Global Epidemic HIV/AIDS
(Adopted 2005, amended 2010, 2015, 2020)

Executive Summary of Policy Contained in this Paper
Summaries will lack rationale and background information and may lose nuance of policy.
You are highly encouraged to read the entire paper.

· AAPA supports proven,/ demonstrable,/ international efforts to curb the global HIV/AIDS epidemic through a coordinated effort.

· AAPA supports national and international prevention strategies that include counseling and testing SCREENING, programs with particular focus on young adults, programs to prevent mother-to-child vertical transmission, PROGRAMS FOCUSED ON AT-RISK POPULATIONS INCLUDING SGM AND RACIAL/ETHNIC MINORITIES, routine EDUCATION ON AND provision of pre-exposure prophylaxis (PrEP) and post -exposure prophylaxis (PEP) in accordance with established recommendations and guidelines FOLLOWING EVIDENCE-BASED MEDICINE, and legislative efforts to promote women’s rights and sex workers’ rights. 

· AAPA SUPPORTS THE DESTIGMATIZATION OF HIV INFECTION AND STRUCTURAL CHANGE TO ELIMINATE DISPARITIES AMONG MINORITIES.

· AAPA SUPPORTS THE REPRESENTATION OF WOMEN (CIS- AND TRANSGENDER) AT ALL LOCAL, STATE, FEDERAL, AND INTERNATIONAL LEVELS OF HIV RESEARCH, EDUCATION, AND PLANNING; ADDRESSING SEXUAL TRANSMISSION, PERINATAL TRANSMISSION, PARENTERAL TRANSMISSION, CHILDCARE, AND FAMILY CARE ISSUES AS THEY RELATE TO WOMEN AT EVERY LEVEL.

· AAPA SUPPORTS THE IDENTIFICATION OF INTERSECTIONAL IDENTITIES (SGM, RACIAL/ETHNIC MINORITIES, MENTAL HEALTH, AND SUBSTANCE USE) ASSOCIATED WITH HIV TRANSMISSION TO ENSURE ALL SOCIAL DETERMINANTS OF HEALTH ARE ADDRESSED IN ORDER TO OPTIMIZE OVERALL HEALTH, INCLUDING PROGRAMMING AND RESEARCH.

· AAPA encourages routine OPT-OUT-BASED HIV screening, FREE OF STIGMA, TO DIAGNOSE ALL PEOPLE WITH HIV AS EARLY AS POSSIBLE. in accordance with the CDC recommendations.

· AAPA supports the creation of specially-trained HIV/AIDS medical providers to augment new and existing global prevention and treatment efforts. AND INCREASE HIV WORKFORCE CAPACITY THROUGH SCHOLARSHIPS AND STUDENT LOAN REPAYMENT.

· AAPA SUPPORTS ACCESS TO HIV SERVICES, INCLUDING PREVENTION AND TREATMENT OF HIV, WHICH IS AFFIRMING AND FREE OF STIGMA FOR ALL PEOPLE REGARDLESS OF IMMIGRATION STATUS AND INCLUSIVE OF BLACK, INDIGENOUS, AND PEOPLE OF COLOR.

· AAPA SUPPORTS ROUTINE PERINATAL HIV TESTING AND INCREASED FUNDING, RESEARCH, AND EDUCATION FOR PERINATAL HIV PREVENTION.

· AAPA believes that international, national, and community leaders should be firm and vocal advocates for HIV/AIDS education, prevention, and treatment efforts THAT PROMOTE EQUALITY AND THAT PEOPLE LIVING WITH HIV/AIDS SHOULD NOT EXPERIENCE DISCRIMINATION OR BIAS. 

· AAPA believes that community leaders should promote equality and that people with HIV/AIDS should not experience discrimination or bias.

· AAPA supports the giving of unrestricted financial support to global HIV/AIDS efforts, INCLUDING BUT NOT LIMITED TO HIV SERVICES, CARE, HOUSING, AND RESEARCH, without ideological or political influence on the distribution of funding.

· AAPA recognizes SUPPORTS INCREASING AWARENESS that individuals living with HIV who are virally suppressed on antiretroviral medication cannot sexually transmit HIV. Healthcare providers should be aware and educate patients that “undetectable = untransmittable.” WHILE ENSURING THAT THE DECISION TO INITIATE ANTIRETROVIRALS IS INFORMED AND AUTONOMOUS.

· AAPA SUPPORTS RAPID AND PATIENT-CENTERED INITIATION OF EFFECTIVE ART DIRECTLY AFTER HIV DIAGNOSIS TO ACHIEVE SUSTAINED VIRAL SUPPRESSION AND MINIMIZE TRANSMISSION.

· AAPA SUPPORTS INCREASING ACCESS TO PATIENT-CENTERED, EVIDENCE-BASED, PREVENTION OF NEW HIV TRANSMISSIONS, INCLUDING PREP, PEP, AND SYRINGE SERVICES PROGRAMS.

· AAPA SUPPORTS SURVEILLANCE, REPORTING, AND RESPONSE TO HIV OUTBREAKS.

Global Impact of HIV
Because of the pathogenesis and epidemiology of HIV infections, certain populations are at increased risk for contracting HIV, including sexual and gender minorities (SGM), men who have sex with men (MSM), those PERSONS who injected drugs (PWID), and healthcare workers are all at immediate risk for contracting HIV. Multiple sexual partners and concomitant sexually transmitted infections facilitate HIV transmission. Similarly, needle/DEVICE sharing and/or high-risk sexual activity leads to HIV exposure in those that use injected drugs PWID. (14) Although HIV infections worldwide occur predominately through heterosexual contact, SGM, including MSM and those using injected drugs PWID, continue to represent significant epidemiological categories IN THE UNITED STATES (US) AND INTERNATIONALLY. ( 4 1)(52)
THE US DEPARTMENT OF HEALTH AND HUMAN SERVICES (HHS) 2019 PLAN TARGETS GEOGRAPHIC AREAS DISPROPORTIONATELY AFFECTED BY HUMAN IMMUNODEFICIENCY VIRUS (HIV), WITH A GOAL TO REDUCE NEW HIV INFECTIONS BY 75% IN 5 YEARS AND AT LEAST 90% IN 10 YEARS. ACHIEVING SUCCESS IN THIS INITIATIVE WILL REQUIRE AN IMMEDIATE, SUBSTANTIAL, AND PERSISTENT RESPONSE. (3)(4) Screening, diagnostic, and treatment efforts have raised awareness, detection, and management of HIV/AIDS globally over the past decade. Yet, HIV/AIDS remains a global public health crisis. Sub-Saharan Africa remains the most severely impacted, with 1 in every 25 adults living with HIV (LWH), which accounts for more than two-thirds of the people living with HIV (PLWH) worldwide (25). The disparity in the disease burden of HIV is evident in the fact that 61% of HIV-related deaths occurred in Sub-Saharan Africa. (36) Despite a general decline in the number of new HIV infections globally, Eastern Europe, Central Asia, the Middle East, and Northern Africa continue to see increases in new HIV infections. (17) While many areas of the world are experiencing a decline in high-risk behavior, the Joint United Nations Programme on HIV/AIDS (UNAIDs) reports some countries are seeing an increase in the number of sexual partners one has and a decrease in condom use. (17) In Latin America, North America, and Europe, the number of new cases of HIV is most notable among MSM which is attributed to a rise in sexual risk behaviors, ANATOMIC SUSCEPTIBILITY, AND HIGH COMMUNITY PREVALENCE. (14) The epidemic is exceptionally difficult for women due to an imbalance of physical, financial, and/or cultural power. Thus, women in much of the world are less able to avoid contracting HIV infections due to these power imbalances. Intimate partner violence raises one’s risk of acquiring HIV as women with an abusive partner have difficulty negotiating condom use if they can. (17) The morbidity and mortality among the female population secondary DUE to HIV/AIDS are devastating to families and communities. Worldwide, women account for more than half of all adults with HIV/AIDS. (52) Women are more likely to lose jobs, lose income, raise children, and face stigma and discrimination. In addition to managing their illness, the burden of caring for others often falls to women. Young girls frequently leave school to care for sick parents or younger siblings. The HIV/AIDS epidemic affects the entire family. It impacts children of HIV infected mothers living with HIV LWH in multiple dimensions (e.g., born to a mother LWH, orphaned by a parent who died secondary to OF HIV-RELATED complications, or left to care for a parent or family member). (52) Commercial sex workers (CSW) and transgender women (TGW) also experience an increased risk of acquiring HIV, A myriad socioeconomic consequences of infection, and barriers to accessing medical care. (52) (8) 

RACIAL AND ethnic minorities have a disproportionate burden of HIV infections and AN INCREASED RISK OF progression to AIDS. Even in developed countries, yYoung people of color are at higher risk than their white counterparts. More than half of new HIV cases in the United States US occur among RACIAL AND ethnic minorities. (52)(8)

The distribution of available resources for prevention and treatment also reflects disparities. Antiretrovirals THERAPY (ARVs ART) decreases HIV mortality by approximately 80% and over the past decade, the number of people receiving has increased dramatically. Globally, the number of persons living with HIV/AIDS (PLWHA) receiving ARVs ART has increased threefold since 2010. (5) Although globally, the number of PLWHA receiving ARVs ART has increased to 23.3 million, people in low-income countries represent a disproportionally low number of those receiving ART treatment. (5) This increase in PLWHA on ART has been attributed to coordinated educational and therapeutic efforts in certain populations. For example, the World Health Organization (WHO) called for increased use of ART among pregnant women to reduce mother-to-child transmission. Through these programs, the number of women receiving ART during pregnancy increased from 44% globally in 2012 to 82% in 2018. (5) Between 2010 and 2018, there was also a 41% reduction in mother-to-child transmission of HIV. (5) Despite global efforts to increase the number of PLWHA on ART, some high-prevalence populations, INCLUDING PWID - such as injection drug users (IDU) and transgender individuals -, may not be receiving treatment due to socioeconomic barriers to care and fear of actual discrimination. (52)

The world’s poorest countries face DISPROPORTIONATE shortages of healthcare providers WORKERS (HCW). International health leaders report the shortage of healthcare workers HCW as one of the largest constraints to antiretroviral ART drug programs and meeting people’s basic healthcare needs. As of 2013, the global workforce fell short of the number of healthcare workers HCW needed for essential health services by 17.3 million. (69) The solution will require a combination of leadership from within each country, financial support, and donations of time and human resources. One proposed solution includes a medical service corps through which resource-rich countries train medical providers and community health workers. (5)(6)(7)(2)(9)(10)

Healthcare Providers’ Responsibility
With increased utilization of antiretrovirals ARVs to reduce the burden and transmission of HIV, healthcare providers with prescriptive authority, INCLUDING PAS, are in a unique and responsible position. HIV epidemiologic data and clinical research on PrEP fails to address sexual and gender diversity. The literature notably lacks robust data on gender-diverse individuals who were assigned female at birth and identify as male (including transgender men) and individuals who don’t identify exclusively with either a male or female gender (including gender non-binary, gender fluid, and two-spirit identities). Regardless of sexual or gender identity, the following risk factors for sexual transmission of HIV should be considered in all patients: (118)(9)
· Residing in areas of high HIV incidence (CDC & JAMA) (8)(12)(13)
· Not use barrier protection consistently (unwilling, unable, or have barriers to negotiating use with partners) (CDC & JAMA) (8)(12)(13)
· Recent diagnosis of a bacterial STI (CDC & JAMA & NYC DOH) (8)(12)(13)(14)
· Engaging in anal intercourse (CDC & JAMA) (8)(12)(13)(15)
· Engaging in transactional sex (i.e., sex for money, drugs, or housing) (CDC & JAMA) (8)(12)(13)
· Having sexual partners who are at high risk for unsuppressed HIV (i.e., partners with social and institutional barriers to HIV testing and treatment) (CDC & JAMA) (8)(12)(13)
· Having more than one sexual partner (CDC & JAMA) (8)(12)(13)
· Individuals with partners with more than one sexual partner (CDC & JAMA) (8)(12)(13)

STIGMA FUELS THE DISPROPORTIONATE EFFECTS OF HIV ON MARGINALIZED COMMUNITIES, INCLUDING SEXUAL, GENDER, RACIAL, ETHNIC, AND OTHER MINORITIES, ESPECIALLY THOSE WITH INTERSECTING SOCIOECONOMIC STATUS, MENTAL HEALTH, AND SUBSTANCE USE CONCERNS. STIGMA DRIVES BARRIERS TO UTILIZE PREVENTION, SCREENING/TESTING, DIAGNOSIS, LINKAGE TO CARE, TREATMENT, AND MAINTENANCE IN TREATMENT. (8) MENTAL HEALTH DISPARITIES AND SUBSTANCE USE AFFECT INDIVIDUALS’ ABILITY TO ENGAGE IN HIV SERVICES, INCLUDING BOTH TREATMENT AND PREVENTION. INTERSECTING MINORITY STATUS AMONG SGMS, ETHNIC/RACIAL MINORITIES, SUBSTANCE USE, AND MENTAL HEALTH DISPARITIES MUST BE CONCURRENTLY ADDRESSED. (16)(17) HIV SERVICES CAN ONLY BE COMPREHENSIVELY ADDRESSED THROUGH DESTIGMATIZATION AND STRUCTURAL CHANGE.

PrEP
Preexposure prophylaxis (PrEP) is essential to reducing the incidence of HIV infection. PrEP is indicated for individuals at ongoing, significant risk of HIV acquisition including but not limited to SGMs AMONG ADULTS and adolescents >35kg, IDUS. (13)(18) PrEP prescription is the responsibility of HEALTHCARE PROVIDERS ACROSS SPECIALTIES, INCLUDING primary care providers and should not be limited to ID specialists. HEALTHCARE PROVIDERS, INCLUDING PRIMARY CARE PROVIDERS, MUST BECOME AS PROFICIENT WITH MEDICAL MANAGEMENT OF HIV PREP AS THEY ARE WITH OTHER COMMON DIAGNOSES SUCH AS HYPERTENSION, HYPERLIPIDEMIA, AND DIABETES. PrEP use is supported by US PREVENTIVE SERVICES TASK FORCE (USPSTF), and CDC guidelines for prescribing and monitoring PrEP should be followed. Screening for HIV should be performed prior to PrEP initiation and no less than every three months while a patient is on USES PrEP. When PrEP is prescribed, clinicians should provide access to proven effective risk-reduction services. Patients should be encouraged and empowered to use PrEP in combination with other effective prevention methods as desired and appropriate for each individual patient. (8)(18)(12)(13)(9)(10)(11) 

THE FOOD AND DRUG ADMINISTRATION (FDA) APPROVED THE FIRST INDICATION OF AN ORAL MEDICATION TO REDUCE THE RISK OF HIV INFECTION IN 2012. YEARS LATER, AWARENESS, ACCESS, AND UPTAKE OF HIV PREP ARE INADEQUATE. (13) FURTHER, USE DISPARITIES HAVE EMERGED ALONG RACIAL AND ETHNIC LINES, GEOGRAPHIC REGIONS, AND SGMS, WIDENING THE SOCIAL DETERMINANT GAP AMONG PEOPLE WITH NEW HIV INFECTIONS. IN THE US, ONLY 7% OF THE ESTIMATED 1.1 MILLION PEOPLE WITH INDICATIONS WERE PRESCRIBED PREP IN 2016;(19) BLACK AND HISPANIC PEOPLE HAVE THE LOWEST RATES OF PREP PRESCRIPTION, AND ONLY 27% OF THE PREP PRESCRIPTIONS WERE IN THE SOUTHERN STATES IN 2016. (19) PREP USE DEPENDS ON AN INDIVIDUAL’S ABILITY TO ACCESS AND AFFORD MEDICATION AND PREP RELATED SERVICES SUCH AS REGULAR MEDICAL VISITS AND LABORATORY COSTS. THE USPSTF GRADE A RECOMMENDATION OR PREP SUGGESTS IMPLEMENTATION IN CLINICAL PRACTICE AND ROUTINE COVERAGE BY PAYORS (I.E., PRIVATE AND PUBLIC MEDICAL INSURANCE) IN THE US. (20) FURTHER DEVELOPMENT OF PATIENT-CENTERED OPTIONS, INCLUDING LONGER-ACTING INJECTABLE, IMPLANTABLE, AND OTHER ALTERNATE DOSING STRATEGIES, WILL INCREASE PREP ACCESS. 

For individuals NOT ON PREP who seek medical care within 72 hours after a possible exposure to infectious body fluids of a person known to have BE LWH HIV, the U.S. Department of Health and Human Services US DEPARTMENT OF HHS states RECOMMENDS CONSIDERING that non-occupational post-exposure prophylaxis (nPEP) may be beneficial to reducEing transmission. (1015) PEP should be initiated as soon as possible, and providers and institutions should work to eliminate barriers to expeditious PEP initiation. EXPERT CONSULTATION IS RECOMMENDED BUT SHOULD NOT DELAY PEP INITIATION. PEP USERS SHOULD COMPLETE A 28-DAY COURSE OF MEDICATION AND UNDERGO REGULAR LABORATORY TESTING, INCLUDING HIV TESTING AT THE TIME OF INITIATION AND THROUGH AT LEAST SIX MONTHS OF COMPLETION. (12)(20) In instances where the HIV status of an individual is unknown, providers should use clinical judgment to determine whether or not the use of nPEP is warranted. Data supporting the efficacy of nPEP comeS from several types of studies, including animal models, perinatal clinical trials, studies of transmission following healthcare exposures, and clinical observation. (12) Implementation of IMPLEMENTING a randomized, controlLED trial for nPEP is unlikely for ethical reasons. All persons who report behaviors or situations that place them at risk for frequently recurring HIV exposure (e.g., injection drug use, or sex without condoms) or who report receipt of >1 OR MORE courseS of nPEP in the past year should be provided risk education counseling and intervention services, including consideration of preexposure prophylaxis. (1015)(18)

ROUTINE HIV Screening
HIV screening has tremendous public health implications FOR PLWH AND THEIR SEXUAL PARTNERS. Individuals PLWH who are unaware of their HIV status are 3.5 TIMES more likely to transmit HIV, than those who know their status and early treatment of HIV INITIATION OF ARVS FOR PLWH can COULD reduce sexual transmission BY 40%. (1)(21)(22)(13)(14) For the individual, eEarly linkage to care is associated with HIV viral load suppression and improved long-term health outcomes. (1)(21)(22)(13)(14) The CDC recommends HIV screening for everyone IN ADDITION TO INDIVIDUALS WITH RISK FACTORS, ALL PEOPLE, ages 13 to 64 at least once, with follow-up testing based on individual risk. (2315) YEARS IN ALL CLINICAL SETTINGS MUST BE PROVIDED ROUTINE HIV SCREENINGS (ANTIGEN/ANTIBODY COMBINATION TESTING PREFERRED), WITH ANNUAL OR MORE FREQUENT RESCREENING OFFERED TO GAY/SAME-GENDER-LOVING, BISEXUAL, AND OTHER MSM. (24)(25) ROUTINE SCREENING SHOULD BE OFFERED IN AN OPT-OUT MODEL (I.E., NOTIFYING THE INDIVIDUAL THAT THE TEST WILL BE PERFORMED, GIVEN THE OPTION TO DECLINE, AND INFERRED ASSENT UNLESS THE INDIVIDUAL DECLINES TESTING). STRONG CONSIDERATION SHOULD BE GIVEN FOR MORE FREQUENT HIV SCREENING (FOR EXAMPLE, EVERY 3 TO 6 MONTHS) OF PEOPLE WITH ONGOING RISK. (1)(24) IN 2017, HIV INCIDENCE RATES WERE HIGHEST IN THE SOUTH, ACCOUNTING FOR 51% OF INCIDENT INFECTIONS IN THE US IN 2018. (1) BLACK AMERICANS, WHO ACCOUNT FOR 13% OF THE US POPULATION, WERE DISPROPORTIONATELY BURDENED WITH 43% OF HIV DIAGNOSES, DESPITE A LOWER INCIDENCE OF REPORTED RISK BEHAVIORS. ALTHOUGH HIV DIAGNOSES AMONG WOMEN HAVE DECREASED IN RECENT YEARS, AROUND 7,000 WOMEN ARE DIAGNOSED WITH HIV IN THE US EACH YEAR. ONE IN NINE WOMEN LIVING WITH HIV ARE UNAWARE OF THEIR STATUS, AND WOMEN OF COLOR CONTINUE TO BE DISPROPORTIONATELY AFFECTED. IN 2018 BLACK WOMEN ACCOUNTED FOR 58% OF HIV INFECTIONS BUT ONLY 13% OF THE FEMALE POPULATION OF THE US. (1) ROUTINE, OPT-OUT SCREENING FOR HIV IS RECOMMENDED FOR ALL PREGNANT INDIVIDUALS, CONSISTENT WITH THE CENTERS FOR DISEASE CONTROL (CDC) GUIDANCE. ALTHOUGH FEW PERINATAL TRANSMISSIONS OCCUR IN THE US EACH YEAR (39 CHILDREN IN 2017), THE OCCURRENCE IS ASSOCIATED WITH A LACK OF TESTING IN THE PRENATAL PERIOD AND AT THE TIME OF BIRTH. (1)(8)

Undetectable = Untransmittable INITIATE ANTIRETROVIRALS (ARVS) RAPIDLY AND EFFECTIVELY TO ACHIEVE SUSTAINED VIRAL SUPPRESSION
The use of antiretroviral therapy among PLWH to suppress the viral load to levels below the threshold of detection eliminates the risk of transmission (called undetectable = untransmittable, or U=U).(16)(17)
HIV CANNOT BE SEXUALLY TRANSMITTED FROM AN INDIVIDUAL WHO MAINTAINS AN UNDETECTABLE VIRAL LOAD - A CONCEPT KNOWN AS TREATMENT AS PREVENTION (TASP) OR UNDETECTABLE=UNTRANSMITTABLE (U=U). The partner PARTNER and partner PARTNER2 study TRIALS evaluated serodiscordant couples where the partner living with HIV LWH is virally suppressed on ARVs ART and the partner without HIV is not on ARV prevention (i.e., pep PEP or prep PrEP). The partner PARTNER study TRIAL showed no genetically linked HIV transmission among 1,166 couples with >58,000 condomless sexual acts. The partner PARTNER2 study showed no genetically linked HIV transmission among 782 MSM couples engaging in >76,000 condomless acts. (16)(17)(26)(27)(28)

ALTHOUGH ARV INITIATION CARRIES A SIGNIFICANT PUBLIC HEALTH BENEFIT, ARV INITIATION SHOULD BE PATIENT-CENTERED FOCUSED ON THE INDIVIDUAL'S HEALTH. CLINICIANS MUST EMPOWER PEOPLE WITH THE INFORMATION THEY NEED TO MAKE AN INFORMED AND AUTONOMOUS DECISION TO INITIATE ARV. ACCESS TO ARV INCLUDES REGIMENS AS DETERMINED BY THE INDIVIDUAL AND THEIR PROVIDER, WHICH SHOULD BE COVERED BY ALL PAYORS (I.E., PRIVATE AND PUBLIC MEDICAL INSURANCE AS WELL AS LOCAL, STATE, NATIONAL, AND INTERNATIONAL PROGRAMS) WITHOUT BARRIERS SUCH AS PRIOR AUTHORIZATION. MAINTENANCE OF ART AND ONGOING CARE WITH A PROVIDER TRAINED IN HIV MANAGEMENT IS ESSENTIAL FOR THE HEALTH AND QUALITY OF LIFE OF PLWH.

WIDESPREAD IMPLEMENTATION OF TEST AND TREAT MODELS PROVIDING ACCESS TO ART WITHIN 72 HOURS OF HIV DIAGNOSIS WOULD REDUCE THE TIMELINE TO ACHIEVING VIRAL SUPPRESSION AND MINIMIZE THE WINDOW OF POTENTIAL TRANSMISSION. NEW YORK CITY’S SEXUAL HEALTH CLINICS HAVE SHOWN THAT IMMEDIATE INITIATION OF ART AT THE TIME OF DIAGNOSIS RESULTED IN HIGH RATES OF LINKAGE TO CARE (84%) AND RAPID VIRAL LOAD SUPPRESSION (87% AMONG THOSE WITH FOLLOW-UP VIRAL LOAD TESTING). (29)  
A SHORTAGE OF TREATMENT PROVIDERS AND RESOURCES PREVENT NEWLY DIAGNOSED PERSONS FROM ACCESSING CARE PROMPTLY, WITH SOME WAITING MONTHS FOR AN APPOINTMENT WITH AN HIV SPECIALIST. THE US HEALTH RESOURCES AND SERVICES ADMINISTRATION (HRSA) COULD INCREASE THE CAPACITY OF THE HIV WORKFORCE BY DESIGNATING FUNDED JURISDICTIONS AS HEALTH PROFESSIONAL SHORTAGE AREAS (HPSA), THEREBY ALLOWING MEDICAL PROVIDERS IN PROGRAMS FUNDED BY THE RYAN WHITE HIV/AIDS PROGRAM TO QUALIFY FOR SCHOLARSHIPS AND STUDENT LOAN REPAYMENT THROUGH THE NATIONAL HEALTH SERVICE CORPS (NHSC). (4) 

RAPID RESPONSE TO POTENTIAL HIV OUTBREAKS 
IDENTIFYING PATTERNS OF RAPID SPREAD OF HIV WHICH MIGHT OTHERWISE GO UNRECOGNIZED ALLOWS FOR SWIFT PUBLIC HEALTH ACTION. STATES WITH A SUBSTANTIALLY RURAL HIV BURDEN ARE MOST VULNERABLE TO AN HIV OUTBREAK AND NEED FOCUSED ATTENTION TO ENHANCE EPIDEMIOLOGIC INVESTIGATIONS. NEW HIV DIAGNOSES AND ASSOCIATED LABORATORY RESULTS MUST BE PROMPTLY REPORTED TO LOCAL AND STATE HEALTH DEPARTMENTS TO CURB PUBLIC HEALTH EMERGENCIES. IN AREAS WHERE HIV AND OPIOID EPIDEMICS INTERSECT, MODERNIZING LEGISLATION SURROUNDING BUPRENORPHINE PRESCRIBING FOR MEDICATION-ASSISTED TREATMENT (MAT) AND ESTABLISHING NEEDLE/DEVICE EXCHANGE OR SYRINGE SERVICE PROGRAMS WOULD ENRICH LONG-TERM RISK REDUCTION OPPORTUNITIES. (4)

Summary
HIV/AIDS is a global emergency with long-term public health consequences. Clearly, the international community has identified HIV/AIDS as a prominent agenda item and demands significant contributions to effectively implementing sustainable educational, preventive, and therapeutic interventions. Readers should refer to the CDC, WHO, and UNAIDs for up-to-date references and resources (below), as the list is extensive and in constant flux, and outside the scope of this policy paper.
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