminalize gender identity, sexuality, drug use, and health 
status in order to connect people with crucial resources. Even simply enable people to travel to their appointments when 
distance and lack of a vehicle pose a serious obstacle. 

Those same were identified by EAC participants and survey respondents, and the problems they identified as barriers to 
achieving those goals and thereby improving health outcomes in vulnerable and underserved communities in the South are 
equally familiar: Insufficient funding, lack of education, poverty. Persistent policies based on fear, ignorance and discrimina-
tion rather than on facts and practicality. Politics trumping science, data, and the recommendations of health professionals. 
Short-sighted failure to invest in prevention now in order to save on treatment later. The difficulty marginalized people 
always face in making their voices heard. 

Rather than rehash and revisit these facts, the main question EAC must answer going forward is: Since we know what 
the problems are, and why those problems persist, how do we now proceed to leverage our combined expertise and 
resources towards addressing those root causes? Specifically, what is the Equitable Access Coalition uniquely positioned 
to accomplish, thanks to the knowledge and insight its participant organizations have acquired via their strong roots in 
the communities they serve? What is our focused intervention point? We must constantly be reassessing in this regard, 
so that EAC is not merely a group that asks for or demands progress, but a force that helps people make progress happen in 
their own communities.

The basic thrust of EAC’s approach remains as originally conceived: that local problems need local solutions—even when 
similar problems are being faced across many and diverse communities around the region and the country. Our task as a 
coalition is therefore more than just identifying policies that act as barriers to services, care, and cure options. EAC must 
help local community-based organizations to develop policy responses and make their voices heard in decision-making at 
the local, state and national levels. 

That means helping local partners clearly identify target populations and areas of focus, as well as helping them under-
stand the fundamentals of health policy at the state and local levels. It means providing advocacy training so that local 
partners can identify needs and policy levers, strategically target officials, execute campaigns and mobilize support. It 
means facilitating networking among local partners to share resources and lessons learned, so that nobody has to rein-
vent the wheel and so that successful programs and interventions can be held up as demonstrations of positive outcomes 
accessible with sufficient political and financial support. It means channeling assistance from national agencies, and 
financial support from sponsors, to aid local partners in all of these efforts. Finally, it means uniting to urge federal action 
where needed, by coordinating with national partners and taking policy initiatives to federal organizations. 

Accomplishing these tasks will require significant dedicated labor by skilled policy experts, advocates and organizers. After 
the first EAC coalition meeting, CEG connected with AIDS United, NMAC, Southern AIDS Coalition, National STD Coalition, 
HealthHIV and BlackAIDS. All were supportive of the idea of developing local policy efforts. However, while EAC is fortu-
nate to count such professionals among our number and among our allies, and while we can anticipate significant contribu-
tions of time and energy from EAC participants and supporters, we must also recognize that most of us are already commit-
ted to organizations and projects that require much (if not all) of our personal energy. In moving forward we therefore need 
to examine potential sources of funding for EAC to continue to pursue its agenda. 

The most effective model by which to launch our efforts may be to partner with a specific EAC member organization, and 
seek limited funds specifically to carry out the program detailed above, in the region served by that local partner. The fund-
ing would support staffing, designing and executing the program. The model can then be scaled up, adapted, and adjusted 
to suit subsequent partners and regions. Alternatively, multiple local partner organizations could be assisted simultaneously 
from the outset if sufficient funding and personnel are available to provide the necessary policy/advocacy training. The key 
in each region will be identifying what personnel and resources are needed to accomplish the mission: helping local commu-
nities mobilize and make their voices heard in pursuit of addressing health inequities.
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APPENDIX A
HIV/HCV/PrEP/Reproductive Health/Drug Use by jurisdiction
Limited data snapshots of southern states

NOTE: The area profiles below were assembled based upon the most current information available at the time of writing. Some 
states had more current data than others; some had years-old data. A wide variety of sources were used, including state health 
departments, the CDC, and reports from independent organizations.

Florida – Fort Lauderdale / Miami

HIV and HCV
Broward County and Miami-Dade County had a combined total of 2,040 new HIV infections in the most recent reporting 
year. This represents 41% of all new HIV cases in the state of Florida. In Broward, Blacks represented 48% of new infec-
tions; in Miami-Dade, Hispanics represented 61%, pointing to the need for varied approaches based upon the county. Both 
counties have a high percentage of heterosexual transmission (36% and 28%, respectively) and 59% of new HIV infections 
occurred in people aged 13-39. Florida, overall, has a relatively average rate of infection for HCV, with a 2016 rate of 1.1. 
Broward County has a rate of 1.3, putting it relatively on par with the overall state rate. Miami-Dade has a rate of 0.1. 
(NOTE: All infection rates in this Appendix are per 100,000 people.)

PrEP Access
As of 2016, Broward and Miami-Dade Counties both have access to PrEP providers and assistance programs. Florida also 
aims to offer PrEP at free or reduced costs from county health departments. 

Total PrEP Consumers: 5,638 (State total)
Rate: 32.0
PrEP Providers: 48
PrEP for Uninsured: 34
PrEP Access Assistance: 34
Medicaid Coverage: Yes
Ryan White Coverage: No

Reproductive Health
Florida has relatively strict regulations on reproductive health services. Additionally, the state’s sexual education focuses on 
Abstinence Only and sex within marriage.

Abortion
Prohibition: 24 Weeks 
Partial-Birth: Enjoined
Waiting Period: Enjoined
Parental Inv. for Minors: Notice

STDs/STIs
Sex Education: NOT Mandated
HIV Education: NOT Mandated

Drug Data 
Florida has the 17th-highest rate of overdose at 23.7. Broward’s rate is 27.8, higher than the state rate;  
Miami-Dade’s rate is 10.8
Total Overdoses in Jurisdiction: 832 (2016)
Opioid-Related: 514 (62%) (2015)
Opioid Prescribing Rate: 51.3 and 30.5, respectively
SSPs: 2 (Miami-Dade) for entire state

9



Georgia – Atlanta 

HIV and HCV
Atlanta is seen as a beacon of inclusion and mobility; however, the city is disproportionately affected by HIV/AIDS, STIs, 
viral hepatitis, deaths related to opioids, and HIV criminalization. Results from 2016 show more than 2,500 new HIV infec-
tions and 66% from the Atlanta region. Georgia has the 2nd-highest rate of new HIV infections in the U.S., with a rate of 
31.8 per 100,000. Atlanta, GA—comprised of DeKalb and Fulton Counties—represented 37% of new infections in Georgia in 
2016. Blacks represented the majority of new infections (71%) in the state, 76% in DeKalb, and 80% in Fulton. 66% of new 
infections in both DeKalb and Fulton Counties occurred in people aged 20-39, indicating the need for increased outreach 
and comprehensive HIV education within this age group. Males represented 80% of new infections in DeKalb, and 85% in 
Fulton. While MSM was the most common mode of transmission (DeKalb 72%; Fulton 76%), Heterosexual transmission was 
24% in DeKalb and 18% in Fulton. These data indicate the need for broad HIV education campaigns starting earlier in life. 
Hepatitis C routinely is within the top ten across the nation with minimum demographic information available from report-
ing agencies. Georgia had the 17th-highest rate of HCV in the U.S. in 2016, with a rate 0.9. Demographics and transmission 
categories were unavailable for either the state or counties.

PrEP Access
Atlanta has a relatively high level of access to PrEP services, with 25 overall PrEP providers in the jurisdiction, 12 of which 
provide access assistance and/or PrEP for the uninsured. Medicaid will cover PrEP, but only by Prior Authorization. 

Total PrEP Consumers: 2,165
Rate: 25.0 (Per 100,000)
PrEP Providers: 25
PrEP for Uninsured: 12
PrEP Access Assistance: 12
Medicaid Coverage: Yes
Ryan White Coverage: No

Reproductive Health
Georgia has moderate restrictions on reproductive health services compared to the rest of the Southern U.S. 

Abortion
Prohibition: 20 Wks. (life of mother)
Partial-Birth: Post-viability
Mandatory Counseling: Fetal Pain
Waiting Period: 24 hrs.
Parental Inv. for Minors: Notice (May be waived)

STDs/STIs
Sex Education: Mandated
HIV Education: Mandated
Focus on Abstinence-Only

Drug Data 
Georgia ranks 41st in the nation for drug overdoses, with a rate of 13.3.
Total Overdoses: GA - 1,394 / DeKalb – 76 / Fulton - 162
Rate: GA - 13.3 / DeKalb – 9.8 / Fulton – 10.8
Opioid-Related: GA - 759 (85.85%) / DeKalb – 51 (67.01%) / Fulton – 104 (64.19%)
Opioid Prescribing Rate: GA – 77.8 / DeKalb – 45.1 / Fulton – 49.2
SSPs: 2
Treatment During Pregnancy: Prioritized
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Mississippi - Jackson
One of the most impacted metropolitan areas continues to be Jackson, Mississippi. Latest data show close to 11% of the 
metro population of 240,000 are uninsured and close to 700,000 are currently enrolled within Medicaid services across 
the state. 

HIV and HCV
When compared to similar-sized cities, HIV remains an issue with close to 100 new infections within the last reported year 
(CDC, 2018). Mississippi had the 11th-highest rate of HIV in the U.S. in 2016, with a rate of 14.2. Jackson, MS, however, 
nearly triples the state rate with 39.8 per 100,000. 83% of new HIV infections occurred in Blacks, with Whites making up 
15%, and all others making up the remaining 2%. People aged 13-44 made up 81% of all new HIV infections, with people 
aged 25-44 representing 50.5% of that burden; 30.5% of new infections were aged 13-24. Of the 424 new HIV infections, 
329 were seen in Males (77.59%). Of those Males, an estimated 89% acquired HIV via MSM. 6% of Females and 2% of 
Males contracted HIV via IDU. 1.2% of Males contracted HIV via MSM & IDU.

PrEP Access 
PrEP access is among the lowest in the nation with only two providers for the entire state. Mississippi, as a whole, has very 
limited access to PrEP providers and limited utilization, with only 290 PrEP consumers. Jackson, itself, has only 2 PrEP pro-
viders, and only 1 focuses on access issues.

Medicaid will cover PrEP, but only by Prior Authorization

Total PrEP Consumers: 290
Rate: 12.0 (Per 100,000)
PrEP Providers: 2
PrEP for Uninsured: 1
PrEP Access Assistance: 1
Medicaid Coverage: Yes
Ryan White Coverage: No

Reproductive Health 
Mississippi has some of the most restrictive abortion prohibitions in the U.S., requiring all abortions to be performed  
by an OB/GYN.

Abortion
Prohibition: 20 Wks. (life of mother); 15 Wks. currently blocked
Partial-Birth: Banned
Mandatory Counseling: Breast Cancer Link
Waiting Period: 24 hrs.
Parental Inv. for Minors: Must obtain consent from both parents

STDs/STIs
Sex Education: Mandated
HIV Education: None
Focus on Abstinence-Only

Drug Data 
Mississippi ranks 44th in overdoses, with a rate of 12.1.
The state has the 2nd-highest opioid prescription rate per capita in the U.S., second only to Tennessee.
Total Overdoses: MS – 352 / Jackson - 18
Rate: MS – 12.1
Opioid-Related: MS – 184 (52%) / Jackson – 12 (67%)
Opioid Prescribing Rate: MS – 105.6 / Jackson – 72.2 
SSPs: 0
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North Carolina – Raleigh 

HIV and HCV
North Carolina ranked 12th in the U.S. for new HIV infections with a rate of 13.9 in 2016. Wake County, where Raleigh is 
located, has a rate of HIV infection of 20.0, putting it well above the state average rate. Blacks accounted for 62% of new in-
fections, Whites for 24%, and Hispanics for 11%. People aged 20-29 accounted for 43% of new HIV infections, which again 
skews younger than in previous decades, indicating the need for earlier interventions. Males accounted for 81% of new in-
fections. MSM was the reported mode of transmission in 56% of new infections, with Heterosexual transmission accounting 
for 21%. More troubling, however, are the 18% of infections for which no risk factor is reported. North Carolina ranks 22nd 
in new Acute HCV infections, with a rate of 0.8. Whites accounted for 79% of new HCV infections. 79% occurred in people 
aged 20-44. IDU was the primary risk factor in 43%.

PrEP Access
North Carolina has moderate PrEP utilization, with 1,472 users at a rate of 17.0. Wake County has roughly 16 PrEP provid-
ers, 13 of which provide PrEP for the uninsured, while 9 assist with PrEP access issues Medicaid will cover PrEP, but only by 
Prior Authorization. 

Total PrEP Consumers: 1,472
Rate: 17.0 (Per 100,000)
PrEP Providers: 16
PrEP for Uninsured: 13
PrEP Access Assistance: 9
Medicaid Coverage: Yes
Ryan White Coverage: No

Reproductive Health 
North Carolina has relatively strict controls over abortion. All abortions must be performed by a licensed physician, and any 
at 20 Wks. must be performed in a hospital. Minors must obtain parental consent

Abortion
Prohibition: 20 Wks.
Mandatory Counseling: Negative psychological effects
Waiting Period: 72 hrs.
Parental Inv. for Minors: Must obtain consent

STDs/STIs
Sex Education: Mandated
HIV Education: Mandated
Comprehensive Sex Ed

Drug Data 
North Carolina ranks 27th in overdoses, with a rate of 19.7. Of the 1,956 drug overdoses, opioids accounted for 79%. The 
state has a relatively high number of SSPs, relative to the population. NC has 25, total; Wake County has 1.

Total Overdoses: NC – 1,956 / Raleigh - 131
Rate: NC – 19.7 / Raleigh – 12.4
Opioid-Related: NC – 1,544 (79%) / Raleigh – 94 (72%)
Opioid Prescribing Rate: NC – 82.5 / Raleigh – 54.5 
SSPs: NC – 25 / Raleigh - 1
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West Virginia

HIV and HCV
51 of West Virginia’s 68 new HIV infections (75%) occurred in Whites. Just over 80% of new infections were in Males, with 
people aged 45-64 representing nearly 40% of new infections. MSM accounted for 52% of new infections, while 24% of 
new infections had no mode of transmission listed. West Virginia had the 2nd-highest rate of HCV in the U.S. in 2016, with 
a rate of 5.1. 83% of new infections were in Whites in 2015. In 2016, IDU was listed as the primary risk factor in 68% of 
new infections. Males and Females represented roughly an even percentage of new infections. Non-IDU Street Drug use 
was present in roughly 37% of new infections.

PrEP Access
Access to PrEP in WV remains problematic, with access largely available only in metro areas. Medicaid will cover PrEP, but 
only by Prior Authorization.

Total PrEP Consumers: 153 
Rate: 10.0
PrEP Providers: 9
PrEP for Uninsured: 9
PrEP Access Assistance: 9
Medicaid Coverage: Yes
Ryan White Coverage: No

Reproductive Health 
West Virginia regulates abortion lightly relative to other states. This may change in the current political environment.

Abortion
Prohibition: 20 Wks. (Life of mother)
Partial-Birth: Enjoined
Funding: All or most (AT RISK)
Mandatory Counseling: Negative Psych. Effects
Waiting Period: 24 hrs.
Parental Inv. for Minors: Notice (May be waived)

STDs/STIs
Partner Treatment: Being Developed
Sex Education: Mandated
HIV Education: Mandated

Drug Data 
West Virginia has the highest rate of OD in the U.S., at 52.0, 86% of which was opioid-related. Since 2016, West Virginia has 
seen the highest rate of overdose in the national where nearly 90% were opioid-related. The state also continues to see the 
highest rate of Hepatitis B and second highest rate of Hepatitis C.

Total Overdoses: 884 (2016)
Rate: 52.0
Opioid-Related: 759 (85.85%) (2015)
Rate: 44.9
Opioid Prescribing Rate: 96.0
SSPs: 16

• Local-level approval
• Kanawha County at risk

Treatment During Pregnancy: Prioritized for Medicaid Recipients
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Washington, DC

HIV and HCV
Of the 347 new HIV diagnoses in 2016, Blacks accounted for 255 (73.48%), Whites for 48 (13.83%), and Hispanics for 
36 (10.37%). People aged 20-39 accounted for roughly 33% of new infections, while those aged 30-39 accounted for an 
additional 26%, meaning that the burden of infection is falling on a younger demographic than previous decades. Males ac-
counted for 73% of new infections, Females for 24.80%, and Transgender individuals for 2%. DC is one of the few jurisdic-
tions that includes Trans people in their HIV reporting. While sexual transmission accounted for 69% of new infections, an 
alarming 28% of cases did not list any mode of transmission, leaving the data incomplete. DC reported 7.714 HCV infections 
between 2012-2015, 78% of which had no identifying race demographics. 

PrEP Access
Access to PrEP in DC is extremely high with a rate 268.0 per 100,000. Medicaid will cover PrEP, but only by Prior 
Authorization.

Total PrEP Consumers: 1,571 
Rate: 268.0
PrEP Providers: 33
PrEP for Uninsured: 15
PrEP Access Assistance: 21
Medicaid Coverage: Yes
Ryan White Coverage: No

Reproductive Health 
Washington, DC has very few restrictions regarding abortion and reproductive health.

Abortion
Prohibition: None
Funding: General with exceptions for Life of the Mother, Rape, and Incest
Mandatory Counseling: None
Waiting Period: None
Parental Inv. for Minors: None

STDs/STIs
Sex Education: Mandated
HIV Education: Mandated
Sex Education: Comprehensive

Drug Data 
Washington, DC has the 4th-highest rate of drug overdose deaths, with a rate of 38.8 of which opioids were involved in 
79.18%. The opioid prescribing rate is relatively low, indicating that heroin, Fentanyl, and carfentanil are the likeliest cause.

Total Overdoses: 269
Rate: 38.8
Opioid-Related: 213 (79.18%)
Rate: 30.6
Opioid Prescribing Rate: 32.5
SSPs: 4
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APPENDIX B
Equitable Access Survey
1. In which region of the United States do you live?
The Equitable Access Coalition (EAC) seeks to mobilize a diverse group of individuals and organizations reflecting persons 
of color and rural communities in the South to make policy change and to educate to affect policy change at the state and 
county level to increase access to HIV prevention, care, and treatment with an emphasis on PrEP access; increased access 
to Hepatitis C screening (HCV), education, and treatment; and increased access to family planning and health services for 
transmen and transwomen.  
Southern states involved in this group include Washington, DC; Maryland; Virginia; West Virginia; Tennessee; Kentucky; 
Arkansas; North Carolina; South Carolina; Georgia; Alabama; Mississippi; Louisiana; Florida and Texas.
Groups and persons reflecting the following populations are represented in the group including people living with HIV and 
HCV; gender nonconforming; transgender men and transgender women; same gender loving persons; persons with sub-
stance use disorders; heterosexual men and women; and persons impacted.

 

2. Do you agree with the EAC statement of purpose identified above?
Identifying Priorities
We aim to identify changes which can be made at the state and county level. During this initial meeting, we identified multi-
ple policy-related goals. These goals were separated into three categories: access, advocacy and policy issues in the areas of 
HIV, HCV, and Family Planning Services/Reproductive Health. Please prioritize the issues within the three categories on the 
next three pages.

 

 

From the list below please select your top three access priorities.
3. Access Issues

 Increase provider (physician and organization) responsiveness to client needs.
 Increase transhealth services provided by Title X clinics (such as Planned Parenthood).
 Increase access to mobility/transportation barriers.
 Increase training for CBO’s to become 340B sites.
 Increase community education and community engagement for PrEP.
 Increase community education and community engagement for HCV.
 Increase community education and community engagement on CURE.
 Increase training for HIV providers on HCV screening.
 Increase number of PrEP clinics.
 Increase awareness for transmen/transmasculine reproductive health.
 Increase inclusion of male sexual partners of black women in PrEP education, outreach and research.
 Reform protocol on HIV testing in correctional facilities.
 Increase the number of culturally responsive primary and emergency room providers in southern and rural  

  communities to screen for HIV, HCV and PrEP.
 Develop mobile prevention, treatment and care services in southern and rural communities.
 Work with southern and rural providers to extend hours of operation to be conducive to community need.
 Increase PrEP, HCV and population specific education and awareness in southern states and rural communities. 
 Increase number of persons who are enrolled in public (Medicaid and Medicare) and private insurance.
 Increase the number access points for HCV screening and linkages to HCV treatment.

15



 Develop intersectional, intergenerational anti-stigma campaign related to increased access to testing & care within 
  southern and rural communities and to educate community members publicly funded services available (Ryan White 
  funding, screening for HIV/HCV in the South).

 Convene conversations with funding partners to discuss the specific and targeted needs of southern and rural 
  communities – specifically to increase PreP education and access; HCV testing and linkages; and trans health.

 Increase data collection methods and measurements better track HIV, HCV, PrEP service and treatment data.
 Coordinated data collection systems i.e. CAREWare.

From the list below please select your top three advocacy priorities.
4. Advocacy

 Increase community based organizations voices in national HIV/HCV policy decision making.
 Increase training to and for local community based organizations to develop policy responses.
 Increase local community mobilization efforts.
 Provide support for the continuation of 340B policy.
 Track AIDS Drug Assistance Program and returns.
 Increase training on the local level for persons living with HCV/HIV.
 Increase training of law enforcement.
 Increase State-level funding for HCV testing, linkage, and treatment.
 Increase federal appropriation for viral hepatitis.
 Increase representation of southern and rural community based organizations at national policy tables.
 Increase awareness and inclusion of transmen in prevention and care outreach and services.
 Increase awareness/education around 340B funding.
 Identify and develop joint policy “ask” to increase southern and rural targeted PrEP awareness/education.
 Empower communities/individuals to reduce stigma around HIV, HCV, PrEP, syringe exchange and   

  reproductive health.
 Increase law enforcement involvement in education to southern and rural communities.
 Secure funding for HCV testing & linkage to cure from the NC general assembly.
 Increase federal appropriation for viral hepatitis (nationwide).
 Build advocacy infrastructure that reaches past cities in southern rural areas.
 Expand access to treatment for PLWH.
 Address SDOH as barriers to prevention and treatments (food insecurity, housing, etc).
 Develop new collaborations with Title X clinics, substance use/harm reduction, and mental health providers.

From the list below please select your top three policy priorities.
5. Policy

 Reform protocol on HIV testing in correctional facilities.
 Change paraphernalia policies (make it legal to carry syringes).
 Reverse SSA rescission of SSR93-2P (rule related to SSDI for HIV).
 Stop nationwide ban of referrals for Title X clinics. 
 Elimination of sobriety and fibrosis scoring for HCV treatment.
 Elimination of laws/rules prohibiting syringe exchange programs.
 Increase HCV testing and linkage among HIV positive women.
 Direct southern and rural states adhere to State and Federal mandates for HIV and HCV testing and treatment.
 Increase Statewide funding for PrEP, HIV and HCV screening within southern and rural communities.
 Work with Federal Partners to increase Viral Hepatitis Allocation.
 Work with Federal partners to maintain 340B (drug pricing program).
 Conduct policy trainings for southern state and rural organizations.
 Conduct HCV training for southern states and rural populations using NVHR report card.
 Increase participation of southern states and rural communities on Federal policy work groups.
 Increase number of programs addressing needs of Black and Brown transmen.
 Where needed, reform HIV/HCV testing treatment in correctional facilities.
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6. What are the top three policy changes needed at the Federal, State, County level or your individual  
 organization to support HIV issues across the South?

 

 

7.  What are the top three policy changes needed at the Federal, State, County level or your individual  
 organization to support Hepatitis C virus across the South?

 

 

8. What are the top three policy changes needed at the Federal, State, County level or your individual  
 organization to support reproductive health issues across the South?

 

 

9. Select up to three challenges facing HIV/AIDS service providers in the South?
 

 

10. Select up to three tools community-based organizations need to be sustained in the future?
 

 

11. Select up to three tools needed to increase community participation in public policy in the South?
 

 

12. Please list areas of growth related to any policy needs/ threats to EAC identified by your agency:
 

 

13. Are you interested in a 2-3 day capacity building summit?
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14. Please list your interest in participating in 2-3 day capacity building summit:
 Organization development  Stigma reducing activities
 Advocacy and policy activities  Science of HIV prevention and treatment
 Behavioral and social science

15. Please select the maximum registration fee for this capacity building summit.
 Less than $250.00  $250.01 to $499.99  More than $500.00

Please provide the name, association, and contact information for those you think should be invited to participate in the coalition.
16. Potential Coalition Member Contact information

 

 

Below please provide organizational information for the agency/agencies you are affiliated with. 
17. Contact Information

Name  

Organization:  

Location:  

Email: 

Date Organization Founded: 

Organizational Budget:  

18. What is your gender?
 Agender  Female  Male
 Transmasculine  Transfeminine   Prefer not to answer

Non-binary/Genderqueer/Gender Fluid
 Prefer to self-describe:    

There is no easy way to ask this next question, but we find it important to begin to investigate additional conversations on where 
transgender men and transgender women are receiving medical care. If you are comfortable, please take a moment and complete 
the following question. 

19. Please select the most appropriate place of care for your reproductive organs?
 General medical provider  OB/GYN
 Urologist  Nurse Practitioners

20. What is your race? Do you consider yourself...(Select one or more.)
 White or Caucasian 
 Black or African American 
 Hispanic or Latino
 Asian or Asian American 
 American Indian or Alaska Native
 Native Hawaiian or other Pacific Islander 
 Other (please specify):
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