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Dear colleagues and friends, 

As 2011 draws to a close, Jeanne, Melanie, and I wish you 
peace, health, and happiness in the upcoming year. While the 
past year was full of challenging circumstances for Baltimore, 
2011 also presented a happy milestone as we commemorate 
the twentieth anniversary of the Greater Baltimore HIV Health 
Services Planning Council.  

Before we close the door on the past year and turn our eyes 
towards the future, we invite you to celebrate with us the 
accomplishments of this council and the challenges we have 
overcome during the past two decades. Let us also take an 
opportunity to reflect upon those friends and loved ones 
whom we have lost during this journey.  

Over the course of this year, we as planners have had to make 
difficult decisions, and during these trying times, it has been 
essential for us to think about what it truly means to be part of 
a community planning body. The looming sunset of the Ryan 
White legislation, the implementation of the Affordable Care 
Act, and the transition of Ryan White patients to Medicaid are 
all factors with far-reaching outcomes that will challenge us to 
strive for the best possible solution for the community that we 
represent. The planning council has a long history of rising to 
face challenges head on, and I have every confidence that 
the coming year will bring great successes for our EMA. I look 
forward to seeing what the council can continue to 
accomplish.  

On behalf of planning council leadership, we thank you for 
sharing your expertise and personal commitment to 
community planning. We are optimistic about the upcoming 
year, and look forward to working with all our partners towards 
a coordinated plan for HIV service delivery in the region. 
Together, we can and will continue to make a difference.  

 

Warmest regards and best wishes, 

Carolyn L. Massey, Chair 

December 2011 
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Executive Summary 

The Greater Baltimore HIV Health Services Planning 
Council (in conjunction with partners, consumers, 
community stakeholders, government leaders, and 
volunteers) has provided 20 years of allocating 
resources to people living with HIV. The planning 
council has had success in planning for medical 
and support services, battling stigma, raising 
awareness, and providing a voice to a community 
in need. 

This annual report takes the opportunity to look 
back on the past 20 years, pausing to examine the 
role of a community planning body — one group of 
devoted people working towards a common goal. 
Over the course of this year, the council has been 
dedicated to providing quality services despite 
decreases and delays in funding. Committee 
members worked diligently to accomplish their 
work-plan goals. Standards of care were revised, 
the 2012-2015 comprehensive plan is moving 
forward, and over $20 million were successfully 
allocated for FY 2012. The successes of 2011 provide 
a solid foundation for 2012. 

As an ancient Greek philosopher once said, “The 
only thing constant is change itself.” The paradigm 
of how this country provides health care is 
changing. In a time of change, the Baltimore EMA is 
fortunate to have committed leadership and 
enthusiastic volunteers to ensure that PLWH/As have 
access to a continuum of care that meets their 
needs. 

“The United States will become a place 
where new HIV infections are rare and 
when they do occur, every person, 
regardless of age, gender, 
race/ethnicity, sexual orientation, 
gender identity or socio-economic 
circumstance, will have unfettered 
access to high quality, life-extending 
care, free from stigma and 
discrimination.” 
 
–– Vision for the National HIV/AIDS Strategy 
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Planning Council Members 
As of December 2, 2011 

Monique Hitch 
Regina Johnson 
Lewis Servance 
Joy Winslow 
 

Chair 
Carolyn Massey 
Vice Chair 
Jeanne Keruly 
Nominating Chair 
Melanie Reese 
 
Stephanie Alston 
Estella Anderson 
Michael Becketts 
Karen Bellesky 
Rebecca Bradley 
Dale Brewer 
Donnell Clark 
Wanda Commander 
Russell Disharoon 
Cleo Edmonds 
Brian Fitzsimmons 
Jerry Fleming 
Anna Fowlkes 
Vanessa Geffard 

Vanessa Graves 
Reginald Haden 
Jamal Hailey 
Carlisle Harvey, Sr. 
Terry Hawkins 
Dwight Henson 
Solomon Jenkins 
Denise Kelson 
Howard Lambert 
Alice Middleton 
Glen Olthoff 
Michael Quander 
Sandy Rawls 
Marcia Richmond-Ward 
Dennis Rivera 
Walter Samuel 
David Shamer 
Brian Shird 
Rowena Gore-Simmons 
Leonard Sowah 
Thomas White  

The mission of the Greater Baltimore HIV Health Services Planning Council 
is to provide comprehensive, high quality services to people living with 
HIV/AIDS (PLWH/As) in the greater Baltimore eligible metropolitan area 
(EMA) regardless of their ability to pay. 

The planning council will plan for and ensure access to culturally sensitive, 
high quality, cost-effective services in collaboration with local authorities, 
providers, and consumers of HIV-prevention and care services. The 
planning council and its advisors will act in a timely and unbiased manner 
when setting priorities to allocate resources.    

Our Mission 

Our Vision 
The Greater Baltimore HIV Health Services Planning Council will promote a 
responsive system of excellent holistic care and prevention services by 
encouraging balanced participation of professional consumer partners 
enlightened by trends in the HIV epidemic and ensuring that the needed 
services are developed and sustained to keep pace with the HIV 
epidemic.  

Departing Council 
Members, 2011 
 
Donna Broadway 
Chanel Brown 
Vernetta Burrell-Gibson 
Lennwood Green 
Rickie Green 
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Reflections: 
What does community mean 
to each of us?  

 
Left: Former 
Planning Council 
Chair Lennwood 
Green and 
Commissioner of 
Health for the City 
of Baltimore Dr. 
Oxiris Barbot at 
the 2011 
Stakeholder 
Forum. 

“Never doubt that a small group of thoughtful, concerned citizens 
can change the world. Indeed it is the only thing that ever has.”  
–– Margaret Mead, submitted by Karen Bellesky 
 
“…there are people that are infected but it effects all of us and this 
is an opportunity for us to stand in solidarity."  
–– Mona Calhoun 

“The planning council leadership has worked tirelessly to help serve 
those at risk for and living with HIV and has worked in conjunction 
with public officials in the fight against AIDS in our communities.”  
 –– Cleo Edmonds  

“…a call to action that can change lives and change our city with 
a coordinated set of strategies, which can help those who are not 
infected stay HIV free, improve the lives of those who are HIV 
positive, and improve that provision of health care to the most at-
risk populations.” 
–– Mayor Stephanie Rawlings-Blake 
 
“We work to learn about the emerging needs of the community 
that we have been chosen to represent, and at the end of the day 
we hope that the work we do as a council has succeeded in 
making the world a better place.” 
–– David Shamer  

 

The planning council is focusing on community as it 
moves forward into 2012. Leadership sought to 
define “community” from its members.  
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The Baltimore EMA has 
2,710,489 residents, 

comprising 46.9 percent 
of the Maryland state 

population of 5,773,552. 

Demographic 
Profile of the EMA 

Geography 
The Baltimore EMA is composed 
of Baltimore City and the 
counties of Anne Arundel, 
Baltimore, Carroll, Harford, 
Howard, and Queen Anne’s 
(figure 1).  

The needs of urban residents of 
Baltimore City must be 
considered concurrently with 
the suburban areas of 
Baltimore, Anne Arundel, and 
Howard counties, and the more 
rural areas of Carroll, Harford, 
and Queen Anne’s counties. 

 
Population 
The Baltimore EMA has 
2,710,489 residents, comprising 
46.9 percent of the Maryland 
state population of 5,773,552. 
The EMA (28.7 percent) and 
Maryland (29.4 percent) had 
proportionally more African-
American residents than the 
country (12.6 percent). 
Baltimore City, with 63.7 
percent black residents, 
accounted for the high 
proportion within the EMA. 

The EMA (4.6 percent) had 
about half the proportion of 
Hispanics as Maryland (8.2 
percent). Maryland had roughly 
half of the proportion as the 
nation (16.3 percent) (BC 2010).  

These census figures suggest 
that the need to increase 
Latino-specific programming in 
the Baltimore EMA is not as 
pressing as it is elsewhere in the 
country. 

The EMA (4.5 percent) had 
proportionally fewer Asian-
American residents than 
Maryland (5.5 percent) and 
slightly less than the country (4.8 
percent). The percentage of 
Asian-Americans in Howard 
County (14.4 percent) was 
much higher than the rate for 
Maryland and more than triple 
that of the nation (BC 2010). 

The percentage of white 
residents in Carroll (92.9 
percent), Queen Anne’s (88.7 
percent), and Harford (81.2 
percent) counties was well 
above the proportions in the 
EMA (62.1 percent), state (58.2 
percent), and nation (72.4 
percent).  

Figure 1. 

Baltimore Eligible Metropolitan Area (EMA) 

 
 

 

 
Baltimore EMA 
Washington, D.C.* 
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Figure 3. 

HIV Incidence Rate, by Year and Area. 

 

Source: BC 2010; CDC 2002, 2003, 2004, 2005, 2007, 2008, 2009, 2010, 2011; DHMH 
2011; Stockdale 2011. 
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The prevalence of HIV/AIDS cases in the 
Baltimore EMA increased from 431.6 
reported cases of HIV/AIDS per 100,000 
in 2001 to 613.1 percent in 2009 (see 
figure 2). This represents an increase of 
42.1 percent. 

HIV incidence has decreased 
throughout the Baltimore EMA, state of 
Maryland, and U.S. HIV incidence 
decreased 39.2 percent in the EMA 
from 2001 to 2009 (see figure 3). In 2009, 
the number of new cases of HIV in the 
Baltimore EMA was reported to be 29.2 
cases per 100,000. 

The rate of new AIDS cases reported in 
the Baltimore EMA decreased 61.9 
percent from 39.6 cases per 100,000 
population in 2001 to 15.1 in 2009. 

 

HIV/AIDS Epidemiology 
in the Baltimore EMA  

 

Figure 2. 

HIV/AIDS Prevalence Rate, by Year and Area. 

Source: BC 2010; CDC 2002, 2003, 2004, 2005, 2007, 2008, 2009, 2010, 2011; DHMH 
2011; Stockdale 2011. 
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Incidence refers to the number of 
people that become newly 
infected during a given period; 
one year is used in this report. The 
term may apply to either new HIV 
cases or new AIDS cases.  
 

Prevalence denotes the total 
number of living cases at any 
point in time. The term may apply 
to all HIV cases or all AIDS cases or 
a combination of all HIV and AIDS 
cases. 
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Table 1 analyzes several characteristics relating to the HIV/ AIDS 
epidemic in Baltimore –– age, gender, race/ethnicity, and 
mode of transmission. 

Men having sex with men (MSM) 
and heterosexual intercourse  
have surpassed injection drug use 
(IDU) as the most common modes 
of HIV transmission in the Baltimore 
EMA. The change is the result of a 
dramatic decrease in transmission 
via IDU — not an increase in 
transmissions resulting from MSM 
and heterosexual activity.  

Age is another key to 
understanding changes in the 
Baltimore EMA’s epidemic. While 
subcategories of gender, 
race/ethnicity and mode of 
transmission are trending in the 
same direction, those of age are 
moving in markedly different 
directions.   

There are two epidemics emerging 
in the Baltimore EMA. The first 
epidemic, “the graying of 
HIV/AIDS,” is older residents who, 
having contracted HIV earlier in 
life, through advances in medicine 
and care are living longer –– 39.6 
percent of HIV/AIDS prevalence 
was concentrated in adults over 
50. Incidence has steadily 
increased among older adults, 
who may engage in high-risk 
sexual activity, as those over 50 
account for 25.1 percent of new 
HIV infections. 

The second epidemic is young 
people coming of age when 
HIV/AIDS has shifted out of 
national priorities. They may be 
complacent about high-risk 
behaviors. While HIV incidence is 
decreasing among people age 
30-49, those under 29 accounted 
for 24.9 percent of new infections. 

African-Americans and men continue to 
be disproportionately affected by 

HIV/AIDS in the Baltimore EMA. 

Table 1. 

Baltimore EMA Epidemic Data 

Characteristic  HIV/AIDS 
Prevalence 

HIV 
 Incidence 

AIDS 
Incidence 

  2009 2008 2009 

Race Black, not Hispanic 80.1%  80.3% 77.8% 

 White, not Hispanic  15.9%  15.0% 12.9% 

 Hispanic 2.0% 2.7% 3.0% 

 Other 2.0% 2.0% 6.2% 

Age <20 1.8% 4.1% 0.7% 

 20-29 8.0% 20.8% 12.9% 

 30-39 14.7% 19.5% 20.3% 

 40-49 36.0% 30.5% 34.6% 

 50-59 29.5% 18.5% 23.1% 

 >60 10.1% 6.6% 8.3% 

Gender Male 62.9% 65.3% 63.3% 

 Female 37.1% 34.7% 36.7% 

MSM 19.6%  21.0% 18.9% Mode of 
Transmission  IDU  34.4%  15.9% 23.8% 

 Heterosexual 22.2% 20.1% 25.9% 

 No reported exposure 18.5% 41.5% 28.6% 

Total Cases 17,378 1,336 433 

Source: DHMH 2010, Stockdale 2011. 
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Unmet Need 
The planning council bases its 
strategic plan, funding priorities, 
and resource allocations on data. 
Before these decisions are made, 
the medical and support service 
needs of PLWH/As in the EMA must 
be identified.  

HRSA Unmet Need 
The term “unmet need” is used by 
the Heath Resources and Services 
Administration (HRSA) to define the 
population of persons known to 
have HIV/AIDS that are not 
receiving primary medical care for 
their HIV. To create the unmet-
need estimate, the Maryland 
Infectious Disease and 
Environmental Health 
Administration (IDEHA) uses 
laboratory reporting data, 
antiretroviral (ARV) medication use 
data, Medicaid database, and 
HIV/AIDS surveillance data (BCHD 
2010).  

The HRSA unmet-need framework 
may underestimate the proportion 
of PLWH/As not in care because it 
only considers known HIV-positive 
cases and does not account for 
those unaware of their status. In 

July 2010, the U.S. Centers for 
Disease Control and Prevention 
(CDC) reported that, of the more 
than one million people living with 
HIV in the United States, 21 percent 
were estimated to be unaware of 
their HIV status (CDC 2010b).  

Consumer Survey 
The planning council conducts a 
triennial needs-assessment survey of 
Ryan White consumers in the 
Baltimore EMA to determine the 
service needs of PLWH/As. This 
summer, the 2010 edition was 
released. It represents the largest 
survey of its kind. Of the 813 
PLWH/As who completed the 
survey, 791 were from the Baltimore 
EMA (IGS 2011). Respondents were 
asked a series of questions about 
their ability to obtain each Ryan 
White Part A funded service. For 
each service category, two key 
concepts –– service demand and 
unmet demand — were asked of 
respondents. “Service demand” 
describes a respondent reporting 
needing the service. “Unmet 
demand” describes a respondent 
needing but not receiving the 
service in question. 

Needs of PLWH/As in the 
Baltimore EMA  

An estimated 40.9 percent of the known persons 
living with HIV/AIDS in the Baltimore EMA — 
approximately 6,965 PLWH/A –– are not in 
primary medical care for their HIV. 

This summer, the 2010 Baltimore EMA Consumer 
Survey results were released –– providing valuable 
insights into the service needs and unmet demands 
of PLWH/As in the EMA. 
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Need was at or above 50 percent in 10 
service categories in 2010. The most 
demanded category was primary medical 
care (100 percent, a default percentage 
set by the researchers).  

The next most demanded categories were 
AIDS pharmaceutical assistance (84.3 
percent), followed by oral health (79.5 
percent), medical case management (77.7 
percent), and non-medical case 
management (68.8 percent) (IGS 2011).  

Consumer Survey Results 

 

Figure 4. 

Consumer Survey Results:  
2010 EMA Service Demand and 2010 EMA Unmet Service Demand 

 

 

Source: IGS 2011. 
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The line of best fit illustrates the inverse relationship between demand and unmet 
demand in figure 4. A line of best fit is a straight line that best represents the data on a 
scatter plot. The categories with the highest levels of demand were the categories 
with the least unmet demand.  

There were nine categories that had levels 
of unmet demand over 50 percent.  

Those with the highest unmet demand in 
2010 were permanency planning (91.4 
percent), child care for those with children 
over 6 years of age (90.0 percent), child 
care for those with children 6 years old and 
younger (86.1 percent), and legal services 
(80.8 percent) (IGS 2011), though most of 
these had very low levels of overall 
demand.  
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1991 
The Baltimore HIV Health Services Planning Council was started by federal 
mandate. Baltimore was one of the first urban jurisdictions disproportionately 
impacted by the epidemic. 

1994 
Adopted pediatric standards of care for primary medical care. 

1997 
Adapted recruitment and nominating procedures for planning council. 

Project LEAP was developed by the planning council support office and 
piloted based on the request of the PLWH/A Committee. 

1998 
Revised procedures to include highly active antiretroviral treatment (HAART) 
regimen in primary medical care standards. 

2002 
Defined health and support services for funding in the EMA. 

Planning council support office developed service category scorecards. 

2003 
Clinical quality management research incorporated into planning. 

2005 
The Continuum of Care Committee was created by combining the Health 
Services Committee and Support Services Committee. 

2009 
LifeLinc delivered 30,000 letters to congressional representatives about the 
need for continued Ryan White HIV services to people living with HIV. Lifelinc 
is an independent advocacy organization to which many planning council 
members belong. 

2010 
The planning council developed an on-line presence on Facebook and 
Twitter. 

The planning council support office launched committee-specific websites. 

20 Years of Excellence:  
Planning Council Achievements Then and Now 

Planning Council 
Firsts 
First planning council to release 
standards of care for primary 
medical care. 

First co-chairs of the planning 
council: Dr. John Bartlett and  
City Councilman Carl Stokes. 

 

Former Planning 
Council Chair 
Awards and 
Recognitions 

John Bartlett  
Winner of the 1992 American 
Medical Writers' Association 
Book Award for his book, The 
Guide to Living With HIV 
Infections. 

Debbie Rock 
Appointment to the President's 
Advisory Council of HIV and 
AIDS. 

Lennie Green  
Appointment to lead the 
National Quality Center's 
Consumer Advisory Committee. 

Appointment to the CDC/HRSA 
Advisory Committee on HIV and 
STD Prevention and Treatment. 
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The special assessment had an 
astounding response rate –– 36 of 
39 funded agencies responded. 
More than 35 percent of these 
agencies reported internal 
discussions on service reductions.  
Provision of specialty laboratory 
services ceased between May and 
October, limiting client access to 
critical labs.  

Some agencies needed to 
suspend or decrease available 
services, refuse to take new 
patients, reduce staff or staff 
salaries, and establish waitlists for 
services. Some agencies that 
provide emergency assistance 
reported multiple consumer 
evictions and utility turnoffs due to 
funding deficiencies.  

Ten agencies also reported 
potential difficulties reestablishing 
services with comparable funding. 
The services most affected were 
primary medical care, oral health 
services, mental health services, 
food bank/home-delivered meals, 
and housing services.  

The administrative mechanism’s 
performance on events previous to 
the beginning of the fiscal year 
was rated higher than or 
comparable to last year’s 
assessment, but lower on later 
events. The committee 
recommended a letter of 
assurance on the EMA's ability to 
fully use funding in FY 2011, with the 
caveat that a contingency plan 
be formulated to avoid service 
interruptions if funding delays 
occur in the future. 

The planning council faced one of 
its toughest planning years in its 
history. Delays in the federal budget 
caused instability nationwide and 
the granting of a partial award to 
the EMA, to sustain services for four 
months. Further challenges arose 
when the Part A final award, initially 
released in July, was subsequently 
delayed.  

Assessment of the 
Administration 
Mechanism 
Planning councils are legislatively 
responsible for assessing the 
efficiency of the Ryan White 
administrative mechanism in rapidly 
allocating funds to areas of greatest 
need (HRSA 2000). The Evaluation 
Committee is charged with the 
completion of this task, rating the 
mechanism’s performance from 
September 2010 to August 2011. 

Funding allocations were a 
particular challenge to assess. In 
normal funding years, the 
assessment consists of three phases, 
each containing questionnaires for 
the grantee and Part A providers. 
The questionnaires collect data on 
key subjects, such as contract 
negotiation and grantee/provider 
communication. This year the 
committee suspended two 
assessment phases and replaced 
them with a special assessment that 
collected data on hardships faced 
by providers and the grantee 
between awards.  

 

A Year in Review:  
Planning Council Decisions and Achievements of 2011  

Final MAI funding was received on July 29 with an 
increase of 6.4 percent from FY 2010. Part A funding 
followed on August 26, 2011 with a 4.18 percent 
reduction. 
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Consumers in Action: 
PLWH/A Position Papers 
The PLWH/A Committee is 
dedicated to proactively educating 
the community. The committee 
worked on several projects this year 
related to its position papers. In 
preparation for its paper on health 
care reform, the committee 
discussed medical case 
management and the effects of 
Medicaid reform at length. The 
committee plans to finish its position 
paper for release in early 2012. 

The committee also analyzed the 
effects of delayed and reduced 
Ryan White funding on the 
continuum of care in the EMA 
through its response to the results of 
the special assessment (see page 
14). The committee is currently 
drafting a letter detailing the 
hardships experienced by 
consumers this fiscal year. The 
committee will use this letter as a 
strategic document, asking 
recipients to respond with 
suggestions on how to improve 
services in times of funding instability 
and prepare the EMA for possible 
funding dilemmas in the future. 

 

To further the National HIV /AIDS Strategy and target those who are not in care, the planning 
council added prevention to its ideal continuum of care in June. 

 

Table 2. 

HRSA’s Continuum of Care Model 

1. Unaware of 
HIV Status 

2. Aware of HIV 
status but not in 

care 

3. May be in care 
but not HIV care 

4. Entered HIV 
primary medical 
care but lost to 

follow up 

5. In and out of 
HIV care 

(infrequent user) 

6. Fully engaged 
in HIV primary 
medical care 

Prevention 

EIIHA Care 

Goal 1: 

Prevention 

Goal 2:  

Engage clients in HIV care 

Goal 3:  

Stabilize clients in HIV care 

Goal 4:  

Maintain clients 
in HIV care 

 

Looking to the Future: 
2012 - 2015 
Comprehensive Plan  
The comprehensive plan is the 
community’s strategy to identify the 
needs of consumers, address health 
disparities, establish the ideal 
continuum of care in the EMA.  

Released in June 2010, the National 
HIV/AIDS Strategy (NHAS) set the 
national agenda for HIV service 
planning. NHAS includes four goals 
for addressing the HIV epidemic: 
reducing new infections, increasing 
access to health care and 
improving health outcomes, 
reducing HIV-related health 
disparities, and achieving a more 
coordinated national response.  

The 2012-2015 comprehensive plan 
details how the EMA will advance 
these national goals over the next 
four years. This includes identification 
of those most affected by health 
disparities as well as exploration of 
several outreach strategies aimed at 
reducing new infections. To further 
this goal, the planning council 
decided to add prevention to its 
ideal continuum of care in June (see 
table 2). 
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The planning council 20th 
anniversary edition of the Passport to 
Managed Care was updated and 
expanded to include a revised list of 
providers throughout the EMA, as 
well as a health care log to assist 
consumers in managing their care. 

The comprehensive plan considers other initiatives in its 
planning, such as the national Healthy People 2020 
strategy. Similarly, Healthy Baltimore 2015 focuses on 
bettering the city’s health. Both initiatives include goals for 
reducing HIV infections.  

The comprehensive plan also examines the EMA’s 
Enhanced Comprehensive HIV Prevention Plan (ECHPP), 
which is designed to “identify the optimal combination of 
coordinated HIV prevention, care, and treatment services 
that can maximize the impact on reducing new HIV 
infections” (CDC 2010c). 

Partnering for Success 
In April, the Comprehensive Planning Committee hosted a 
stakeholder’s meeting at the University of Maryland Dental 
School. Participants included Baltimore City Health 
Commissioner Oxiris Barbot, IDEHA Director Heather Hauck, 
professors, providers, and consumers representing over a 
dozen organizations. The conference, attended by nearly 
80 people, examined HIV services as a system of care and 
the future of the Ryan White system. This discussion was 
followed by conversations on how to best meet the 
comprehensive plan’s goals of engaging, stabilizing, and 
maintaining clients in care. 

The stakeholder’s meeting was a first step towards a larger 
community planning process beyond the confines of the 
planning council. The HIV Service Systems Working Group 
was formed to further discuss the intricacies of large-scale 
planning in a changing health care environment. Meeting 
for the first time in May, this group has been a vehicle for 
expert feedback on the plan and the best ways to achieve 
its goals. This group will continue to work on engaging the 
community at large into the comprehensive plan and 
ensuring its success throughout the upcoming year. 
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Continuum of Care Committee: 
Case Management Standards 
of Care 
Ryan White services hinge on the use of a case 
manager to access referrals to core and support 
services. The Continuum of Care Committee spent 
a significant portion of 2011 assessing the two case 
management systems available to the Ryan White 
consumer community: medical case 
management and non-medical case 
management. The planning council ratified the 
standards of care in August. They will be used as 
the basis for all contracts within this service 
category in the future. 

Medical case management is the main avenue by 
which consumers access all eligible Ryan White 
services. The implications of change in the overall 
structure of medical case management have the 
potential to effect how all other services are 
rendered. The committee started examining the 
effects of health care reform on medical case 
management in September. Affiliates from the 
Ryan White Part B and Medicaid offices provided 
consultation. These stakeholders informed the 
committee on agency practices, policies, and 
proposed changes for the future.  

Feedback from the Baltimore City Health 
Department (BCHD) Ryan White Office Clinical 
Quality Management (CQM) program provided 
knowledge of the greater community’s methods 
for dealing with change. The committee will 
continue its revisions of the standards in 2012.  

Community Planning for the Future:  
Ryan White Part A and MAI Services for FY 2012 

Consumer Feedback on Health Care 
Reform 
The PLWH/A Committee continues its efforts to educate and 
advocate for the community by reviewing all planning 
council business to ensure its efforts will enhance the health 
outcomes of consumers. During 2011 the committee 
discussed the implications of health care reform on Ryan 
White funding and the availability of services within the 
community. The committee will continue to examine the 
consequences of health care reform in its current position 
paper. 

Future of the Baltimore EMA 
The council continues to look forward and prepare for the 
immediate and long-term needs of the consumer 
community within the EMA.  

Health care reform will have significant impacts on both 
Ryan White funding and HIV care in general. Shifting 
funding, care models, and priorities change the way that 
services for consumers are accessed, impacting the 
community directly. Although the exact form these changes 
will take is still unknown, the planning council must be 
proactive in its efforts to correctly predict and plan for these 
changes. Through planning council activities, discussions 
with stakeholders, and consumer outreach to the greater 
community, the community planning process is anchored in 
the future of Ryan White Services. 

Challenges with acquiring and disseminating Ryan White 
dollars have caused problems with the ability to plan for 
future. Delayed and partial funding problems faced this year 
demonstrated limitations in current processes that can be 
improved. Despite these challenges, the planning council 
completed its planning for the next fiscal year and is working 
to develop actions that can be taken in the event of similar 
funding situations. 

Health care reform will have significant 
impacts on both Ryan White funding 
and HIV care in general. 
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Commissioner Dr. Oxiris Barbot, and 
the IDEHA Director Heather Hauck 
spoke to the council on the 
importance of its mission. 
Representatives from the Baton 
Rouge EMA also attended to observe 
how this community carries out its 
process. 

Historically, resource allocation for the 
next fiscal year is based on funding 
data from the current. The planning 
council was unable to use FY 2011 
data because of uncertain funding. 
The planning council instead used the 
most recent full-year data from FY 
2010 as a baseline. The planning 
council support office and the 
grantee’s office worked diligently to 
adjust the resource allocation process 
to this unique situation.  

Services to Surrounding 

Counties FY 2012 Priority 
Setting 
The planning council has always 
recognized that consumers in the 
counties surrounding Baltimore City 
have unique needs that differ from 
the priorities of Baltimore City. For this 
reason, the planning council’s first 
resource allocation during each 
funding scenario is to set aside funds 
for counties-specific services. These 
resources are prioritized and 
allocated at a separate conference, 
using the same procedure as the 
EMA-wide conference, including a 
separate priority setting poll that was 
completed on August 1. Counties 
PSRA took place on August 10 and 11 
at the Baltimore County Department 
of Health.  

The priority setting and resource allocation 
conferences provide a forum to determine the 

resources needed to keep the EMA’s consumers 
connected to the services they need to stay healthy. 

Priority Setting and 
Resource Allocation 
(PSRA) for Fiscal Year 
2012 
As stewards of Ryan White Part A 
funding, the planning council is 
responsible for examining the 
historic and current use of funding 
within the EMA and the needs of its 
consumers to plan for the 
upcoming year.  

To prepare members for this task, 
members were trained on the PSRA 
process and viewed data 
presentations in order to base their 
decisions on the most recent and 
accurate information available. 
Seventeen experts presented the 
most recent epidemiological data 
for the EMA, results of clinical 
quality management reviews, and 
provider presentations on available 
services. These presentations also 
were recorded and made 
available on the planning council’s 
website.  

Priority setting ranks the 
importance of each service and 
sets the order in which the services 
are discussed. Priority voting for the 
EMA conference was conducted 
on line from July 19 to July 26. 

The PSRA conference was held on 
July 28 and 29 at the Baltimore 
Behavioral Health Center. This year, 
several honored guests were in 
attendance. Maryland's Secretary 
of Health Dr. Joshua Sharfstein, 
Baltimore City’s Health 
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Conversations with 
HRSA 
Unprecedented circumstances 
caused ambiguity in the award 
process this year. In an effort to 
provide clarification, HRSA 
conducted an administrative visit 
with the Baltimore EMA on 
September 1 to begin discussing 
strategies the EMA can use in the 
event of partial funding in the future. 
HRSA followed up with a list of 
recommendations for planning and 
administrative partners to consider. 
These suggestions included the 
initiation of multi-year contracting for 
providers and the creation of a 
transition plan. The grantee’s office is 
committed to working with the 
planning council to address these 
concerns. 

Planning council leadership will 
continue to participate in monthly 
conference calls with the grantee 
and the HRSA project officer. This 
contact with HRSA will aid the entire 
EMA community with more frequent 
updates about funding and changes 
to the Ryan White program. 

HIV Service Systems 
Working Group 
Luncheon  
The Comprehensive Planning 
Committee will be arranging a 
luncheon in January to discuss 
methods used in other parts of the 
nation that address health care reform 
and effective clinical systems used in 
this EMA. Several health care 
authorities and community leaders 
have been invited to speak and share 
their expert knowledge. More 
information will be presented to the 
planning council as it becomes 
available.  

 

The planning 
council 
successfully 
completed 
allocations for FY 
2012, including 
planning for 
increased and 
decreased 
funding scenarios 
for both MAI and 
Part A funding. 
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The planning council works closely with its 
administrative partners to maximize 
resources and effectively provide quality 
HIV-related care to PLWH/As. These 
partners include: 

Health and Human Resources 
Administration (HRSA): Awards Part A 
grants to EMAs on a competitive basis.  

The CEO of the EMA: Mayor Stephanie 
Rawlings-Blake: Designates BCHD as 
grantee and appoints council members. 

Baltimore City Health Department (BCHD): 
Administers and monitors the EMA’s Part A 
award. 

Associated Black Charities (ABC): Fiscal 
agent, works in partnership with the 
grantee to ensure provider payment. 

InterGroup Services, Inc. (IGS): Provides 
technical and administrative support to 
the council. 

Administration 

Ryan White Part A Grantee Office of  

the Baltimore City Health Department 

Oxiris Barbot, M.D., Health Commissioner 
Alberta Ferrari, M.D., Program Director, Ryan White Office 
Cypriana Fowell, Deputy Director for Administration, Ryan 

White Office 
Jesse Ungard, Deputy Director for Quality Management, 

Ryan White Office  
Yohannes Abaineh, M.P.H. 
Iris Allen, M.P.H. 
Evelyn Bradley, Dr.Ph. 
Jennifer Conyers, M.S. 
Patsy Cunningham, B.S. 
Karen Dorsey 
Andrea Jackson, M.P.H. 
Hilda Ndirangu, M.S. 
Traci Olivier, M.S. 
Raven Patterson 
Sonney Pelham, B.S. 
Christy Skipper, B.S. 

Planning Council Support Office at 

InterGroup Services, Inc.  

Cyd Lacanienta, Chair and CEO 
Douglas Munro, President, CFO and COO 
Diana Behrendt, Director of Research and 

Publications 
Meaghan George, Research Analyst 
Daurice Gorham, Office and Business 

Administrator 
Thea Lenna, Committee Policy Analyst 
Katelynn McGinley, Committee Policy 

Analyst 
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