
 

 

 


  







 

 

 


   



 

 




























 
 

















 



 

 



 

 



 







 

 

  

 

 

  

  

  

 

 

  

 



 



 




The mission of the Greater Baltimore HIV Health Services Planning Council is to provide 
comprehensive, high quality services to 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. 

 



 






The Greater Baltimore HIV Health Services 
Planning Council (planning council) is a 
mayorally appointed body responsible for 
effectively distributing funds granted to the 
Baltimore eligible metropolitan area (EMA) 
through Part A and the Minority AIDS 
Initiative (MAI) of the Ryan White HIV/AIDS 
Treatment Modernization Act of 2006 (Ryan 
White). Consistent with the Ryan White 
legislation, the council engages in a variety 
of processes to plan and allocate 
Baltimore’s Ryan White Part A grant. Each 
year brings new challenges as a result of the 
ever-changing epidemic. Despite this the 
council continues to succeed in fulfilling its 
goals and responsibilities.  

The 2008 annual report begins by describing 
the planning council’s history, membership 
and responsibilities as mandated by Ryan 
White. The HIV/AIDS epidemic in the 
Baltimore EMA is then described. This is 
followed by a narrative of the council’s work 
to combat HIV/AIDS and co-morbid 
conditions in 2008 and an explanation of the 
Ryan White Part A and MAI funding 
structures by outlining the planning council’s 
2008 deliverables, including planning for 
fiscal year 2009. The report concludes with 
a look at collaborations and partnerships 
that took place in 2008, as well as a glance 
at the future of planning and commitments to 
care in 2009 and beyond.  

The following are two of the challenges 
faced by the council in 2008: 

• Reorganization of allowable service 
categories as mandated by HRSA. 

• Difficulty in considering other funding 
streams. 




In 2008, the Baltimore planning council 
faced the challenge of adjusting its planning 
to comply with HRSA guidance regarding 
allowable services (i.e., the category of early 
intervention services (EIS) was deemed 
unallowable). This has, and continues to 
present a great challenge for the council, as 
it is forced to consider both the changing 
epidemic and funding mandates, as well as 
HRSA guidance in its planning and resource 
allocation for the upcoming fiscal year.  



Another challenge that the council faced 
involved the need to consider other funding 
streams, including MAI, as well as available 
long-term health-care programs assisting 
the same clients in the region. The exact 
allocation of other funding streams is not 
finalized at the time of the Part A allocation 
meeting; therefore, the council is forced to 
consider these other streams without 
knowing if they will be allocated as 
anticipated. This makes effective planning 
extremely difficult.  

The planning council, in conjunction with the 
support office, has met 2008’s challenges 
with fervor and determination. The list of this 
year’s achievements includes: 

• Successful allocation of $15,625,276 in Part A 
and $1,879,855 in MAI funding to provide 
services to over 10,000 Ryan White clients in 
the Baltimore EMA.  

• Successful completion of the planning council’s 
comprehensive plan for 2009-2011. 

 



 

• Active participation in four leadership-training 
sessions. 

• Ratification of new standards of care for respite 
care services, and revised standards for child 
care services, outpatient ambulatory health 
services (OAHS), medical nutrition therapy and 
psychosocial support services. 

• The election of new planning council 
leadership.  

Due to the upcoming reauthorization of the 
Ryan White legislation, the road ahead 
appears long and often uncertain for the 
Part A and MAI programs in the Baltimore 
EMA. Despite the challenges that are faced 
each year, FY 2009 brings hope and new 
opportunity for the council to fulfill its goals 
and objectives, and to continue to have a 
positive impact on the HIV/AIDS epidemic in 
the region.  

 



 




 



  
 



















































 



 





 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 


 
 
 


 
 
 
 
 
 




 


 


 
 
 
 
 
 
 
 
 
 










 
 
 
 
 
 
 








 


 



 

 


 

 

 

 

 


 


 


 


 


 


 

 

 

 


 

 

 


 

 


 














 








The Greater Baltimore HIV Health Services 
Planning Council (planning council) was 
formed in 1991 to fulfill the requirements of 
the Ryan White CARE Act. It serves as the 
planning body responsible for allocating Part 

A funds to eligible 
services based on 
epidemiological data. 
The council is a 
mayorally appointed 
volunteer body that is 
tasked with dispersing 
the approximately $20 
million in Ryan White 
Part A funding that the 
EMA receives annually 
to effectively address 
the HIV/AIDS epidemic. 
The HRSA HIV/AIDS 
Bureau (HAB) grants 
these funds to the 
Baltimore City Health 
Department (BCHD), 

the entity selected by the mayor of Baltimore 
City, the chief elected official of the 
Baltimore EMA. BCHD is responsible for 
administering and monitoring the services 
and funds, incorporating the priorities and 
allocations set by the planning council. 

Baltimore’s planning council is 1 of the 22 
councils that have been organized to 
represent EMAs throughout the United 
States.1 Ryan White legislation states that 
for a region to be eligible for Part A 
assistance, an HIV health services planning 
council must be established that reflects the 
demographics of the people living with HIV                                                  
1 For a region to be considered eligible for Ryan White program 
funding, it must have more than 2,000 cases of AIDS reported 
within the last 5 years, and must have a populations of at least 
50,000 people (HRSA 2007).  

in the eligible area, with special 
consideration for disproportionately affected 
and historically underserved groups (HRSA 
2001). Councils must also include 
representation from health-care providers, 
community-based organizations, social 
service providers, non-elected community 
leaders, state agencies and the affected 
community. Furthermore, the legislation 
mandates that 33 percent of the council be 
made up of consumers of Ryan White 
services.  

The eight core duties and responsibilities of 
the council as outlined in the legislation 
(Section 2602 Part 4) are:  

 Determine the size and demographics of the 
population with HIV disease. 

 Determine the needs of such population.

 Establish priorities for the allocation of funds 
within the eligible areas, including how best to 
meet each such priority and additional factors 
that a grantee should consider in allocating 
funds.

 Develop a comprehensive plan for the 
organization and delivery of health and support 
services.

 Assess the efficiency of the administrative 
mechanism in rapidly allocating funds to the 
areas of greatest need within the eligible area, 
and at the discretion of the planning council, 
assess the effectiveness, either directly or 
through contractual agreements, of the 
services offered in meeting the identified 
needs.

 Participate in the development of a statewide 
coordinated statement of need initiated by the 
state public health agency responsible for 
administering grants under Part B (i.e., the 
Maryland AIDS Administration).
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 Establish methods of obtaining input on 
community needs and priorities that may 
include public meetings.

 Coordinate with federal grantees that provide 
HIV-related services within the eligible area 
(HRSA 2001).

The greater Baltimore planning council 
continues to fulfill its responsibilities and 
works to achieve its goals for addressing the 
HIV/AIDS epidemic in the region. 


While the formation of a planning council is 
required by Ryan White, the formation of 
committees is not. The Baltimore planning 
council, however, has chosen to use 
committees to fulfill the council’s obligations, 
and ultimately produce higher-quality 
deliverables. The planning council’s bylaws 
mandate that planning council members 
participate on at least one standing 
committee.  

The following section provides a list of the 
committees that make up the Greater 
Baltimore HIV Health Services Planning 
Council, including a brief overview of each 
committee’s roles, responsibilities and 
membership.  




The Executive Committee is composed of 
the planning council chair, vice chair, the co-
chairs of each standing committee, PLWH/A 
members representing the affected 
community and representatives from the 
grantee and Maryland’s Ryan White Part B 
and D programs. Also, as a result of an 
intergovernmental agreement between 
Baltimore City and Baltimore County, a 
representative of the Baltimore County 
Health Department is also part of the 
committee. The Executive Committee has 
several functions: 

• To act on behalf of the council in the event of 
an emergency that does not permit a full 
planning council meeting to be convened. 
(All actions of the Executive Committee are 
subject to ratification by the council at its 
next regularly scheduled meeting.) 

 To set the agenda for the full planning 
council meeting. 

 To receive major deliverables and discuss 
their readiness to be moved to the planning 
council for review and/or approval. 

 To review overall activities of each 
committee. 

 To oversee the development of the planning 
council’s bylaws. 

 To oversee the grievance and internal 
complain process as outlined in the bylaws. 




Members of the CPC are charged with 
overseeing the development and monitoring 
of the planning council’s three-year 
comprehensive plan for HIV service delivery 
in the Baltimore EMA. It does this by 
identifying trends and need through the 
collection, analyses and reporting of data 
related to the EMA. The committee also 
oversees procedures for the council’s 
annual priority-setting and resource-
allocation meeting and develops 
recommendations for improving processes 
in the future. Additional responsibilities 
include developing carry-over requests for 
Ryan White Part A dollars, and editing final 
directives from priority setting and resource 
allocation.




The COCC is responsible for developing 
and enhancing standards of care for the 
provision of core medical and support 
services. Committee members also provide 
technical input and recommendations to the 
planning council on the delivery of core 
medical and support services. While the 
CPC oversees the development of the 
strategic plan, the COCC looks at the quality 
of services and the overall implementation of 
the plan. 




The Evaluation Committee develops and 
implements procedures to assess how grant 
funds are spent, including the efficiency with 



 

which the grantee allocates funds to areas 
of need within the Baltimore EMA. The 
committee is also responsible for making 
recommendations to the planning council on 
the reprogramming of funds. 




The Nominating Committee is responsible 
for maintaining planning council 
membership, overseeing planning council 
elections, monitoring attendance and 
verifying conflicts of interest of planning 
council and committee members. The 
council elects members of this committee by 
majority vote. Given that the Nominating 
Committee reviews confidential material, its 
meetings are closed to the public. 




The PLWH/A Committee provides guidance 
concerning the delivery of core medical and 

support services, based on the needs of 
PLWH/As in the Baltimore EMA, to the 
planning council and other committees. It 
does this by creating position papers on 
emerging issues within the community and 
participating in many committee and council 
discussions. The PLWH/A Committee 
welcomes all community members who are 
HIV positive. 




The Counties Committee is responsible for 
making recommendations to the planning 
council on funds set aside for services 
provided to residents of the EMA’s suburban 
counties. It also makes recommendations to 
the Evaluation Committee on the 
reprogramming of funds set aside for 
services provided to county residents, and 
provide guidance to committees on the 
service delivery of core medical and support 
services in the EMA counties. 

     

 




 






One of the key responsibilities of the council 
is to maintain an understanding of the ever-
changing HIV/AIDS epidemic in the 
Baltimore EMA in order to effectively plan for 
Ryan White services. The following section 
outlines the current status of the HIV-
infected and HIV-affected population in the 
EMA, as well as the policy and regulatory 
changes pertaining to the epidemic that 
occurred throughout FY 2008.  



The Baltimore EMA, located northwest of 
the Chesapeake Bay, south of the 
Pennsylvania state line and just north of 
Washington, D.C., is composed of six 
jurisdictions: Anne Arundel, Baltimore, 
Carroll, Harford, Howard and Queen Anne’s 
counties, and Baltimore City. The city, built 
on the banks of the Patapsco River, and a 
wholly independent municipality of the state, 
anchors the EMA. It is almost completely 
surrounded by Baltimore County, which from 
north to south on the western side, is 
bordered by Carroll, Howard and Anne 
Arundel counties, and to the east by Harford 
County. Queen Anne’s County, located east 
of the Chesapeake Bay, is the only 
jurisdiction of the Baltimore EMA on the 
Eastern Shore of Maryland.  


The Baltimore EMA contains 2,661,967 
people, or 47.4 percent of Maryland’s 
population of 5,618,344, on 26.7 percent of 
the state’s land area (BC 2000, BC 2008a). 
Spread over a wide area (2,609 square 
miles) and, in the case of Queen Anne’s 
County, separated by a large body of water, 
the geography of the EMA is incredibly 
diverse. The needs of residents of urban 
Baltimore City must be considered in 

tandem with the needs of those from other, 
mostly suburban and rural counties in the 
EMA.  


The ethnic composition of the Baltimore 
EMA is similar to that of Maryland in most 
respects (BC 2008b). The one major 
difference is that the rest of Maryland has a 
higher concentration of Hispanic residents 
(6.3 percent) than the EMA (3.1 percent).  

Both the EMA (28.5 percent) and Maryland 
(28.9 percent) have proportionally more 
African-American residents than the 
northeast corridor (14.0 percent), and the 
country as a whole (12.3 percent).2 The high 
proportion of African-American residents in 
the EMA can almost entirely be attributed to 
just two jurisdictions, Baltimore City (64.4 
percent African-American) and Baltimore 
County (24.4 percent African-American). 

The EMA (3.8 percent) has slightly fewer 
Asian-American residents than Maryland (5 
percent), the northeast corridor (also 5 
percent) and the country (4.3 percent). 
Howard County (11.5 percent), at more than 
double the rate of Maryland and the 
northeast corridor, and nearly triple that of 
the nation, is the only jurisdiction in the EMA 
whose concentration of Asian-Americans 
exceeds the rate found in the rest of the 
country.  

Carroll (91.8 percent), Queen Anne’s (87.8 
percent), Harford (81.6 percent) and Anne 
Arundel (75.8 percent) counties are all well 
above the national average (66 percent) for 
white residents. Multi-racial Americans, 
Native Americans and Pacific Islanders are                                                  
2 The northeast corridor consists of the District of Columbia, 
Virginia, Maryland, Delaware, New Jersey, Pennsylvania, New 
York, Connecticut, Rhode Island, Massachusetts, New 
Hampshire, Vermont and Maine. 

 



 

not found in large numbers in 
the Baltimore EMA, Maryland or 
the northeast corridor. 



Overall, HIV and AIDS incidence 
has decreased in the EMA since 
2001. HIV/AIDS prevalence, 
however, has risen substantially, 
from 14,679 cases reported in 
2001 to 20,238 in 2006 (Flynn 
2002, 2007). Increasing 
prevalence rates can be 
attributed to the number of 
AIDS-related deaths in the EMA, 
which dropped an estimated 
49.5 percent between 2001 and 
2006. This suggests that 
individuals who are HIV/AIDS 
positive are living longer, and, 
furthermore, that they are able 
to engage in effective treatment.  

From a race/ethnicity and gender 
perspective, African-Americans and men 
continue to be disproportionately affected by 
HIV/AIDS in the Baltimore EMA. Also, those 
residing in the EMA’s six counties are not 
seeing the reduction in overall HIV and AIDS 
incidence that is being reported in Baltimore 
City.  


Recent data show that age is the key to 
understanding changes in the Baltimore 
EMA’s HIV/AIDS epidemic. Subcategories of 
gender, race/ethnicity and mode of 
transmission are trending in the same 
direction, but those of age are moving in 
markedly different directions. While 
increases in HIV/AIDS prevalence have 
occurred among all age categories, cases 
reported for individuals over the age of 50 
rose substantially between 2001 and 2006 
(from 2,563 to 6,462) (Flynn 2002, 2007). 
Despite this, the highest rates remain 
among individuals between the ages of 40 
and 49, whose prevalence rose 27.6 percent 
from 2001 to 2006 (from 6,044 to 8,349).  

Similarly, incidence rates among certain 
populations in the EMA have also increased. 
HIV incidence has risen among young 
individuals between the ages of 20 and 29 
(from 119 in 2001 to 289 in 2006) (Flynn 
2002, 2007). However, incidence among 
individuals within the age categories 
experiencing rising prevalence rates, has 
shown substantial decreases. While rising 
HIV/AIDS rates among any category are not 
favorable, increased prevalence among 
older populations suggests that PLWH/As in 
the Baltimore EMA are living longer lives 
and are accessing some form of treatment. 


Data regarding incidence and prevalence by 
mode of transmission show that 
heterosexual intercourse has surpassed 
injection drug use (IDU) as the most 
commonly reported mode of HIV 
transmission in the Baltimore EMA. This 
change is the result of a dramatic decrease 
in reported transmission via IDU — not an 
increase in reported transmissions resulting 
from heterosexual activity. While 
transmission via heterosexual contact has 
emerged as the most commonly reported 
mode of transmission, this rate has 
decreased as well. 

 In January 2008, the planning council heard 
a presentation on HIV/AIDS prevalence and 
incidence among the Baltimore City men 
who have sex with men (MSM) based on 
data from the Behavioral Surveillance 
Research (BESURE) study (Sifakis 2008). 
The study found that compared to other 
MSMs, African-American and young MSMs 
are disproportionately affected by HIV 
(consistent with the rest of the epidemic). 
While the study shows that there are many 
more cases of HIV incidence and 
prevalence among the MSM population than 
is reported (as is suspected for all modes of 
transmission), the study has not been in 
place long enough to determine whether or 
not HIV incidence is increasing among the 
MSM population in Baltimore City — these 
data should be available in 2009 (Sifakis 
2008). 

 



 

Unfortunately, with the dramatic increase in 
the number of new HIV and AIDS cases that 
cannot be designated by mode of 
transmission (two out of three cases are 
mode of transmission unknown), a great 
deal remains unknown about the nature of 
the epidemic in the Baltimore EMA (IGS 
2008). 






The most recent Ryan White reauthorization 
legislation (Ryan White HIV/AIDS Treatment 
Modernization Act of 2006) requires states 
using a unique identifier system for 
conducting HIV surveillance to convert to a 
names-based tracking system.3 The names-
based system is supported by the U.S. 
Centers for Disease Control and Prevention 
(CDC) and the National Academies’ Institute 
of Medicine as being less prone to 
producing duplicated client data (CDC 1998, 
IOM 2004). Maryland is currently working to 
convert its unique-identifier system into 
names-based tracking by the end of the 
year. In its 2009 state budget response to 
the Maryland General Assembly, the AIDS 
Administration reported that it was “confident 
that all of the cases [would] be transitioned 
from the [unique record] code-based system 
to the names-based system by the 
December 31, 2008 deadline” (DBM 2008).  


Decreasing funding levels are an ever-
present challenge to community planners 
and providers looking to maintain an 
effective continuum of care in the Baltimore 
EMA. Federal and state funding for 
emergency HIV services has been declining 
relative to need. For example, the budget 
presented by Maryland’s executive branch 
anticipates a 7.5 percent decrease in federal 
funding and a 3.2 percent decrease in                                                  
3 Unique coding is when each person testing positive for HIV is 
assigned a unique record number, which is then used to identify 
him or her during subsequent tracking and surveillance. A 
names-based system tracks individuals using their names. 

funding from the state’s general 
fund for the Maryland AIDS 
Administration in state fiscal 
year (FY) 2009 from FY 2008 
(DLS 2008). The Baltimore 
EMA Part A grant declined 4 
percent per year between FY 
2003 ($21,458,791) and FY 
2008 ($20,594,272), and is 
predicted by experts to 
continue to do so (BCHD 2003, 
2008a).  


The intent of Congress, 
reaffirmed in the most recent 
Ryan White legislation, is to 
provide temporary, emergency 
resources for PLWH/As 
requiring medical care. Several 
stipulations have been 
attached to Ryan White grants 
to ensure that expenditures are 
consistent with legislative 
intent. These stipulations range 
from the requirement that a 
minimum of 75 percent of 
direct-service money awarded 
under Part A (including MAI) 
must be directed to core 
medical services, to the determination that 
no individual may, over his or her lifetime, 
receive more than 24 months of housing 
support from Ryan White programs. 

Every consumer has different needs. While 
Ryan White serves a specific purpose (i.e., 
to provide emergency relief while 
transitioning clients to more permanent 
sources of assistance), the path that each 
individual takes to achieve this goal will 
differ. Minimum standards are a necessity 
but inflexibility undermines the effectiveness 
of Ryan White-funded services.  


It is the belief of some researchers that 
increased testing decreases stigma, and, 
furthermore, that measures taken in the past 
to protect the identity of PLWH/As are often 
a source of stigma. Legislation passed in 
Maryland regarding routine, op-out testing 
has been in place since July 1, 2008 to 

 



 

address these concerns. Guided by CDC 
recommendations, Maryland’s new 
legislation allows federally funded health 
centers to offer an HIV test without the 
requirement of a separate consent form. 
Entitled “HIV Testing — Informed Consent 
and Treatment,” the legislation streamlines 
HIV testing into routine medical care, and 
may also help in reducing the stigma 
associated with being tested for HIV. Making 
HIV testing routine has the potential to 
enhance HIV and AIDS care throughout the 
EMA, but only if general health practitioners 
are adequately prepared to make the 
necessary referrals, and outreach and case 
management providers are given the 
necessary resources to locate and serve 
new clients.  


In October 2008, the CDC reported that at 
the end of 2006 more than a fifth of the 
estimated 1.1 million individuals infected 
with HIV in the United States had not been 
diagnosed (i.e., there were approximately 
232,700 Americans unaware that they were 
HIV positive) (CDC 2008). Beyond the 
obvious drawbacks of individuals not 
knowing their status — chief of which is an 
inability to access life-extending treatment 
and care at the most optimal time — the 
number of HIV-positive individuals that have 
not been tested poses a major challenge for 
tracking and planning HIV and AIDS 
treatment services. Official surveillance is 
based upon verified cases of HIV and AIDS 
(i.e., those that have had viral load and/or 
western blot tests to verify their HIV status 
or CD4 tests to verify their AIDS status). 
Individuals that have not been tested are not 
included in official tallies of HIV and AIDS 
cases.  

In his update to the planning council, world-
renowned AIDS expert John Bartlett noted 
that 40 percent of the people testing positive 
for HIV become AIDS defined within 1 year 
of their first positive test. Bartlett surmised 
that, since it takes an average of 10 years to 
develop AIDS following HIV infection, many 
of these HIV-positive individuals had never 
been tested and, as a result, were unaware 
of their status for several years (Bartlett 
2008). 

 



 


  

The planning council works closely with 
several partners throughout the state to 
maximize resources and achieve the goal of 
providing HIV care to individuals who are 
HIV positive. The following diagram depicts 
the Ryan White Part A and MAI 
administrative structure in the Baltimore 
EMA. As is evident, there are several 
entities, both federal and state affiliated, as 
well as private organizations involved in the 
planning and allocation of Ryan White Part 
A and MAI funding in the EMA. 

HRSA awards federal Part A and MAI 
dollars to the grantee, designated by the 
chief executive officer (CEO) of each eligible 
metropolitan area (EMA), through a 
competitive proposal process. As the CEO 
of the Baltimore EMA, the mayor of 
Baltimore City commissions the Baltimore 
City Health Department (BCHD) as the 
grantee designee responsible for 
administering and monitoring the Part A and 
MAI funds consistent with the priorities, 
allocations and directives set by the 
planning council. 
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(Health Resources and 
Services Administration)  
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Mayor of Baltimore City 

Greater Baltimore 
HIV Health Services 
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Support Office 
InterGroup Services, Inc. 

Grantee 
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Clinical Quality 
Management  

Fiscal Agency 
Associated Black Charities 



 



The grantee relies on the planning council to 
determine the priorities and funding for HIV-
related services, and the planning council 
relies on the grantee for data on category 
performance and service activities for 
planning. Therefore, BCHD works closely 
with the planning council, by providing it with 
data on each funded category related to 
clients served, expenditures, units and 
service activity; planning recommendations; 
and findings from clinical quality 
management and other efforts to improve 
service delivery in the EMA, such as 
technical assistance. 

BCHD oversees the development of the 
application for Part A and MAI. In 
accordance with the priorities and 
allocations set by the council, BCHD 
prepares the requests for proposals and 
solicits potential Part A/MAI providers. It is 
the sole entity in charge of selecting Part A 
and MAI providers, based on an 
independent proposal-review process, and 
negotiating contracts. (BCHD contracts with 
a fiscal agent, Associated Black Charities, to 
disburse funds to contractors as negotiated.) 
BCHD is also responsible for monitoring 
contracts and working with providers to 
ensure the successful provision of Ryan 
White Part A and MAI services according to 
the planning council’s directives. Providers 
report client utilizations, and expenditures 
according to their negotiated contracts. 
BCHD aggregates these data by category 
and reports expenditures and service 
delivery to the council at the five-month, 
seven-month and year-end periods of the 
fiscal year.  




Created to assist the planning volunteers 
with development of their deliverables, the 
PCSO provides technical and administrative 
support to assist the council in its planning 
of some $20 million dollars annually. 
Throughout 2008, the PCSO guided the 
council in a variety of ways.  



The PCSO is, first and foremost, responsible 
for providing technical support to the council 
and its committees. Throughout 2008, it 
assisted the council in analyzing trends and 
interpreting data necessary for planning. 
This was done by collecting information on 
other funding streams, coordinating data 
presentations for priority setting and 
resource allocation (PSRA) and producing 
the binders used in PSRA. Additionally, the 
PCSO conducted and developed training 
tools and curricula for multiple trainings 
throughout the year to assist the council in 
its planning efforts. A list of the group and 
individual training sessions that the PCSO 
organized in 2008 includes: 

 New-member orientation. 

 Priority-setting training.  

 Leadership training. 

 Co-chair development. (Individualized for the 
co-chairs of each committee, this 
development involves PCSO staff working 
one-on-one with co-chairs to prepare them for 
committee and planning council meetings.)  

 One-on-one planning council leadership 
training. (PCSO staff worked with the outgoing 
leadership and incoming planning council 
chair, vice chair and Nominating Committee 
chair through the transition of leadership.) 


The PCSO assisted the council in the 
development of this year’s deliverables, 
which included an update of the 
comprehensive plan for HRSA. In January of 
2008, the PCSO coordinated a large 
stakeholder meeting where partners 
representing the leading treatment and 
prevention efforts in the EMA participated in 
a two-hour brainstorming session on 
prevention and treatment challenges, 
opportunities and potential strategies. They 
also coordinated individual stakeholder 
meetings to flush out broad concepts 
discussed at the group session. Other 
planning activities that the PCSO conducted 
included the coordination of a community 
forum to brainstorm specific strategies for 



 

achieving the council’s goals of engaging, 
stabilizing and maintaining PLWH/As in HIV 
care, and working intimately with the 
Comprehensive Planning Committee to draft 
the three-year strategic plan that brought 
vital partners together for a joint commitment 
to care.  

Scorecards are among the most useful tools 
that the council is provided with for priority 
setting and resource allocation, and 
reprogramming. They offer a summation of 
the previous year’s funding and utilization of 
each Ryan White-funded service category. 
Created by the PCSO using data provided 
by the grantee (BCHD) in a 5-month, a 7-
month and a final 12-month ESD report, the 
scorecards include a 5-year trend analysis 
of the fiscal and program performance of 
each funded category. Scorecards are 
provided to the council as a critical 
component of the binders that are created 
each year by the support office in 
preparation for PSRA. Other components 
included in the binders are a list of other 
funding streams, HRSA category definitions 
and clarifications and grantee 
recommendations to the council.  

Other activities undertaken by the PCSO are 
the development of the annual report, and 
the management of the planning council 
web-site (www.baltimorepc.org), which 
includes a comprehensive directory of 
providers of HIV/AIDS health related 
services in the Baltimore EMA. 


Administrative support was also provided to 
the council by its support office. Support 
activities included the coordination of all 
committee and planning council meetings, 
including the preparation of meeting 
agendas, minutes, notices, reports and tools 
for all committee and council meetings and 
subsequent meetings of task groups 
throughout the year. Coordination of the 
annual meeting, as well as PSRA, including 
the scheduling of all speakers and 
presenters, was also undertaken by the 
support office. The PCSO also gathered 
community volunteers and stakeholders on 
behalf of the council to engage in 

discussions on emerging issues and to 
provide expertise in specific areas.  

In 2008, the PCSO also participated in 
multiple community meetings, discussions 
and presentations on behalf of the council. 
Some of these meetings included the AIDS 
Administration’s Central Regional Advisory 
Committee (RAC) meetings, community 
planning group (CPG) meetings and HRSA’s 
grantee meeting in Washington, D.C., where 
the PCSO led and participated in four 
plenary sessions. The support office also 
continually engaged with the Baltimore City 
Commission on HIV/AIDS Prevention and 
Treatment throughout the year. 

   

This section provides the allocation 
percentages as set and planned by the 
planning council for FY 2008. The Part A 
grant award for the Baltimore EMA in FY 
2008 totaled $18,382,678. The following 
chart shows the breakdown of the total grant 
by direct services vs. administration.  

As is evident in Figure 2, 85 percent of Ryan 
White program funding goes towards direct 
services in the EMA, while the remaining 15 
percent is used to fund all non-service or 
administrative activities. The subsequent 
graphs (Figures 3 and 4) offer a breakdown 
of the direct-service award (again, 85 
percent of the total Part A grant award), as 
was allocated during FY 2008. 
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The previous graphs depicting the FY 2008 
direct-service allocation for both core 
medical and support services show that the 
planning council’s ideal continuum of care is 
one that provides a safety net geared toward 
engaging, stabilizing and maintaining clients 
in care, regardless of their ability to pay.  

The core medical service outpatient 
ambulatory health services (55.7 percent) 
received more than half of direct-service 
funds, followed by case management (9.4 
percent) and substance abuse-treatment — 
outpatient (7.5 percent). Housing (25 
percent), outreach (22 percent), and 

substance abuse-treatment — residential 
(10 percent) were the three support services 
that received the most funds in FY 2008. 
The funds set aside for counties residents 
(14.6 percent of total funds allocated for 
core medical services and 18 percent for 
support services) are reviewed by the 
Counties Committee, which makes 
recommendations to the planning council for 
to the planning council regarding funds set 
aside for residents of the six counties of the 
EMA at priority setting, resource allocation 
and reprogramming. 
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Minority AIDS Initiative (MAI) funding 
continues to be an important component of 
the Ryan White grant for the EMA. Despite 
being a separate funding stream within the 
program, the planning council must consider 
MAI during its Part A resource allocation and 
planning. Coincidentally, given the nature of 
the epidemic and the demographics of the 

region, MAI funds in the Baltimore EMA 
affect many of the same clients as Part A 
funding.  

The following graph (Figure 5) depicts the 
FY 2008 MAI service award: 
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Annual priority setting and resource 
allocation is among the planning council’s 
greatest responsibilities. It is the culmination 
of the council’s planning year when it is 
tasked with prioritizing services and 
allocating approximately $20 million in 
funding for HIV-related services based on 
epidemiological data and need.  

In addition to presentations regarding 
epidemiological data, trends and services 
given throughout the year, preparation for 
the FY 2009 priority setting included a 
required training on Tuesday, July 8 or 
Thursday, July 10 for council members and 
proxies who planned to participate.4 PSRA 
training covered the priority-setting and 
ranking process and the planning tools used 
during the resource allocation (e.g. 
scorecards, grantee reports, PSRA binders, 
definitions, etc.).  

Planning council members also received 
data presentations on July 15, 2008 from 
representatives of short- and long-term 
programs that influence the planning of Part 
A funds and services (other funding 
streams). They received presentations 
reviewing current trends and outcomes from 
other HIV/AIDS programs in the region, as 
well as emerging problems in HIV treatment. 
A review of the current comprehensive plan 
and the 2007 consumer survey (a needs 
assessment of services conducted by the 
council every three years) was also 
presented to the council in preparation for 
the FY 2009 PSRA.  

                                                 
4 Participants could choose to attend either training session or 
complete a take-home manual. Members choosing to do their 
training at home were required to sign a waiver.  


The council sets its priorities by having 
council members rank allowable HRSA 
service categories based on need and 
existing data. The Counties Committee also 
ranks HRSA service categories as relevant 
for the residents residing in the EMA 
counties.  

The planning council support office used the 
service categories prioritized for the FY 
2009 PSRA to create a binder to assist 
council members in their planning. Each 
section of the binder included the following 
for each category: 

 Fiscal and program performance as reported 
by the grantee’s ESD report. 

 A five-year trending analysis of fiscal and 
program performance. 

 Other funding streams. 

 HRSA category definitions and clarifications on 
said definitions. 

 The history of each category in the Baltimore 
EMA. 

 Analysis from BCHD’s CQM team. 

 Committee recommendations on service 
delivery. 

 Grantee funding recommendations. 

The FY 2009 PSRA was a two-day planning 
event during which the planning council 
voted to allocate available resources to 19 
service categories for the upcoming fiscal 
year. PSRA took place on Monday, July 28 
and Tuesday, July 29 at Potter’s Place in 
Baltimore City. 

The council sets aside funds for residents of 
the EMA counties, whom it considers to be a 
special population in the region. FY 2009 

 



 

funds were set aside for the provision of 
core medical services (14.6 percent) to 
county residents as had been FY 2008 
funds (18 percent) to county residents. The 
Counties Committee held a separate PSRA 
meeting on August 11 and 12 at the Howard 
County Health Department in Columbia, 
Maryland, to make recommendations on 
prioritized services and the allocation of FY 
2009 funds for the EMA counties. These 
recommendations from the Counties 
Committee were accepted and ratified by 
the planning council at its August 19 

meeting.  

To view the results of this year’s priority 
setting, please see Appendix A: Results of 
FY 2009 EMA-wide Priority Setting and 
Appendix B: Results of FY 2009 Counties 
Priority Setting located at the conclusion of 
this report.  


Continued guidance from HRSA on service 
definitions and allowable activities resulted 
in the planning council’s reprogramming 
funds previously allocated for early 
intervention services (EIS) during the FY 
2008 year. The movement of activities and 
funds shifted the allocations to 
approximately 70 percent core medical 
services and 30 percent support services. 
The allocation split was reconciled during 
PSRA for FY 2009, resulting in 
approximately 77 percent of the anticipated 
allocation being planned for core medical 
and 23 percent for support services. 

Planning for the future requires looking to 
the past for an understanding of category 
performance, capacity and service activities. 
To plan for fiscal year 2009, the council 
used FY 2007 fiscal and program 
performance data (as it did not yet have a 
full year’s worth of data from FY 2008). As 
the starting point in its allocation exercises, 
the planning council voted to plan for FY 
2009 based on a possible five-percent 
increase scenario (where the EMA is 
awarded an increase of five percent from the 
grant awarded in FY 2008) and a potential 
five-percent decrease scenario (where the 

EMA receives a decrease of five percent 
from the grant awarded in FY 2008). 


Twice per year the Evaluation Committee, 
along with the Counties Committee, receives 
reports and recommendations on the fiscal 
and program performance of categories 
from the grantee and makes reprogramming 
recommendations to the council as 
necessary. In preparation, the council 
receives both a 5-month or a 7-month 
expenditure and service delivery (ESD) 
report, developed by the grantee, and the 
corresponding scorecards developed by the 
PCSO. 

Reprogramming in 2008 was necessary 
because of new HRSA guidance, which 
ultimately deemed several existing activities 
under the category of EIS as unallowable. 
As a result, the planning council was forced 
to move outreach and legal-service activities 
from the core medical service of EIS into 
existing outreach and legal-services 
categories under support services. The 
remaining two subcategories under EIS 
were client advocacy, which was transferred 
to the support service category of non-
medical case management, and primary 
medical care (PMC), which remained as a 
core medical activity but was moved to the 
category of OAHS, where it is now funded. 


All planning councils are required to create 
short- and long-term goals for delivering HIV 
care in their respective EMAs. This is done 
through the development of a 
comprehensive plan that outlines: the needs 
of HIV-affected and -infected individuals in 
the region, the ideal continuum of care for 
addressing the epidemic, and strategies for 
achieving the goals and objectives outlined 
in the plan. The completed plan is then used 
to guide HIV/AIDS health service planning in 
the EMA for the ensuing three-year period. 

The council held a stakeholder meeting in 
January 2008 where individuals from the 
community and representatives of other 
funding streams were invited to discuss the 



 

challenges facing HIV 
treatment and prevention, 
as well as barriers to care 
and opportunities to 
address them. Individual 
stakeholder meetings were 
held to follow up on the 
ideas and strategies 
presented during the 
brainstorming activity. 
These meetings and forums 
led to the development of 
the council’s three goals for 
the next three years: 

engaging, stabilizing and maintaining 
PLWH/As in care. Afterwards, the CPC 
continued to engage with stakeholders, and 
worked with the support staff to fully 
integrate the stakeholders’ ideas. A 
community forum was held in October 2008 
to obtain further objectives and strategies for 
achieving the outlined goals. Additional 
individual stakeholder meetings were also 
held to solidify commitments from partner 
organizations and state agencies regarding 
collaborations to achieve the three goals.  

Based on the outlined goals, objectives and 
strategies, as well as guidance from HRSA, 
the planning council support office was able 
to produce a draft plan that incorporated 
community and stakeholder input. A review 
was conducted that incorporated council 
members and stakeholders in the editing 
process. Once the plan was finalized, the 
council ratified the document on December 
15, 2008. This year’s comprehensive plan is 
due to HRSA on January 5, 2009 — a 
deadline that the council will undoubtedly 
meet.  

The final document will heavily influence 
PSRA by indicating the services that are 
needed to address the problems identified in 
the ever-changing epidemic. It will also be 
used to assist the grantee in the 
development of the implementation plan. 

The comprehensive plan focuses on primary 
medical care, efforts to increase flexibility to 
target resources, quality management, cost 
effectiveness and accountability. It reflects 
the need for increased accessibility and 
quality of all allowable services in the EMA, 

the elimination of disparities, engagement 
strategies, clinical quality measures and 
strategies to coordinate the provision of 
services. Other critical components of the 
comprehensive plan include an examination 
of barriers to care, trends in the epidemic, 
needs of special populations (e.g., 
homeless) and identifying opportunities for 
collaboration. 



The council uses an assessment tool to 
analyze the performance of the 
administrative mechanism. Some of the 
administrative activities assessed each year 
by the council include the request-for-
proposal (RFP) process, the contractual 
process, the administration of funds and 
services according to the priorities and 
allocations set by the council. It is the 
council’s responsibility to evaluate the 
process by which the prioritized services 
and allocated resource are actually 
implemented in the EMA. The assessment 
includes how well the grantee manages 
working relationships with and supplies 
necessary funding to providers, and how 
quickly contracts are finalized. Every year 
this tool is updated, and there is a meeting 
with the grantee (BCHD) to explain the 
assessment’s results and what will be 
included in the formal evaluation. 

Based on the results of this fiscal year’s 
assessment, which included the period 
immediately following the FY 2008 (August 
7, 2007) priority setting through the 
completion of FY 2009 priority setting (July 
29, 2008), the planning council 
acknowledged the areas where the grantee 
received above-average ratings and 
provided recommendations to the grantee 
on areas needing improvement. In 
response, the grantee created a corrective-
action plan addressing the 
recommendations of the council.  

Finally, a letter of assurance was embedded 
into the September 29, 2008 application to 
HRSA, assuring that Ryan White funding in 
the EMA is being spent according to plan 













 

and that the administrative mechanism is 
operating according to its requirements.  


The planning council creates standards of 
care for the services that it funds. These 
standards outline the minimum requirements 
that each provider of Ryan White Part A 
services has to follow. Each year the council 
chooses categories to review and standards 
to revise based on the CQM team’s four-
year review cycle. Guided by the CQM 
chart-review cycle, the council identifies 
service categories that need revised 
standards of care or, as in the case of newly 
funded service categories identified in 
priority setting, the council creates new 
standards. Standards are posted on the 
planning council web site for community 
access, and are used by Part A and MAI 
providers to guide them in providing basic 
quality of care.  

Standards of care are developed at the 
committee level; members circulate drafts of 
current standards to providers, stakeholders 
and council members for input on revisions 
and recommendations. Based on this 
feedback, the Continuum of Care Committee 
(COCC) recommends revised, draft 
standards that may then be ratified by the 
council as the new standards of care.  

This year, the council revised standards of 
care for psychosocial support, medical 
nutrition therapy, and outpatient ambulatory 
health services (OAHS). These standards 
went through the full review process and 
were ratified. The council also approved 
interim standards of care for respite-care 
services, a newly funded category. Interim 
standards of care for child-care services 
were also adopted to account for changes in 
the HRSA definition of child care. Standards 
for both categories, which had to be 
completed before the release of the FY 2009 
RFPs, were ratified on November 18, 2008.  


It is within the purview of the council to 
evaluate how well services are delivered. 
This year the council successfully completed 

the evaluation of one 
category: medical nutrition 
therapy.  

Analysis begins on the 
committee level, where the 
Counties and PLWH/A 
committees assess how 
services are being 
delivered in the EMA. This 
year, the Counties 
Committee looked at how 
medical nutrition therapy is 
being delivered in the EMA 
counties, taking into 
consideration the ESD reports, the 
implementation plan, scorecards and trend 
analysis to determine performance. They 
also assessed the impact of funding 
increases and decreases to the ability of 
categories to perform and actually meet 
specified need.  

The PLWH/A Committee conducted its 
category analysis of medical nutrition 
therapy from a community perspective. 
Committee members focused on barriers to 
care and service needs as revealed in the 
2007 consumer survey. Both committees’ 
(Counties and PLWH/A) recommendations 
were considered by the Continuum of Care 
Committee (COCC) in its overall analysis of 
medical nutrition therapy and in the 
recommendations that the COCC made to 
the council in preparation for priority setting.  


The council is constantly evolving to address 
legislative changes as well as the changing 
epidemic. Training is critical to preparing 
members for priority setting and improving 
the council’s overall level of planning. It also 
fosters an understanding of policy changes 
and how they impact planning, and provides 
instruction on how to utilize available tools, 
how to understand category performance 
and how to interpret the changing needs of 
clients and special populations. Ultimately 
the goal of training is to improve the 
leadership and planning skills of members.  

Four training sessions were conducted in 
2008. The first session was new-member 















 

orientation — a legislative requirement to 
make sure that each member is grounded in 
the legislative requirements of the planning 
council, and in council policies and 
processes. New members are also trained 
on committee structure, council bylaws, and 
the administrative structure. The one-day 
orientation process took place in March 
2008. The grantee’s technical was also in 
attendance. 

The second training that took place this 
year, for priority setting, was conducted in 
July 2008. This mandatory training session 
guided the council in its priority setting and 
resource allocation for FY 2009. Training 
included legislative requirements and 
responsibilities of planners during priority 
setting, the ranking/voting process, the 
actual resource-allocation process, how to 
use tools and the layout of the binders. This 
training was vital to the success of the 
priority-setting meeting.  

Third, group and individual trainings were 
conducted throughout the year. Individual 
trainings included co-chair development and 
individualized sessions conducted for the 
co-chairs of each committee and tailored to 
the committees’ work plans. At these 
meetings, support-office staff worked one on 
one with co-chairs to prepare them for 
committee and planning council meetings. 
Other individual trainings included working 
one-on-one with the outgoing leadership and 
incoming planning council chair, vice chair 
and nominating committee chair through the 
transition in leadership. 

In an attempt to emphasize the importance 
of committee-member training, the council 
recently revised its bylaws to mandate 
member participation in training sessions. 
The new bylaws state that individuals must 
meet with the co-chairs of the committee to 
which they are applying. The results of all 
the training sessions were evident 
throughout the year as increased discussion 
and higher quality meetings led to more 
comprehensive planning.  


To assure that community input is included 
in each and every step of the planning 
process, the members of the PLWH/A 
Committee throughout the year develop 
position papers on emerging issues affecting 
the community. The committee members 
completed three position papers:  

 Ryan White as the Ultimate System of 
Comprehensive Care. 

 Essential Services for PLWH/As. 

 Ryan White Services: A Transition to Long-
term Service. 

The committee worked over several months 
to develop these papers, often engaging 
local experts to assist them in their work. All 
positions were presented by the committee 
to the planning council and other community 
forums. The position papers address 
ongoing planning issues and include 
recommendations to the council and greater 
planning community. It must be noted that 
the papers represent the views of PLWH/A 
Committee members, not the council as a 
whole. 

The process by which position papers are 
developed involves identifying a topic, 
gathering data (often by inviting experts to 
present at committee meetings) and working 
together to develop a cohesive idea. This 
year’s position papers were also presented 
by PLWH/A Committee members at the 
national Ryan White grantee meeting in 
Washington, D.C.  


This year’s grantee meeting marked the 
11th event of its kind for the Ryan White 
HIV/AIDS program. The biennial meeting 
occurred from August 25 to 28 in 
Washington, D.C., and was entitled “New 
Era, New Act.” Sessions focused on ways to 
address the current epidemic in light of the 
new Ryan White legislation. Overall, the 
grantee meeting served as a technical- 
assistance forum where concrete ideas and 
techniques on HIV planning and care were 
shared, including best practices and 
solutions to complex issues.  



 

This year there were over 190 workshops 
and over 100 posters presented, and 
sessions were conducted involving 
nationally renowned speakers. All Ryan 
White programs were represented by 
grantees, administrative agencies, support 
staff, HRSA project officers and council 
members.  

The Baltimore EMA conducted four 
workshops at the 2008 grantee meeting: 

First You Leap Then You Fly: Perfecting 
the Art of Consumer Development Within 

the Planning Process. 
This workshop described the leadership 
training and ongoing development that 

occurred throughout the year and how it 
improved the council’s overall planning. 

One Stop Shop: Using One Tool for 
Multiple Planning Purposes. 

This workshop, a collaboration between the 
planning council support office, the grantee 
and the council, presented the process by 
which a planner tracks category spending 

and utilization using the scorecard. 

Positions of the PLWH/A Committee: 
Striving for a Comprehensive Care Model 

in a Time of Fewer Resources. 
PLWH/A Committee members presented the 

committee’s position papers. 

An Evolving Cycle: Improving the 
Standards of Care and Service Delivery 

through Continuous Quality Management. 
This workshop, a collaboration between the 

support office and BCHD, presented the 
ways to approach quality management, 

identify deficiencies and make improvement. 

 



 







One of the many successes of 2008 was the 
fruition of a shared commitment to care 
between the planning council, Part A 
partners and other major programs and 
stakeholders that play vital roles in providing 
HIV care and services to people living with 
HIV/AIDS. During the development of the 
2009-2011 comprehensive plan, several 
stakeholders made commitments to work 
with the planning council in achieving the 
goals and strategies of engaging, stabilizing 
and maintaining people in HIV care.  


The Office of the Mayor is committed to 
advocating for comprehensive resources 
and services for the residents of Baltimore. 
Since 2007, Mayor Sheila Dixon has voiced 
her commitment to building coalitions in the 
city that reach every citizen with HIV 
education and testing (Dixon 2007). The 
mayor is committed to raising the issue of 
HIV/AIDS nationally through the U.S. 
Conference of Mayors, as well as regionally 
through the legislative caucuses. 

The mayor’s office is equally committed to 
increasing awareness concerning the impact 
of HIV/AIDS to all segments of the 
community (Watts 2008). It is through this 
kind of commitment that true change will be 
achieved in the Baltimore EMA.  





DHMH, through the Medical Assistance 
Program, is committed to (Middleton 2008):  

 Providing coverage for the uninsured clients of 
Maryland. 

 Making access to health care easier for 
recipients, and exploring options for serving 
populations that have difficulty accessing care. 

 

 Educating other stakeholders, local health 
departments and providers about the services 
offered under this program. 

 

 Supporting discussions at the federal level 
regarding an HIV diagnosis being considered a 
disability. 

 

 Supporting a system of accountability to 
ensure that the care system is working 
efficiently and that medical-assistance dollars 
are spent wisely. 



Through each of its programs, the Maryland 
AIDS Administration has made several 
commitments to promote the engagement, 
stabilization and maintenance of clients with 
HIV in care. These commitments include 
conducting HIV and AIDS surveillance; 
promoting prevention efforts and programs 
that encourage prevention through testing 
and counseling; and providing HIV health 
care and supportive services to PLWH/As 
and their families through the Ryan White 
program.  

In addition to collaborating with the PCSO to 
assist in the development of the 
comprehensive plan, the Maryland AIDS 
Administration collaborated with the council 
in several other ways. These other activities 
include: 

 Developing the Statewide Coordinated 
Statement of Need (SCSN). 

 Assisting in PSRA (annual presentations are 
given to the council, and Part B and D 
representatives sit on the council during 
PSRA).  

 Developing the unmet need framework. 

 



 


The AIDS Administration plays a critical role 
in providing information necessary for 
effective planning. It supplies annual 
updates on the EMA’s epidemic, including 
the information necessary for priority setting, 
as well as the comprehensive three-year 
plan developed by the council. This year the 
AIDS Administration also updated planners 
on the implementation of the names-based 
reporting system that has replaced the 
state’s unique-coding HIV surveillance. 


The AIDS Administration’s key role in 
prevention is in the promotion of proven 
interventions to change behaviors and 
reduce transmission. It does this by 
supporting routine testing and providing 
educational opportunities to support testing 
in different clinic sites around the EMA.  

The AIDS Administration also provides 
funding (directly or indirectly) to HIV 
counseling, testing and referral (CTR) sites 
throughout the region. The CTR program, 
which is funded with federal, state and local 
funds, will continue to provide HIV health 
education and risk reduction counseling at 
no charge, as well as voluntary HIV testing 
and post test counseling (Hauck 2008). 

Other prevention efforts that the AIDS 
Administration conducts include the 
promotion of innovative programs that 
continue to educate providers on proven 
behavioral interventions and best practices 
on treatment to service providers in the 
region (e.g., its partnership with Baltimore 
Substance Abuse Systems (BSAS) on HIV 
testing). This also includes programs that 
teach service providers about Maryland laws 
on counseling and testing requirements. 



The Maryland AIDS Administration receives 
federal Ryan White program and state 
funding to ensure the delivery of quality 
health care and supportive services to 
people living with HIV/AIDS and their 

families. It continues to provide a broad 
continuum of health services to the EMA 
including (Hauck 2008): 

 HIV medication assistance through the 
Maryland AIDS Drug Assistance Program 
(MADAP). 

 Health insurance payment assistance.  

 Housing assistance.  

 Medical care and support services. 

 Case management. 


Baltimore Homeless Services has made the 
following commitments to promote the 
engagement, stabilization and maintenance 
of clients with HIV in care (Bridell 2008): 

 Collaborating as a partner in strategic planning 
for people living with HIV/AIDS who have 
unstable housing. 

 Offering short-term housing. 

 Providing long-term housing as a safety net. 

 Supporting the transition of clients into Section 
8 housing or self-supported living. 

 Highlighting best practices for engagement, 
stabilizing and maintaining PLWH/As in care. 




The Baltimore City Commission on 
HIV/AIDS has made the following 
commitments to promote the engagement, 
stabilization and maintenance of clients with 
HIV in care (Blattner 2008):  

 Continuing its advocacy for the needs of 
people infected and affected by HIV/AIDS in 
Baltimore City. 

 

 Broadening the discussion of health disparities 
in Baltimore City, particularly related to 
HIV/AIDS. 

 

 Educating local, state and national leaders 
about the importance of providing resources to 
meet the needs of Baltimore City residents 
impacted by the epidemic. 

 



 

 Raising the city’s state of emergency related to 
HIV/AIDS in different forums.  

 

 Advocating for greater stakeholder 
collaborations to come up with solutions to the 
problems of testing, access and care. 



The coalition has made the following 
commitments to promote the engagement, 
stabilization and maintenance of clients with 
HIV in care (DeMarco 2008): 

 Making quality health care affordable for all in 
a way that is business friendly, economically 
sound, politically realistic and fiscally 
responsible. 

 Ensuring that Marylanders with insurance 
obtain affordable, beneficial care and that the 
775,000 uninsured residents get access to the 
care they need. 

 Identifying and implementing strategies that 
move Maryland toward affordable coverage 
for all Marylanders in a way that emphasizes 
high-value medical care and prevention for 
health promotion. 


Morgan State University’s School of 
Community Health and Policy (MSU-SCHP) 
is involved in addressing health disparities in 
the Baltimore EMA. This is done through 
research, service and practice to achieve 
the best care for underserved populations. 
MSU-SCHP is committed to (Akers and 
Edwards 2008): 

 Developing strategic alliances with the 
community. 

 Fostering culturally appropriate, evidence-
based public health interventions. 

 Working with community organizations to 
develop collaborative efforts and partnerships. 



IHV has made the following commitments to 
promote the engagement, stabilization and 
maintenance of clients with HIV in care 
(Blattner 2008): 

 Bridging communities to program best 
practices. 

 Sharing lessons learned from the U.S. 
President’s Emergency Plan for AIDS Relief 
with the Baltimore community. 

 Working with other stakeholders to address the 
capacity of training experienced clinicians to 
meet the needs of new clients coming into 
care. 




The planning council has been intimately 
involved in LEAP from its inception over a 
decade ago. Currently managed by the 
Taylor-Wilkes Group, LEAP’s purpose is to 
strengthen the leadership capacity of 
PLWH/As. The program 
provides LEAP participants 
with the opportunity to 
become active members of 
the planning council and its 
committees. The overall goal 
of the program is to provide 
participants with confidence 
and skills essential to: 
actively engage in the needs-
assessment process of the 
planning council; understand 
how to advocate for services 
and policies that affect 
persons living with HIV/AIDS; 
and effectively take part in 
related public forums, 
workgroups and HIV/AIDS-
related committees (Taylor-
Wilkes 2008).  

This year, the planning 
council leadership and the 
support office assisted in 
educating LEAP participants 
on council processes. The 
co-chairs of each committee 
also gave presentations on 
committee processes and 
leadership responsibilities of 
committee members.  

 



 




 


This year the planning council experienced a change in leadership 
as the terms of Lennwood Green (chair for the past three years) 
and Dale Brewer (vice chair) came to an end on November 30, 
2008. The planning council’s new chair and vice chair for 2009 will 
be William Miller and Albert Foyles, respectively. Lennwood Green 
and Dale Brewer will be missed, as they have both brought true 
leadership to the council despite many challenges. Nevertheless, 
each year brings new opportunity and 2009’s planning council 
leadership will be sure to continue the success that has been 
experienced thus far in facing the Baltimore EMA’s HIV/AIDS 
epidemic and co-morbid conditions. 



It is necessary to consider the possibility that the Ryan White 
program will come to an end in the near future. As the Ryan White 
HIV/AIDS Treatment Modernization Act of 2006 expires on 
September 30, 2009, Congress will be faced with a decision on the 
future of U.S. domestic HIV/AIDS policy. Given the ever-present 
HIV/AIDS epidemic in the United States and, more specifically, in 
EMAs such as Baltimore, an end to the Ryan White program would 
be detrimental to the HIV/AIDS-infected and -affected community.  

The planning council continues to support activities geared toward 
educating legislators on the importance of life-saving treatment for 
people living with HIV/AIDS, such as those services provided by the 
Ryan White Part A and MAI programs. Even though Ryan White is considered to be a funding of 
last resort, thousands of PLWH/As in the Baltimore EMA currently rely on its services for life-
saving treatment, and would truly be at a loss without Ryan White services.  

Thank you again to everyone who has contributed to the Greater Baltimore HIV Health Services 
Planning Council. We look forward to working with you in 2009! 



 





 
 



 












 






 





 





 








 






 




 







 







 






 








 





 





 






 





 




 


 



 

 
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                     



 

 



 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 


                                                                                                                                            
                                                                                                                        
                                                                                                                        
                    






 

Source: BCHD 2008b: _____. 2008. FY2008 Part A EMA Allocations. Baltimore, Md.: BCHD, May 14.  

†Counties allocations as amended with permissible bounds at counties priority-setting meeting, 2:25p.m.,  
August 12, 2008.  
 
All figures and allocations approved by majority of the planning council, 5:25 p.m., July 28, 2008.  
 
Final affirmation by full planning council, 7:02 p.m., Tuesday, August 19, 2008.  
Devised by InterGroup Services, Inc. for the Greater Baltimore HIV Health Services Planning Council,  
(410) 662-7253. Not for duplication, not for distribution except by InterGroup Services, Inc.  
 

Rank Part A Direct Service Categories If Funds  
Decrease If Funds 

Level If Funds  
Increase  Core Medical Services    

N/A †Services to surrounding counties —  
core medical. 10.04% 9.08% 9.08% 

M1 Medical case management  
(including treat. adh. svcs.). 5.56% 4.29% 4.29% 

M2 Outpatient/ambulatory health services (OAHS).           Primary Medical Care (PMC). 25.10% 25.16% 25.16%        EFA — emergency financial assistance. 2.03% 2.27% 2.27%        PMC co-morbidity. 2.58% 2.33% 2.33%        Viral load testing. 2.83% 3.05% 3.05%        Specialty laboratory services. 3.76% 4.20% 4.20% 
M3 Mental health services. 2.97% 3.84% 3.84% 
M4 Early intervention services (EIS). 0.00% 0.00% 0.00% 
M5 Oral health care. 4.18% 4.15% 4.15% 
M6 Substance-abuse treatment — outpatient. 4.95% 5.15% 5.15% 
M7 AIDS Drug Assistance Program (ADAP). 0.00% 0.00% 0.00% 
M8 Medical nutrition therapy. 0.26% 0.76% 0.76% 
M9 Home and community-based health services.  0.00% 0.00% 0.00% 

M10 Hospice services. 0.53% 0.48% 0.48% 
M11 Health insurance premiums and cost-sharing 

assistance. 0.58% 0.92% 0.92% 
M12 AIDS pharmaceutical assistance. 0.00% 0.00% 0.00% 
M13 Home health care. 0.00% 0.00% 0.00%  Medical subtotal as pct. of total funds 65.37% 65.68% 65.68%  Medical subtotal as pct. of service funds 76.91% 77.27% 77.27%  Support Services    
N/A †Services to surrounding counties – support (STSC). 4.35% 4.04% 4.04% 
S1 Housing services.           Housing services. 4.44% 4.02% 4.02%        Housing – EFA.  0.59% 0.56% 0.56% 
S2 Case management – non-medical. 1.19% 1.61% 1.61% 
S3 Psychosocial support services. 1.15% 1.24% 1.24% 
S4 Medical transportation. 0.62% 0.59% 0.59% 
S5 Emergency financial assistance (EFA). 0.00% 0.00% 0.00% 
S6 Outreach services.  3.44% 3.11% 3.11% 
S7 Food bank and home-delivered meals.           Food bank and home-delivered meals.  0.99% 0.97% 0.97%        Food bank – EFA.  0.22% 0.17% 0.17% 
S8 Child care services.  0.72% 0.65% 0.65% 
S9 Treatment adherence services (non-medical). 0.00% 0.00% 0.00% 
S10 Health education/risk reduction. 0.00% 0.00% 0.00% 
S11 Substance-abuse treatment – residential.  1.39% 1.26% 1.26% 
S12 Legal services. 0.53% 0.79% 0.79% 
S13 Referrals for health/support services. 0.00% 0.00% 0.00% 
S14 Rehabilitation services.  0.00% 0.00% 0.00% 
S15 Respite services.  0.00% 0.00% 0.00%  Support subtotal as pct. of total funds 19.63% 19.32% 19.32%  Support subtotal as pct. of service funds 23.09% 22.73% 85.00%  All direct services as pct. of total funds 85.00% 85.00% 85.00%  All direct services as pct. of service funds 100.00% 100.00% 100.00%  

 





 

Rank Part A Direct Service Categories If Funds  
Decrease If Funds  

Level If Funds  
Increase  Core Medical Services    

M1 Outpatient/ambulatory health services (OAHS).    
M2       Primary Medical Care (PMC). 29.50% 29.26% 29.26%        EFA — emergency financial assistance. 3.86% 3.83% 3.83% 
M3 Medical case management. 20.99% 20.82% 20.82% 
M4 Mental health services. 7.26% 7.20% 7.20% 
M5 Oral health care. 5.82% 5.77% 5.77% 
M6 Early intervention services (EIS).  0.00% 0.00% 0.00% 
M7 Health insurance premiums and cost-sharing. 1.00% 0.99% 0.99% 
M8 Substance-abuse treatment — outpatient.  0.00% 0.00% 0.00% 
M9 AIDS Drug Assistance Program (ADAP). 0.00% 0.00% 0.00% 

M10 AIDS pharmaceutical assistance. 0.00% 0.00% 0.00% 
M11 Medical nutrition therapy. 1.35% 1.34% 1.34% 
M12 Home/community-based care. 0.00% 0.00% 0.00% 
M13 Home health care. 0.00% 0.00% 0.00%  Medical subtotal as pct. of counties funds 69.78% 69.21% 69.21%  Support Services    
S1 Medical transportation. 7.35% 7.29% 7.29% 
S2 Emergency financial assistance (EFA). 0.00% 0.00% 0.00% 
S3 Outreach services. 4.38% 4.34% 4.34% 
S4 Housing services. 7.98% 7.92% 7.92% 
S5 Psychosocial support services. 2.39% 2.37% 2.37% 
S6 Case management – non-medical. 0.00% 0.00% 0.00% 
S7 Food bank/home-delivered meals. 7.15% 7.09% 7.09% 
S8 Legal services. 0.98% 1.78% 1.78% 
S9 Treatment adherence services — non-medical.  0.00% 0.00% 0.00% 
S10 Substance-abuse treatment — residential. 0.00% 0.00% 0.00% 
S11 Health education/risk reduction. 0.00% 0.00% 0.00% 
S12 Child care services. 0.00% 0.00% 0.00%  Support subtotal as pct. of service funds 30.22% 30.79% 30.79%  All direct services as pct. of counties funds 100.00% 100.00% 100.00%                         

Source: BCHD 2008b: _____. 2008. FY2008 Part A EMA Allocations. Baltimore, Md.: BCHD, May 14.  

†Counties allocations as amended with permissible bounds at counties priority-setting meeting, 2:25p.m.,  
August 12, 2008.  
 
All figures and allocations approved by majority of the planning council, 5:25 p.m., July 28, 2008.  
 
Final affirmation by full planning council, 7:02 p.m., Tuesday, August 19, 2008.   
Devised by InterGroup Services, Inc. for the Greater Baltimore HIV Health Services Planning Council, 
(410) 662-7253. Not for duplication, not for distribution except by InterGroup Services, Inc.  





 


 






































































































































 



 


















































































  


























 


