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Maryland Governor Robert L. Ehrlich, Jr., lends his support to the planning
council’s comprehensive plan.
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Dale Brewer, left, and Lennwood Green are, respectively,
the vice chair and chair of the Greater Baltimore HIV
Health Services Planning Council.
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EXECUTIVE SUMMARY
An area as diverse as that of the Baltimore
eligible metropolitan area (EMA) poses
substantial challenges for planners as they
strive to create a system that provides
primary medical care and supportive
services for HIV-positive people. On the one
hand is a major metropolitan area that
presents planners and those seeking care
with two faces: extreme poverty, with its
accompanying social ills, and stellar quality
health-care resources. On the other hand are
suburban and rural areas that, while blessed
with less endemic poverty, present people
living with HIV/AIDS (PLWH/As) with
substantial distances to travel for specialized
health care without a supporting public
transportation infrastructure. The
jurisdictions that comprise the EMA also
present very different ethnic profiles, which
creates a need for tailored messages and
culturally sensitive services. Understanding
this diversity is critical to developing a
comprehensive plan for service delivery that
is feasible within the context of the
geographic and demographic surroundings
of the populations to be served.
Both the state of Maryland and the greater
Baltimore area continue to be hit hard by
HIV and AIDS. Within the EMA, Baltimore
City continues to show much higher rates of
both new cases and living cases than do the
EMA counties. The epidemic in the EMA
continues to be about four fifths AfricanAmerican, concentrated among those 30-50
years of age, and over 60 percent male.
Injection drug use (IDU) continues to be the
most common exposure mechanism in the
EMA, but the impact of heterosexual sex as
a transmission mode is increasing. The rate
of increase in the incidence of HIV and
AIDS has slowed, and infected individuals
are living longer and healthier lives; these
are positive trends, but contribute to an
increase in the number of Baltimore EMA
residents needing care of about 1,500
additional people each year.

|

GBHHSPC

Planning care for the Baltimore area’s
PLWH/As requires awareness both of
history and of evolving trends in HIV
disease, and the medical and political
responses to it. With regard to medical
responses to the HIV epidemic locally, even
as Baltimore and Maryland have been
particularly hard hit by HIV/AIDS, the
response has been rapid and innovative both
in terms of treatment, with clinics
specifically focused on patients with HIV,
and in terms of prevention, with one of the
nation’s earliest needle-exchange programs.
While, at the moment, medical advances and
vigorous outreach and prevention initiatives
have slowed AIDS-related deaths, two years
of Title I funding cuts in the face of growing
numbers of clients to be served are a cause
for concern that this trend might not
continue.
A survey of local, regional and national
responses to the HIV epidemic reveals
attempts at all levels to identify gaps in care
and prevention systems. At the state level,
the Statewide Coordinated Statement of
Need: 2003-2005 (SCSN) identifies
statewide gaps in the continuum of care for
16 service categories (DHMH 2001). For
example, within the category of ambulatory/
outpatient medical care, the SCSN cites a
lack of cultural competence, the need for
evening and weekend service provider
hours, increased clinic hours for rural
regions, and the need for genotype and
phenotype tests as gaps that need to be
closed. Also at the state level, the Maryland
HIV Prevention Community Planning Group
specifies five key prevention population
priorities, the top three of which are HIVpositive persons, heterosexuals (88 percent
African-American), and injection drug users
(85 percent African-American). A review of
EMA-specific care and treatment needs
discusses results of the council’s 2004
consumer survey, in which about 45 percent
of PLWH/As surveyed at provider locations
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reported that within the previous year, they
had not received at least one HIV-related
service that they needed; among this survey
sample, lack of information about available
services was reported as a barrier more often
than any other. In an update of the unmet
need estimate, the council’s Needs
Assessment Committee estimates that 35
percent of the EMA’s people who know
they are HIV positive have not made a
primary medical care visit in the past year.
This finding validates the concerns raised
above that, after two years of decreased Title
I funding, substantial PLWH/A needs are
going unmet.
Baltimore’s current continuum of care is
both broad and deep, spanning the range of
services from primary prevention through
outreach to some of the finest medical care
in the world, coupled with co-located
services so critical to those with comorbidities. Primary medical care is
supported by a strong HIV medication
infrastructure and by a wide range of
supportive services, including substanceabuse and mental-health treatment services,
case management, oral health, housing,
transportation, and other services essential to
keeping PLWH/As in care. As recipients of
funds of last resort, the EMA’s Title I
providers have strong linkages to other
funding sources and refer clients whenever
possible.
Although the Baltimore EMA has a wide
range of services available, PLWH/As
confront barriers that limit their receipt of
services. Key barriers cited by consumers
are the lack of 1) knowledge and skills to
access services, 2) information regarding
available services, and 3) availability and
access to dental services. Regarding access
to care, concerns expressed by a large group
of stakeholders who gathered to discuss this
plan identified a formidable array of barriers
against consumers, care providers, and
funding and access systems. A wide range of
barriers were also identified regarding HIV
prevention. Geographic constraints were

|
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identified in the six surrounding counties,
and capacity barriers were identified within
the entire EMA, particularly with regard to
substance-abuse treatment slots.
The council has identified an ideal
continuum of care for the Baltimore EMA.
Underpinning this ideal continuum is the
shared belief that PLWH/As must be in care
and must be full partners in decisions about
their care. The core of the ideal continuum
consists of both primary medical care and
the supportive services that help PLWH/As
stay in care. This core is surrounded by
services that facilitate or arrange access to
medical and supportive services. All of these
services exist in the context of five key goals
of the U.S. Health Resources and Services
Administration (HRSA): 1) improve access
to care, 2) eliminate health disparities, 3)
improve the quality of care, 4) assure cost
effectiveness, and 5) improve health
outcomes. These goals all support
maintaining the health of PLWH/As and
reducing transmission of the virus to others.
Numerous programs are currently in place
for achieving each of these goals;
coordinated efforts by many collaborators
are required to create a system of care that
approaches this ideal continuum.
The council and its committees have worked
with over 20 collaborators to identify the
means by which the EMA will meet the 5
key goals of the plan, including the network
of HIV/AIDS providers, the Title I grantee
and administrative agent, representatives of
other CARE Act titles, and partners from the
Maryland AIDS Administration. The goals
will be met through striving to achieve 12
objectives as follows:
1. Continue the council’s proactive
collaborative support for: 1) HIV
prevention, including counseling and
testing sites co-located with Title I
service locations, 2) risk reduction
interventions, and 3) targeted outreach
activities.

15
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2. Increase the speed with which those
who are HIV positive come into care.
3. Increase retention in care of those who
are HIV positive.
4. Ensure that historically underserved
subpopulations of PLWH/As are
receiving parity in receipt of Ryan
White CARE Act Title I services,
including ethnic minorities, females, and
other populations identified within the
EMA as “at risk” (for example, the
working poor, youth, and men who have
sex with men).
5. Continue to update and monitor the
application of the standards of care.
6. Ensure that currently funded programs
are cost effective.
7. Eliminate duplication of services by
different providers to the same client.
8. Support high-performing providers.
9. Enforce third-party payment (ensuring
that Title I funds are used as the last
resort).
10. Eliminate funding duplication for
services.
11. Eliminate overlapping categories that
have similar functions.

|

To achieve the 12 objectives, the council
and its partners will undertake 42 specific
strategies, each of which has a responsible
party and a deadline assigned. The council
has also specified the mechanisms by which
the 2006-2008 plan will be implemented,
including the following:


Planning council leadership activities.



Planning council committee activities.



Collaboration with other programs and
funding streams.



Use of the provider contracting and
contract monitoring processes.



Activities of the quality improvement
program.



Capacity building and community
education activities.



Actions by other partners.

The council’s Comprehensive Planning
Committee is primarily responsible for
monitoring and evaluating plan
achievement, and has set mechanisms in
place to perform this task, just as it
documents the council’s achievement of the
goals in its previous plan (see appendix G).
The planning council takes very seriously its
obligation to implement, monitor and
evaluate its comprehensive plan. This plan
will serve as a roadmap and touchstone for
HIV/AIDS planning in the Baltimore EMA
for the next three years.

12. Develop and apply outcome measures.

|
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PREAMBLE
This preamble presents the plan’s purpose,
introduces its designers, describes the plan’s
foundation, and provides an orientation to
the plan’s structure.

reauthorized twice, in 1996 and in 2000. The
CARE Act is scheduled for reauthorization
once again in 2005-2006, in process as this
plan was developed.

PURPOSE OF THE PLAN

The planning council is composed of
volunteer representatives of PLWH/As,
local health-care agencies, medical clinics,
social and mental-health service providers,
local health departments, AIDS service
organizations, public health institutions,
advocates for the newly-released inmate
population, and community leaders. Fiftyfive percent of the council’s members (as of
September 1, 2005) are PLWH/As. Of these,
13 self-declare as PLWH/As; this number
far exceeds the mandate to have 2 declared
members on the council. Eighty-four percent
of council members are African-American,
mirroring the demographics of the epidemic
in the Greater Baltimore EMA, and 48
percent are female, also mirroring the
demographics of those who are HIV positive
in the EMA. The planning council benefits
from the knowledge and expertise of its
three physician members, all of whom are
African-American. The EMA’s small HIVpositive Hispanic community also has
representation on the council.

This comprehensive plan guides the actions
of Ryan White Title I Baltimore-area
partners during the years 2006-2008 as they
strive to maximize the effectiveness of Ryan
White funds at ensuring that people living
with HIV/AIDS enter, and stay in, medical
care.
PLAN DESIGNERS
The plan was developed by the Greater
Baltimore HIV Health Services Planning
Council (council or planning council). It was
developed in collaboration with the
council’s partners: 1) the Ryan White Title I
grantee, the Baltimore City Health
Department (BCHD), and 2) the
administrative agent (AA), Associated Black
Charities, Inc. (ABC). Other collaborators
include representatives of related agencies,
other Ryan White titles, prevention planners,
and other funding streams that support the
area’s PLWH/As.
The planning council is a 40-member body
appointed by the mayor of Baltimore City to
plan for HIV- and AIDS-related services in
the Baltimore eligible metropolitan area
(EMA). The Baltimore EMA consists of
Baltimore City and its six surrounding
counties: Anne Arundel, Baltimore, Carroll,
Harford, Howard, and Queen Anne’s.
(Baltimore City and Baltimore County are
entirely independent of each other.) The
council plans for services funded through
the federal Ryan White Comprehensive
AIDS Resources Emergency Act (or CARE
Act), Title I. The CARE Act, which
provides assistance for medical and other
services for PLWH/As, was approved by
Congress in 1990 and has since been

|
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COUNCIL MISSION AND VISION
The plan was developed in accordance with
the mission and vision of the council.
Mission
The mission of the Greater Baltimore HIV
Health Services Planning Council, which
consists of consumers, providers and
government agencies, is to provide
comprehensive, high-quality services to
people living with the HIV disease 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

17
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local authorities, service providers, and
consumers of HIV-prevention and care
services. This system includes a plan to
expand capacity, as well as monitor and
evaluate services. The planning council and
its advisors will act in a timely and unbiased
manner when setting priorities to allocate
resources.
Vision
The Greater Baltimore HIV Health Services
Planning Council will promote a responsive
system of excellent comprehensive care and
prevention services by encouraging balanced
participation of professional and 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.
PLAN FOUNDATION
Service to PLWH/As is at the heart of the
council’s mission and vision. The members
of the council understand the progression of
unchecked HIV disease, from many
perspectives: as infected individuals who
struggle with controlling its progress, as
impacted individuals who have lost relatives
and friends to the disease, as clinicians who
treat the symptoms of the disease, as
program administrators trying to maximize
the impact of each dollar, and as planners
who watch the numbers of PLWH/As climb.
All council members understand that, even
with the best quality medical care and the
most scrupulous self-management, those
with HIV risk periodic illness and take on
the life-long burden of monitoring their
disease.
The individual’s perspective on HIV disease
is shown by a series of actions and their
consequences in exhibit P-1, Progression of
HIV Disease, created for this plan. The ideal
outcome is HIV-negative status, which is
associated with avoiding risky behaviors. If
a person becomes HIV positive and
continues with risky behaviors, he or she
risks super-infection with additional strains
of HIV, infecting others, contracting

|
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additional sexually transmitted diseases
and/or hepatitis C, and, ultimately, the
complications of HIV, progression of the
disease to AIDS-defined status, and death
with or from AIDS. However, if the HIVpositive individual abstains from risky
behaviors and, following testing and
diagnosis, enters care and adheres to the care
regimen, he or she is much more likely to
have a longer life and to suffer from fewer
complications. PLWH/As who are faced
with substance-abuse and/or mental-health
issues must also adhere to treatment
regimens for those co-morbid conditions.
Entering care but not adhering to medication
regimens can lead to resistance to
medications and other negative outcomes.
Adherence is not a total panacea, however,
as HIV-positive status requires continuous
monitoring and treatment of the virus amidst
the possibility of side effects from
medications, stigma, and a host of other
complications.
Given this context of individual actions and
consequences that determine whether an
individual becomes infected with HIV
disease and, if so, how the disease
progresses, this plan is focused on ensuring
that HIV-positive people:


Are identified as early as possible.



Have information and encouragement to
enter medical care and refrain from
risky behaviors.



Receive high-quality medical care and
ready access to medications.



Can access the support they need to stay
in care.



Are treated in a coordinated manner,
which is particularly critical for those
with co-morbid conditions.

18
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Exhibit P-1
Progression of HIV Disease

Risky
behavior?

No

HIV Negative

Yes

HIV Positive

•
Stop risky
behavior?

No

•
•

Become reinfected
with other strains
Infect others
Contract other STDs,
hepatitis C

Yes

Testing and
diagnosis?

No

Yes

•
No

Resistance

Enter HIV
treatment and
other needed
services?

•
•

Develop
complications
Reach AIDS-Defined
status
Die with or from
AIDS

Yes

Adhere to
care?

No

Yes

•
•
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Possess skills to self-manage and to live
positively with their positive status.

To achieve these goals, planners use Title I
funds, in collaboration with other funding
streams, to:


Shorten the time between diagnosis and
entry into care.



Reduce transmission of the virus to
others.



Lengthen the time between entry into
care and transition to AIDS-defined
status.



Reduce the number and severity of
complications and episodes of illness.



Lengthen the time between diagnosis
and death from the virus.

PLAN ORGANIZATION
To develop a blueprint for meeting the care
needs of HIV-positive people at various
stages of the life cycle, planners must
understand the challenges that PLWH/As in
this EMA encounter as they strive to get into
care and stay in care. Therefore, chapter 1
presents information about the Baltimore
EMA. The reader is first oriented
geographically; the EMA’s position within
Maryland is shown and its jurisdictions’
sizes are provided. Then the general
population of the EMA is described — both
its demographic composition and socioeconomic indicators. Baltimore City is home
to 80 percent of the EMA’s PLWH/As and
has a very different socio-economic profile
from its neighbors, so differences between
the city and its surrounding counties are
highlighted.
Planners must also understand the
characteristics of those who are infected
with HIV — the current composition of the
population being served, as well as how that
population has changed over time. Chapter
2 discusses the HIV-infected population in
Maryland and in the Baltimore EMA. First,
two snapshots of the current epidemic are
presented: one is a big picture, showing how
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the state and the EMA compare to the
nation; and the other is a specific picture,
showing the number of PLWH/As living in
each EMA jurisdiction and the proportion of
that jurisdiction’s population that is
infected. Second, the epidemic’s key trends
are presented. The EMA’s jurisdictions are
discussed in terms of changes in the number
of people infected and the number who
progress to AIDS. The needs of special
populations in the EMA are also discussed.
The data presented in this section describe
both current populations at risk (for
immediate planning purposes), and trends
that will affect the future.
In addition to an understanding of the
demographic characteristics of PLWH/As
and the environment in which they live,
planning requires an understanding of the
past. Chapter 3 discusses both the national
and local responses to the epidemic as the
populations affected and the medical
treatments available have evolved. This
history provides background on the national
and local entities that have responded to the
epidemic and the major initiatives they have
undertaken.
Determining what actions need to be taken
during 2006, 2007 and 2008 to meet the
needs of the EMA’s PLWH/As, planners
and their partners required an in-depth
understanding of those needs, particularly as
they relate to access to primary medical care
and medications. Chapter 4 examines the
needs of Maryland and Baltimore EMA
PLWH/As from several angles. Several
sources are tapped to provide information
about gaps in care — the Statewide
Coordinated Statement of Need, an informal
provider survey, and state prevention
resources. EMA-specific needs are explored
from several angles as well. First, selfreported needs from the most recent EMA
consumer survey are discussed, then the
EMA’s unmet need for primary medical care
is estimated.
Planning for service delivery requires
information from the supply side as well as
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the demand side. Planners must know what
resources are currently available to meet the
needs identified in chapter 4. As mentioned
above, to meet PLWH/As’ needs at various
stages in the life cycle, services must be in
place that 1) support early identification of
HIV status, 2) provide information and
encouragement to enter medical care, 3)
offer high-quality medical care and ready
access to medications, and 4) help
PLWH/As overcome barriers to staying in
care. Chapter 5 presents the resources
currently available to PLWH/As in the
Baltimore EMA through Title I and other
sources. Primary and secondary HIV
prevention resources are identified that
support early identification of HIV status
and reduce re-infection and the spread of
HIV. Outreach resources are presented that
provide PLWH/As with information about
HIV and encourage them to enter medical
care. The heart of the system — primary
medical care and medication resources
available in the EMA — is described.
Support services available to keep
PLWH/As in primary medical care, such as
case management, substance-abuse
treatment and mental-health services, are
identified. Two resource inventories are
described: one is a list of the 60 current Title
I-funded providers by service category, and
the other is a resource guide, organized by
service, listing hundreds of Baltimore-area
providers of services needed by PLWH/As.
(Both of these resource inventories are
included in the appendices.) Key funding
sources other than Ryan White are also
described — Medicaid, housing assistance,
and substance abuse treatment.
In order for PLWH/As to access and
appropriately use the resources discussed in
chapter 5, they must overcome obstacles that
stand in their way. These barriers are
identified in chapter 6 and are presented
from consumers’ perspectives as well as
providers’ and planners’ perspectives.
Taking into account PLWH/As’
environment, population characteristics,
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histories, needs, care resources and barriers
to care, planners are able to develop their
vision. This vision takes the form of an ideal
model of care that will meet the targets of
shortening the time between diagnosis and
entry into care, reducing transmission of the
virus to others, lengthening the time
between entry into care and transition to
AIDS-defined status, reducing the number
and severity of complications and episodes
of illness, and, finally, lengthening the time
between diagnosis and death from, or with,
the virus. Chapter 7 presents the council’s
vision of the ideal continuum of care for the
EMA. The vision is compatible with
strategies defined by HRSA, these strategies
having been drawn from the targets
established for Healthy People 2010, a
national health-promotion and diseaseprevention initiative. A model continuum of
care is presented within the framework of
HRSA’s strategies. This chapter also
presents the shared values of the council and
its collaborators — the engine that drives
council actions.
Guided by the desire to meet PLWH/As’
needs throughout the progression of the
disease, and grounded in factual
information, in chapter 8, council planners
identify the steps they will take over the next
three years to bring the EMA’s system of
care closer to the vision presented in chapter
7. Input was solicited from over 20 noted
practitioners, specialists, and PLWH/As in
developing this section of the plan. Planners
identify their objectives for the next three
years and the specific strategies they will
apply, and establish target dates and
measurements for determining progress.
If chapter 8 identifies what the council
proposes to accomplish, chapter 9 reveals
how the plan will be implemented. This final
chapter reviews accomplishments toward
implementing the prior comprehensive plan,
identifies the partners who are involved in
implementing this plan, and describes the
mechanisms in place that will be used to
accomplish the plan.
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SECTION 2

WHERE WE ARE
NOW
Our Current System of Care
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CHAPTER 1:
GEOGRAPHY AND JURISDICTIONS OF THE BALTIMORE
EMA AND THE STATE OF MARYLAND
The Ryan White Comprehensive AIDS
Resource Emergency (CARE)1 Act provides
emergency assistance to those localities
most impacted by the HIV/AIDS epidemic.
Under Ryan White, Title I funds are
awarded to eligible metropolitan areas
(EMAs), defined by having reported a total
of at least 2,000 AIDS cases during the
previous five years and having a population
of at least 500,000 (CARE Act 2000).2 For
the Baltimore metropolitan region, Title I
funds are granted through the mayor of
Baltimore City. Since 1992, the Greater
Baltimore HIV Health Services Planning
Council has been responsible for planning
the use of and the allocation of Title I funds
in the EMA. The mayor has assigned
distribution of these funds to the city health
department, which, through its
administrative agency, procures services
from over 60 providers.
In addressing the life-cycle-defined needs of
residents who are HIV positive, planners
must first understand the environment that
surrounds them. This chapter describes the
Baltimore EMA: the geography and
population of the area served by Baltimore
Title I funds as well as other funding
sources. The EMA’s jurisdictions are
described, followed by a description of the
demographic and socio-economic
composition of the area’s residents, both
those who are infected by HIV and those
who are not. Within the chapter, a special
profile of Baltimore City provides more
detail regarding the jurisdiction that is home
to 80 percent of the EMA’s PLWH/As, as
contrasted with the surrounding counties.
1

Terms and abbreviations are provided in a glossary,
appendix A.
2
Full references are provided in a bibliography,
appendix B.
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This plan is concerned with the needs of and
the access to services of people living with
HIV/AIDS (PLWH/As) in the Baltimore
eligible metropolitan area, a geographical
region centered on the city of Baltimore,
Maryland. The region is a diverse one, as are
its residents: people of all races, religions
and nationalities have made their homes in
and around this port city on the Patapsco
River near the Chesapeake Bay. The area
continues to see a strong influx of new
residents, particularly eastern Europeans,
Hispanics and Asians, although most new
arrivals to the Baltimore area take up
residence in the up-and-coming counties that
surround the city.

Exhibit 1-1
Baltimore Eligible Metropolitan Area

Source: IGS 2002.

Although the city and its neighboring
jurisdictions face many of the same
obstacles that other older, particularly
northeastern, metropolitan areas struggle to
overcome, the Baltimore area has its
strengths as well. The city’s distinctive
neighborhoods are attracting young
professionals interested in returning to city
life, and are increasingly used as backdrops
for major Hollywood film productions. For
its residents, the city offers a wealth of
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Exhibit 1-2
Geography of the EMA by Jurisdiction, 2003

A.A. Co.
Land area (sq. mi.)
2003 population
density (persons
per square mile)

Balt. City

Balt. Co.

Car. Co.

Har. Co.

Ho. Co.

Q.A.’s Co.

418

80

598

452

448

251

372

1,212.0

7,858.4

1,299.6

361.1

518.2

1,052.8

118.6

Sources: BC 2004a, MSA 2004.

cultural attractions, while only a half hour’s
drive outside the city brings one either to the
nation’s capital or to the rolling green
countryside of Baltimore County, with one
of the highest concentrations of horse farms
on the east coast.
But these attractive qualities must not
obscure the fact that poverty and its ravages
take a terrible toll on a significant number of
area residents, particularly those infected
with HIV. This section describes the
Baltimore EMA and its residents.
GEOGRAPHY
As illustrated in exhibit 1-1, the Baltimore
EMA lies in central Maryland. The area
consists of Baltimore City (an independent
jurisdiction) and six surrounding counties:
Anne Arundel, Baltimore, Carroll, Harford,
Howard and Queen Anne’s. This large
region covers 26.6 percent (2,619 square
miles) of Maryland’s land area (9,844
square miles) and contains 47.5 percent of
the state’s population, 2,616,229 of
Maryland’s 5,508,909 people (DOP 2004).
The seven jurisdictions of the Baltimore
EMA vary greatly in size and population
density. The most marked difference is that
between Baltimore City and the outlying
counties. As shown in exhibit 1-2, the land
area of EMA jurisdictions ranges from the
smallest, Baltimore City with 80 square
miles, to the largest, Baltimore County with
598 squares miles (MSA 2004). Although
relatively small in size, Baltimore City is
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home to 628,670 persons (DOP 2004). This
is equivalent to 7,858 persons per square
mile compared to 1,300 per square mile in
the neighboring Baltimore County, and 119
per square mile in the least densely
populated jurisdiction, Queen Anne’s
County. In sheer numbers, Baltimore
County exceeds the city population.
Suburban sprawl and urban flight have
created population increases in Baltimore,
Anne Arundel, and Howard counties. As
may be expected, the area encompasses a
very diverse population in terms of
demographic composition, socio-economic
status, living conditions and access to health
care.

DEMOGRAPHIC COMPOSITION
Overall, the Baltimore EMA population is
predominantly white. As can be seen in
exhibit 1-3, this is true for each of the six
suburban counties. White residents make up
almost 96 percent of the population in
Carroll County, 91 percent in Queen Anne’s,
87 percent in Harford, 82 percent in Anne
Arundel, 74 percent in Howard, and 73
percent in Baltimore County. Baltimore City
is the only jurisdiction where the majority of
the residents are African-American (65
percent). Howard County has the highest
concentrations of Hispanics (3 percent) and
Asian-Americans (10 percent). Anne
Arundel, Baltimore City, Baltimore County
and Queen Anne’s County are tied for the
largest proportion of Native Americans with
0.3 percent (DOP 2004).
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Exhibit 1-3
Demographics of the EMA by Jurisdiction, 2003

A.A. Co.

Balt. City

Balt. Co.

Car. Co.

Har. Co.

Ho. Co.

Q.A.’s
Co.

Population, all

506,620

628,670

777,184

163,207

232,175

264,265

44,108

White

82.3%

32.0%

73.0%

95.7%

87.1%

73.8%

90.5%

AfricanAmerican

13.3%

64.9%

22.1%

2.4%

9.6%

14.3%

7.8%

Hispanic*

2.7%

1.8%

2.0%

1.1%

1.8%

3.3%

7.0%

Asian-American** 2.6%

1.7%

3.6%

1.1%

1.7%

9.7%

0.8%

Native American

0.3%

0.3%

0.2%

0.2%

0.2%

0.3%

0.3%

Source: DOP 2004.
*

As of the 2000 Census, the “Hispanic” category is no longer exclusive and includes people counted in
other categories.

**

The “Asian-American” category includes Pacific Islanders.

SOCIO-ECONOMIC
STATUS

Exhibit 1-4
Poverty in the EMA by Jurisdiction, 2002

Percentage of Population in Poverty

Within the Baltimore
25
EMA, there are
drastic differences
between Baltimore
20
20.2
City and the
surrounding counties
in the proportion of
15
persons living below
the federal poverty
level. As shown in
10
exhibit 1-4, Baltimore
City’s poverty rate of
20.2 percent is
5
5.6
significantly higher
than any other
jurisdiction. Locally,
0
A.A.
Balt.
Baltimore County has
Co.
City
the second-highest
Source: BC 2004b.
poverty rate at 7.1
percent, which is less
than the statewide rate
of 8.3 percent. Howard County is at the low
end of scale with only 3.9 percent of its
population living below the federal poverty
level (BC 2004).
Children are worse off in terms of poverty in
every jurisdiction. The jurisdiction patterns
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8.3
7.1
5.6

5.5
4.5

Balt.
Co.

Carroll
Co.

3.9

Harford
Co.

Howard
Co.

Qn. Anne's
Co.

Md.
State

for children in poverty are similar to those of
the general population, with Baltimore City
showing the most troubling figure with 26.2
percent of children 0 to 18 years of age in
poverty. Baltimore County is second with
9.0 percent in poverty, followed closely by
Queen Anne’s County with 8.7 percent.
Anne Arundel County has 7.2 percent of

25

|

Comprehensive Plan for HIV Service Delivery in the Baltimore EMA

Closely tied to the
poverty rates of a
jurisdiction is the
percentage of the
work force that is
unemployed.
Baltimore City
continues to
substantially exceed
the state’s
unemployment rate.
In 2004, Baltimore
City led the EMA’s
counties with an
unemployment rate
of 8.1 percent, as
shown in exhibit 1-5.
For their part, the
EMA’s six suburban
counties fell near or
below the state rate
of 4.0 percent, with
Baltimore County’s
unemployment rate
at 4.3 percent,
Harford at 4.0
percent, Anne
Arundel at 3.3
percent, Queen
Anne’s at 3.2
percent, Carroll at
2.9 percent, and
Howard at 2.6
percent (LLR 2004).
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Exhibit 1-5
EMA Unemployment, 2004:
Percentage of Civilian Workforce Unemployed, by Jurisdiction
10

Percentage of Civilian Workforce Unemployed

children in poverty,
Harford County has
6.7 percent, Carroll
County has 5.2
percent and, finally,
only 4.4 percent of
Howard County’s
children live in
poverty, a child
poverty rate about
one sixth that of
Baltimore City
(DHR 2004).

8

8.1

6

4.3

4

4.0

4.0

3.3

3.2
2.9
2.6

2

0

A.A.
Co.

Balt.
City

Balt.
Co.

Carroll
Co.

Harford
Co.

Howard
Co.

Qn. Anne's
Co.

Md.
State

Source: LLR 2004.

Exhibit 1-6
Infant Mortality Rates in the EMA by Jurisdiction, 2003
14
13.2

12
Infant Deaths per 1,000 Live Births

|

10

8

8.1

8.1

7.9

6
5.9
4.8

4

4.1

2

0

***
A.A.
Co.

Balt.
City

Balt.
Co.

Carroll
Co.

Harford
Co.

Howard
Co.

Qn. Anne's
Co.

Md.
State

Note: Only one infant death was recorded in Queen Anne's County in 2003.

Source: DHMH 2003b.
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Not surprisingly, the
high rates of poverty
and unemployment
in Baltimore City
have effects on other
aspects of society.
Baltimore City
suffers high infantmortality and lowbirth-weight rates.
With 13.2 infant
deaths within one
year per 1,000 live
births, the city’s
infant mortality rate
in 2003 was almost
two-thirds higher
than the statewide
rate of 8.1 per 1,000
(see exhibit 1-6). As
shown in exhibit 1-7,
the city’s low-birthweight rate is 13.7
percent (DHMH
2003b).

Low Birth Weights in the EMA by Jurisdiction, 2003
14
13.7

12

10
9.3

8

7.4
7.0

6.9

6
5.2

4

2

0

A.A.
Co.

Balt.
City

Balt.
Co.

Carroll
Co.

Harford
Co.

Howard
Co.

Qn. Anne's
Co.

Md.
State

Source: DHMH 2003b.

LIVING CONDITIONS
Almost 72 percent of Maryland residents
own their own homes. Within the EMA,
home ownership rates vary from a statewide
low of 50.3 percent in Baltimore City to a

GBHHSPC

9.1

8.2

Poverty also shows itself within the city
school system. Based on elementary school
figures alone, 83.4 percent of children
enrolled in Baltimore City public schools
receive free or reduced-price school meals
(MSDE 2005). This astonishingly high
number further highlights the
disproportionate poverty levels that exist in
the Baltimore EMA. For comparison’s sake,
38.1 percent of elementary school-age
children receive free or reduced-price meals
across Maryland as a whole. The figures for
the other EMA jurisdictions are: Anne
Arundel County, 22.6 percent; Baltimore
County, 37.2 percent; Carroll County, 10.5
percent; Harford, 23.3 percent; Howard,
10.2 percent; and Queen Anne’s County,
16.1 percent (MSDE 2005).
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Exhibit 1-7

Percentage of infants weighing less than 2,500 grams at birth
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high of 83.4 percent in Queen Anne’s
County (DOP 2003). Baltimore City’s low
home ownership rates translate into a high
rate of housing rental. Many city renters are
at lower levels of income, and therefore
qualify for rent subsidies under “Section 8”
housing (i.e., section 8 of Title V of the
Quality Housing and Work Responsibility
Act of 1998, Public Law 105-276). In 2003,
there were 8,335 housing units in Baltimore
City occupied by tenants receiving Section 8
rent subsidies, a rate of 1,325 per 100,000
general population. This rate is more than
triple the statewide rate of 395 per 100,000,
and almost double the EMA rate of 697 per
100,000. In fact, Baltimore City’s Section 8
units account for more than 38 percent of the
state total (DHR 2004).
SPOTLIGHT ON BALTIMORE CITY
Baltimore City is a profoundly urban area,
characterized by very high housing density.
This is dramatically conveyed by the fact
that the city covers only 0.8 percent of the
state’s land area but contains over 12
percent of its population, despite suffering a
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net loss of nearly 85,000 residents over the
1990s (DOP 2002). Much of the area
currently inhabited by the poor in the city,
mostly east and west Baltimore, was
developed during the city’s first industrial
boom, which lasted from about 1870 until
about 1900 (Hopkins 1877; Reynolds 1907).
Once-fashionable, three-story row houses
have long since been turned into rental
properties, usually divided into warrens of
small, low-rent apartments, many with lead
paint problems.

|

to lack of space or money. This number is
not included in this document because,
according the Maryland Department of
Human Resources, many providers are
unable to submit data on a turn-away,
therefore creating a conservative estimate of
unmet need (DHR 2004). Additionally, there
are no data collected on those individuals
who do not bother to seek shelter.
Regardless, for our purposes the bed night
measure as expressed per 100,000
population is sufficient to create a sense of
the homelessness problem in the area.
Baltimore City has the highest numbers:
1,041.3 bed nights per 100,000 general
population in 2003. In comparison, the
second-highest rate belongs to Carroll
County at the rate of 220.3 per 100,000. The
overall EMA rate is 444.7 per 100,000,
while the statewide rate is 304.5 per 100,000
(DHR 2004, BC 2004).

Another indication of poverty and living
conditions is the estimated number of
homeless persons. Homelessness has been a
severe and persistent problem in Baltimore
City for many years. In order to measure
homelessness in this document, bed nights
are used. A bed night represents one person
staying one night in a shelter.
This measure does lend itself to duplication
since one person staying 50 nights in a
shelter would represent 50 bed nights;
therefore, the number of homeless persons is
exaggerated. In another sense, this measure
underestimates homelessness since it does
not include the number of people turned
away from shelters. Turn-away data are
collected annually and measure the number
of times a provider had to refuse shelter due

SPOTLIGHT ON THE SIX SURROUNDING
COUNTIES
Residents in the six surrounding counties
confront geographic challenges in accessing
care, regardless of whether or not the care is
HIV specific. Residents in the suburban and
rural areas of the EMA typically travel
greater distances with limited public
transportation to access medical centers.

Exhibit 1-8
Poverty Measures: Medicaid Enrollment per 100,000 Population, 1998, 2001 & 2003

1998

2001

2003

% +/-

Anne Arundel County

5,171

6,129

7,123

37.7%

Baltimore City

25,796

27,400

32,175

24.7%

Baltimore County

6,687

8,597

9,872

47.6%

Carroll County

4,283

5,432

6,014

40.4%

Harford County

5,234

7,483

8,625

64.8%

Howard County

3,461

4,666

5,436

57.1%

Queen Anne’s County

5,810

8,348

8,942

53.9%

EMA, all

10,780

12,251

18,276

69.5%

State, all

9,088

10,837

12,206

34.3%

Sources: DHR 1999, DHR 2002, DHR 2004, BC 2000a, BC 2004a, BC 2004b.
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The majority of the hospitals within the
EMA are located in Baltimore City. Within
the 80 square miles of Baltimore City, there
are 20 hospitals cited by the University of
Maryland’s Health Sciences and Human
Services Library (UMD 2005). By contrast,
each of the surrounding counties has a
maximum of 6 hospitals for its residents.
Anne Arundel County has 3 hospitals
covering a jurisdiction of 418 square miles.
Baltimore County has 6 hospitals covering a
jurisdiction of 598 square miles. Carroll
County’s 2 hospitals cover a jurisdiction of
452 square miles. Harford County has 2
hospitals covering 448 square miles.
Howard County has 2 hospitals covering
251 square miles and Queen Anne’s County
has 1 to cover a jurisdiction of 372 square
miles. According to the Maryland Family
Health Administration, all federally
qualified health centers in the EMA and
over 90 percent of the Maryland qualified
health centers are located within Baltimore
City (FHA 2005).
PLWH/As in the six surrounding counties
also confront challenges. According to
participants of the planning council’s 2004
needs assessment survey (IGS 2005),
primary care, case management,
transportation and substance-abuse
counseling are the four most needed services
in the counties. A major barrier to receipt of
services is that 56 percent of clients
indicated that they must travel 20 minutes to
an hour to receive care. Lack of an adequate
transportation infrastructure and lack of
specialty medical care within the counties
are major barriers to PLWH/As getting in
care and staying in care.
Within the last 2 years in Baltimore County,
home to 11 percent of the EMA’s
PLWH/As, the lack of affordable housing
has increasingly become a barrier to care.
Currently, the county residents are
experiencing a two-year wait list for
vouchers from Housing Opportunities for
People With AIDS (HOPWA). Even with a
HOPWA voucher, PLWH/As often cannot
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obtain an apartment, as several large
apartment complexes in Baltimore County
no longer accept vouchers (Hall 2005).
ACCESS TO HEALTH CARE
Overall, Baltimore EMA residents are
fortunate to have access to medical facilities
such as the John Hopkins Medical
Institutions and the University of Maryland
Medical System. Both of these institutions
are world renowned for their leadership in
research and treatment of HIV/AIDS.
However, it remains true that for the poorest
residents access to health care is limited.
In Baltimore City alone, there are 13
federally designated “medically underserved
areas” (MUAs), while Baltimore and Anne
Arundel Counties each have three (HRSA
2005a, 2005b). In addition, 172 of the city’s
census tracts are currently designated health
professional shortage areas (HPSAs) by the
U.S. Health Resources and Services
Administration (HRSA 2005a, 2005b).
Baltimore City residents rely substantially
on Medicaid, the federal health insurance
program for the poor. Throughout the entire
EMA, there are 18,276 Medicaid recipients
per 100,000 population, which almost 50
percent higher than the statewide rate of
12,206 per 100,000. Within the Baltimore
City limits, the rate of Medicaid recipiency
is 32,175 per 100,000, which is well over
double the state rate. Trends in county-bycounty rates in the EMA are shown in
exhibit 1-8 (DHR 2004; BC 2004a).
Further impacting residents’ access to health
care is the number of those who lack health
insurance altogether. Based on data from
2002, the Maryland Health Care
Commission estimates that there are 690,000
Maryland residents without public or private
insurance, which is about 12.5 percent of the
total state population (MHCC 2004). The
exact number of those uninsured residing in
the EMA is difficult to know. However,
since the EMA population makes up close to
48 percent of the state population, it seems
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reasonable to suggest that the EMA contains
at least half of the state’s uninsured, or
around 327,750 people. Given the
widespread poverty in Baltimore City, it is
likely that the number of EMA residents
lacking health insurance is much higher.
Lack of health insurance is a critical issue
for many communities in Maryland.
According to University of Maryland’s
Maryland Newsline, 15.3 percent of the nonelderly population (under 65) in Maryland is
uninsured, based on data collected in the
two-year period of 2002-2003 by the
Maryland Health Care Commission. Within
this two-year period, the poor (defined as
having less than or equal to 100 percent of
the federal poverty level) accounted for 21
percent of the uninsured in Maryland, with
the near poor (101 percent to 200 percent of
the poverty level) accounting for 28 percent
of those uninsured.
The article further cites that minorities
remain more vulnerable to becoming
uninsured than the general population.
During this two-year period, African-
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Americans accounted for 32 percent of the
uninsured in Maryland while only
comprising some 28 percent of the state’s
population. “Hispanics account[ed] for 23
percent of the uninsured in Maryland while
comprising just 7.2 percent of the total
population” (Rita 2005). Forty-eight percent,
nearly half, of all Latinos in the state were
uninsured with this figure jumping to almost
69 percent if non-citizen Hispanics were
considered in the equation. “Young adults,
ages 19 to 34, comprise 41% of the
uninsured and are less likely to have health
insurance regardless of income” (Rita 2005).
CONCLUSION
The diversity of the Baltimore EMA
presents obstacles for planners striving to
create a comprehensive system of care for
PLWH/As. This EMA includes a major
metropolitan area as well as suburban and
rural areas, each of which offer unique
challenges and benefits. To develop a plan
that is feasible and effective, planners must
understand and respond to the geographic
and demographic surroundings of the
population to be served.
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CHAPTER 2
EPIDEMIOLOGICAL PROFILE OF THE BALTIMORE EMA
AND THE STATE OF MARYLAND
Epidemiology is the study of the distribution
and causes of disease and related medical
conditions in human populations (Aday
1996:26). This section of the comprehensive
plan concerns itself with the history and
nature of the HIV epidemic within the
Baltimore EMA. Please note that incidence
refers to the number of new cases in a year,
and prevalence refers to the number of
living cases at a particular time.
CURRENT EMA AND STATE EPIDEMIC
Maryland reported its first AIDS case in
1981, with Baltimore City reporting the
second AIDS case that same year (DHMH
2000a:1). While AIDS case reporting goes
back to the early 1980s, separate HIV case
reporting first began in June 1994. In the
past five years an average of over 3,900 new
HIV and AIDS cases have been diagnosed
in the state each year (DHMH 2005a:6). The
most recent Maryland and Baltimore

HIV/AIDS epidemiological profiles are
included as appendix C.
In 2003, the latest year available, Maryland
had the third-highest number of new AIDS
cases per 100,000 population in the country;
only the District of Columbia and New York
state had higher rates (DHMH 2005a:55).
Among metropolitan areas, in 2003 the
Baltimore area had the fifth-highest number
of AIDS cases per 100,000 population in the
country, as illustrated by exhibit 2-1 (Flynn
2005).3
As can be seen by exhibit 2-2, the majority
of Maryland’s HIV/AIDS cases are in the
Baltimore metropolitan area. (MSA stands
for “metropolitan statistical area.”)
Within the Title I EMA — Baltimore City
and six surrounding counties as described in
chapter 1 — the vast majority of cases are

Exhibit 2-1
2003 AIDS Case Report Rate

Metropolitan Area

Cases

Rate

1.

New York, NY

5,580

59.2

2.

Miami, FL

1,072

45.8

3.

San Francisco, CA

767

45.2

4.

Fort Lauderdale, FL

690

39.9

5.

Baltimore, MD

1,028

39.3

6.

West Palm Beach-Boca Raton, FL

446

36.7

7.

Baton Rouge, LA

209

33.7

8.

Columbia, SC

187

33.5

9.

Washington, DC-MD-VA-WV

1,743

33.3

438

32.7

44,963

15.2

10. New Orleans, LA

United States
Source: Flynn 2005.
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found in Baltimore City, as
shown in exhibit 2-3. In fact,
Baltimore City is home to
almost half of the state’s
PLWH/As, as shown in
exhibit 2-4.

Exhibit 2-2
Maryland Prevalent HIV/AIDS Cases by Region

Rest of State
6%
Corrections
9%

The number of cases of
HIV/AIDS in the EMA has
continued to increase. In
2004, there were 1,347 new
HIV cases reported in the
EMA, and 690 new AIDS
cases.
The city’s overall HIV and
AIDS prevalence rate is
much higher than those of
the counties and, within the
city, the epidemic has the
most impact on areas
included in ZIP codes 21217,
21218, 21215, 21216,
21201, 21202, 21213 and
21223, as shown in exhibit
2-5. Note that the Baltimore
City population figure given
in exhibit 2-5 is different
from that of exhibit 1-3. This
is because exhibit 2-5, taken
directly from AIDS
Administration data, uses the
population figure from the
2000 census, while exhibit
1-3 uses a more recent
figure.
To sum up, Maryland, home
to a population of
approximately 5.3 million
individuals, has the thirdhighest annual AIDS case
rate in the nation (28.5 cases
per 100,000 population).
The Baltimore EMA has the
fifth-highest AIDS case rate
of any major metropolitan
area (39.3 cases per 100,000

|

Washington
MSA
23%
Baltimore
MSA
62%

Source: Flynn 2005.

Exhibit 2-3
Baltimore, Maryland Title I EMA Prevalent HIV/AIDS Cases by
Jurisdiction

Baltimore
11%

Harford Howard
2% Queen Anne's
2%
0%

Carroll
1%
Anne Arundel
5%

Source: Flynn 2005.

Baltimore City
79%

3

Except as otherwise cited, the source of all data in
this chapter is Flynn 2005.
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Exhibit 2-4
HIV/AIDS Prevalence (Living Cases) on 12/31/2004, As Reported Through 3/31/2005

Population

Number

% of State

% of EMA

Rate per 100,000
Population

Maryland

5,296,486

29,113

100.0%

N/A

549.7

Baltimore EMA

2,552,994

18,001

61.8%

100.0%

705.1

Baltimore City

651,154

14,354

49.3%

79.7%

2,204.4

Anne Arundel County

489,656

852

2.9%

4.7%

174.0

Baltimore County

754,292

2,033

7.0%

11.3%

269.5

Carroll County

150,897

130

0.4%

0.7%

86.2

Harford County

218,590

315

1.1%

1.7%

144.1

Howard County

247,842

280

1.0%

1.6%

113.0

40,563

37

0.1%

0.2%

91.2

Queen Anne’s County
Source: DHMH 2005h.

population), and is home to 62 percent of all
PLWH/As in the state. When compared to
the national rate of 15.0 AIDS cases per
100,000 population, the EMA exceeds
national rates by more than two and a half
times.
AIDS cases have been reported to the state
health department since 1985, and HIV
cases separately reported since 1994. By the
end of 2003, Maryland had a cumulative
total of over 24,000 HIV cases reported and
over 27,000 AIDS case reported (DHMH
2005a:6). As for the EMA’s current
situation, as of the end of 2004, 10,361
people were reported as living with HIV in
the EMA and 7,640 as living with AIDS, for
a total of 18,001.
TRENDS
Incidence
This plan is being written at a significant
moment in the history of HIV and AIDS in
the United States. The U.S. epidemic is now
a quarter of a century old, during which time
medical science has learned a great deal
about the human immunodeficiency virus.
Potent drug therapies that greatly extend the
lives of infected persons are now available.
These advances in treatment have also
impacted on Ryan White services. As
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persons live longer with HIV, other chronic
illnesses have emerged as well as the
development of adverse effects related to the
HIV therapy itself (Keruly 2005).
These life-saving advances may have had
one negative effect: a generation of young
people now knows HIV as a manageable
virus, and may not consider it the death
sentence it was once felt to be. Some public
health officials and activists fear that this
change in perceptions may be leading to an
increased willingness by some to risk
infection, and the data appear to bear them
out. According to the U.S. Centers for
Disease Control and Prevention (CDC),
“New AIDS and HIV cases increased 1
percent from 1999 to 2003” (Carey and
O’Connor 2005). There is growing concern
that young people think of HIV as similar to
some other sexually transmitted diseases,
believing that a pill or injection will cure it.
If there is a growing perception of HIV as a
chronic disease rather than a death sentence,
it is clear that the public is missing a vital
point: while HIV therapies may hold off
AIDS-defining diseases, they require
rigorous adherence to sometimes-complex
regimens of medications, some of which
have serious and even life-threatening side
effects. Has the message that “there is life
after diagnosis” been misunderstood?
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Exhibit 2-5
Baltimore City HIV/AIDS Prevalence (Living Cases) by ZIP Code on 12/31/2004 Using Data as
Reported through 3/31/2005

Baltimore City

Population

# of Cases

% of City

Rate per 100,000
Population

651,154

14,354

100.0%

2,204.4

21201

15,097

843

5.9%

5,583.9

21202

23,572

1,120

7.8%

4,751.4

21205

18,440

559

3.9%

3,031.5

21206

39,373

423

2.9%

1,074.3

21207

14,750

316

2.2%

2,142.4

21208

1,601

7

0.0%

437.2

21209

11,214

37

0.3%

329.9

21210

10,852

27

0.2%

248.8

21211

16,711

136

0.9%

813.8

21212

24,403

323

2.3%

1,323.6

21213

38,442

1,084

7.6%

2,819.8

21214

21,285

130

0.9%

610.8

21215

63,764

1,343

9.4%

2,106.2

21216

36,242

816

5.7%

2,251.5

21217

41,636

1,701

11.9%

4,085.4

21218

55,059

1,227

8.5%

2,228.5

21222

1,328

7

0.0%

527.1

21223

31,016

980

6.8%

3,159.7

21224

40,120

492

3.4%

1,226.3

21225

17,861

258

1.8%

1,444.5

21226

3,130

30

0.2%

958.5

21227

564

39

0.3%

6,914.9

21228

313

2

0.0%

639.0

21229

42,963

644

4.5%

1,499.0

21230

33,098

358

2.5%

1,063.5

21231

15,734

376

2.6%

2,389.7

21234

8,497

54

0.4%

635.5

21239

157

0

0.0%

0.0

21237

50

39

0.3%

78,000.0

21239

23,882

229

1.6%

958.9

Missing

760

Source: Flynn 2005.

At the local level, prevention efforts have
had mixed results. While the rates of new
AIDS and HIV cases have declined steadily,
they have recently increased in Baltimore
City, as can be seen in exhibits 2-6 and 2-7.
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Exhibit 2-6 shows that Baltimore’s rate of
new HIV cases in 2003 represents a 2.4
percent increase from the 2001 rate. The
EMA’s suburban jurisdictions show a
different trend, with a peak in new HIV
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Baltimore City’s rate of new
AIDS cases follows a pattern
similar to, but more extreme
than, that of its new HIV
cases. While, as exhibit 2-7
shows, the EMA’s rate of
AIDS incidence declined
from 1998 to 2001, and
again from 2001 to 2003 (for
a total decrease of almost 18
percent), Baltimore’s
decrease of 15.6 percent over
the same time period
conceals an important and
disturbing detail: though the
city’s rate of new AIDS
cases seems to be lower in
recent years than it was in
1998, most recently it has
shown an increase. In 2003,
the rate was more than 10
percent higher than it was in
2001(BC 2000a, DHMH
2003a, DHMH 2005g,
DHMH 2005c).
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Exhibit 2-6
HIV Incidence in the EMA: New HIV Cases in 1998, 2001 & 2003
250
1998
2001
2003
New HIV Cases per 100,000 Population

cases in 2001, followed by a
subsequent drop of almost
20 percent by 2003 (BC
2000a, DHMH 2003a,
DHMH 2005b, DHMH
2005c).

222.7

200

150

152.5

156.2

100

68.8

50

54.8

48.0

14.6
EMA (-30.2%)

Balt. City (-29.9%)

16.6

13.3

EMA less Balt. City (-8.9%)

Sources: BC 2000a, DHMH 2003a, DHMH 2005c, DHMH 2005g.

Exhibit 2-7
AIDS Incidence in the EMA: New AIDS Cases in 1998, 2001 &
2003
250
1998
2001
2003
New AIDS Cases per 100,000 Population

|

200

Prevalence
150
Turning to prevalent (living)
cases of HIV and AIDS,
128.2
exhibit 2-8 shows the trends
108.2
100
97.0
in actual numbers of HIV
and AIDS cases from 19952003. Since public health
50
40.9
goals concerning HIV
36.5
33.6
infections are 1) to prevent
9.7
10.2
9.8
0
uninfected people from
Balt. City (-15.6%)
EMA (-17.8%)
EMA less Balt. City (-4.9%)
becoming infected, 2) to
Sources: BC 2000a, DHMH 2003a, DHMH 2005c, DHMH 2005g.
prevent infected persons
from developing AIDS for as
the number of living HIV cases, the increase
long as possible and 3) to keep all infected
persons alive as long as possible, the trends
in new AIDS cases has slowed, probably as
more people remain HIV positive without
shown in the chart can be seen as positive.
becoming AIDS defined.
While there is a fairly consistent increase in
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Number of Prevalent Cases Annually

In 1998, there were 9,739 people with HIV
of new HIV cases, and 18 percent of new
and AIDS living in the EMA, or
AIDS cases, but the over-50 AIDS
approximately 393 per 100,00 general
percentage has increased 2 percent since
population (DHMH 2005g). Exhibits 2-9
1994. Youth ages 13-19 account for 3.7
and 2-10 show the rate of living HIV and
percent of those with HIV and 0.9 percent of
AIDS cases per 100,000 general population
those with AIDS. Children ages 0-12 have
in 1998, 2001 and 2003. In 1998, Baltimore
always been a small proportion of those with
City led the EMA jurisdictions in rate of
HIV and AIDS, but medical treatment has
HIV and AIDS prevalence:
758.6 and 478.4 per 100,000,
Exhibit 2-8
respectively, with no other
HIV & AIDS Prevalence in the EMA: Annual Number of Living
jurisdiction’s rate even
Cases in 1995 – 2003
coming close. By 2003, the
combined number of living
10,000
HIV and AIDS cases in the
Baltimore EMA had risen
EMA
EMA HIV
HIVPrev.
prev
EMA
EMA AIDS
AIDSPrev.
Prev
almost 76 percent to 17,132,
9,619
8,000
or about 664 per 100,000
general population (DHMH
6,000
2005c). Baltimore City again
7,513
had the highest rate of both
4,000
HIV and AIDS prevalence,
or 1,239.1 and 942.3 per
100,000, respectively.
2,000

Maryland data are reported
through 2003, while EMA
data are available for 2004.
Incidence data (new cases)
show statewide trends, while
a snapshot of living cases
(prevalence) is provided for
the EMA.
Age Distribution of
PLWH/As
In Maryland, the HIV/AIDS
epidemic has always been
concentrated in individuals
between the ages of 30-49
years. In 2003, 64 percent of
those diagnosed with HIV
and 71 percent of those
diagnosed with AIDS were
between 30 and 49 years of
age. Those ages 50 and
above account for 16 percent
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0

1996

1998

2000

2002

Sources: BC 2000a, DHMH 2003a, DHMH 2005c, DHMH 2005g.

Exhibit 2-9
HIV Prevalence in the EMA: Rate of Living Cases in 1998, 2001 &
2003
1400
1998
2001
2003

1200
Living HIV Cases per 100,000 Population

PROFILE OF PLWH/A BY
AGE, GENDER, RACE AND
EXPOSURE CATEGORY

1,239.1

1000

1,020.0

800
758.6

600

400
372.9
326.5

200

236.4

EMA (+57.7%)

Balt. City (+63.3%)

94.5
78.3
52.6
EMA minus Balt. City (+79.7%)

Sources: BC 2000a, DHMH 2003a, DHMH 2005c, DHMH 2005g.
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led to fewer children
becoming infected. In 2003
there were no new AIDS
cases among Maryland’s
children under 12, and only
7 new HIV cases. (DHMH
2005a:18).
The EMA shows a similar
age pattern to that of the
state, with the HIV and
AIDS prevalence for those
over 50 being 17 percent in
the EMA and 16 percent in
the state, while children 0-12
years of age are 1 percent of
those with HIV/AIDS for
both the EMA and the state
(Flynn 2005).
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Exhibit 2-10
AIDS Prevalence in the EMA: Rate of Living Cases in
1998, 2001 & 2003
g

,

1400
1998
2001
2003

1200
Living AIDS Cases per 100,000 Population

|

1000
942.3
840.7

800

600
478.4

400

265.4

200

291.2

156.2

0

EMA (+86.4%)

Balt. City (+97.0%)

82.1
71.5
42.8
EMA less Balt. City (+97.0%)

Gender Distribution of
Sources: BC 2000a, DHMH 2003a, DHMH 2005c, DHMH 2005g.
PLWH/A
The proportion of males
diagnosed with HIV and
Maryland’s population, this community
AIDS in Maryland has always exceeded that
accounted for 79.9 percent of all newly
of females, but the gender gap has narrowed
diagnosed HIV cases in 2003 and 73.7
over the years, from 90 percent male in 1985
percent of all living cases of HIV/AIDS as
to 64 percent male in 2003 (DHMH
of December 2004 (DHMH 2005a:37;
2005a:19).
2005h). Hispanics have remained
Within the Baltimore EMA, females
accounted for 37 percent of the HIV/AIDS
cases (Flynn 2005) and 38 percent of those
served by Ryan White Title I in 2004
(BCHD 2005a). The EMA follows the
state’s pattern in that the proportion of
females infected is growing. The 2003-2004
data for the EMA identified a two percent
increase in the number of women served
(BCHD 2005a).
Racial Distribution of PLWH/As
Throughout the entire state of Maryland, the
epidemic severely impacts the AfricanAmerican community. African-Americans
comprised 84.1 percent of all diagnosed
AIDS cases in 2003, a significant jump from
49.8 percent in 1985 (DHMH 2005a:37).
Although the black community only
represents approximately 28 percent of
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consistently around 2-3 percent of all AIDS
cases in Maryland from 1999 to 2003
(DHMH 2005a:37).
A closer look at the Baltimore EMA reveals
an even greater impact on AfricanAmericans in the surrounding counties,
where African-Americans comprised just 27
percent of the EMA population but 75.6
percent of all living HIV/AIDS cases as of
the end of 2004. (In Baltimore City,
African-Americans comprise of 64 percent
of the residents and 80.8 percent of all living
HIV/AIDS cases, so the discrepancy
between general population and HIV
population is far smaller.) The comparison is
starker within the individual counties. In
Anne Arundel County, African-Americans
make up only 13 percent of the population
while accounting for 54.3 percent of the
HIV/AIDS prevalence. In Baltimore County,
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African-Americans make up only 20 percent
of the population but 58.1 percent of the
HIV/AIDS prevalence. In Carroll County,
African-Americans constitute 2 percent of
the population while accounting for 43.1
percent of the HIV/AIDS prevalence. In
Harford County, blacks account for 9
percent of the population but make up 50.2
percent of the HIV/AIDS prevalence. In
Howard County, African-Americans make
up 14 percent of the population while
accounting for 48.6 percent of the
HIV/AIDS prevalence. In Queen Anne’s
County, African-Americans make up 9
percent of the population while accounting
for 40.5 percent of the HIV/AIDS
prevalence.
Conversely, other groups such as Hispanics,
Asians and Native Americans represent
about five percent of the EMA’s population.
In terms of the epidemic, they collectively
account for less than two percent of the
EMA’s total living HIV and AIDS cases
(DHMH 2005h).
Exposure Category Reported by PLWH/As
In Maryland, as in the EMA, injection drug
use (IDU) has historically been the most
common mode of transmission for HIV and
AIDS among new cases. In 2002, however,
for the first time heterosexual contact
became the most common primary
transmission mode for the state, accounting
for 47 percent of new HIV cases while IDU
was 33 percent (DHMH 2005a).
In the Baltimore EMA, however, IDU
remains the most common mode of exposure
for both HIV and AIDS cases, representing
48 percent of living cases, while
heterosexual sex accounts for 28 percent,
men who have sex with men (MSM) 18
percent, MSM and IDU combined activity 3
percent, and pediatric transmission 3
percent. Among those newly infected in the
EMA in 2004, IDU is still reported as the
most common transmission mode, although
heterosexual sex as a mode of transmission
is increasing (Flynn 2005).
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PREVALENCE OF CO-MORBIDITY
When HIV infection exists with co-morbid
conditions, such as substance abuse or
chronic mental illness, sexually transmitted
diseases, medication-adherence problems,
homelessness or a lack of insurance
coverage, the complexity of providing care
and the costs thereof dramatically increase.
In the Baltimore EMA, co-morbidities are
common among HIV-positive persons.
Traditional methods of service delivery are
inadequate to meet the needs. Medical costs
alone average between $10,000 and $12,000
per patient per year (BCHD 2005b:29).
When it became clear that significant
numbers of HIV-positive individuals were
seeking services but having difficulty
maintaining themselves in primary medical
care, due to co-existing conditions, the
Baltimore EMA began funding a comorbidities service category. This service is
an effort to co-locate medical care with
other treatment programs or services to
address addictions, mental illness, and
homelessness. In 2004, five percent of the
grant funds were dedicated to the primary
care: co-morbidity service category (BCHD
2005b:29).
Substance Abuse
As stated elsewhere, injecting drug use
continues to be one of the major modes of
transmission in the Baltimore EMA. The
estimate of the number of monthly illicit
substance users in Maryland in 2002-2004
was 315,000 (SAMHSA 2005a: table
6.21A). In fiscal year 2005, there were 8,201
treatment slots in Baltimore City (Parks and
Cypull 2005). It has been estimated by the
Baltimore Substance Abuse Systems, Inc.
(BSAS) that in 2003 there were up to 59,000
illicit substance users in Baltimore City
alone (BCHD 2005b:33). There were 22,074
clients receiving treatment in 2005 (DEWS
2005). Of those, Title I provided services for
3,885 in 2003 (BCHD 2005b:33) The
shortfall between treatment services
available and numbers of individuals
needing treatment more than demonstrates
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the tremendous impact that addictions has
on HIV planning. Seventy-seven percent of
all IDUs are African-American (Flynn
2005). About 47 percent of prevalent
HIV/AIDS cases among men listed IDU as
their mode of exposure and 51 percent of
females (Flynn 2005). The number of males
has dropped by nearly 11 percent since
2000, but the number of females identifying
injection drug use as the mode of
transmission has risen by 9 percent during
the same period (IGS 2002:32). Fifty-six
percent of IDUs receiving Title I-funded
treatment services were AIDS-defined at
intake (BCHD 2005b:33). Active drug use
contributes to a lack of utilization of
HAART and limited or poor adherence to
medications and treatment regimens, which
contribute to minimal changes in viral loads
and CD4 counts (IGS 2002:32).
With the introduction of buprenorphine as a
new treatment for heroin addiction, the
future of treatment services is improving.
Changes in the substance-abuse regulations
that allow buprenorphine to be provided in
office-based settings also have a positive
impact in reducing the costs of providing
treatment. The ongoing reduction in funding
coming into the EMA through state and
federal sources continues to create
challenges for HIV planners. Funding going
to BSAS, the primary administrator of funds
for substance-abuse treatment services, has
decreased by over $7 million since its peak
of $60.3 million in 2003 to $52.9 million in
2005 (DEWS 2005).
Sexually Transmitted Diseases
The Baltimore EMA has among the highest
gonorrhea and syphilis rates in the United
States (BCHD 2005b:30). The gonorrhea
rate for the EMA is nearly 4 times the rate
for the rest of Maryland per 100,000 persons
(415.6 cases per 100,000 persons). “People
with active syphilis, genital herpes, or
cancroid infection or who have chlamydia,
gonorrhea or trichmoniasis are 3 to 5 times
more likely to contract HIV if exposed than
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other people” notes the municipal health
department (BCHD 2005b:30).
Another co-morbid condition within the
HIV-positive substance addicted population
is hepatitis C. One source reports that
between 60 to 90 percent of IDUs are
infected with this infection. The EMA has
been funding hepatitis C testing, but the cost
of treatment is very high, at an estimated
annual cost of $35,000 per patient (BCHD
2005b:30).
Mental Health Services
The U.S. Substance Abuse and Mental
Health Services Administration estimates
that there are about 320,000 individuals in
Maryland who have serious mental illnesses
(SAMHSA 2005b). In Baltimore City, there
are 32,000 individuals receiving mentalhealth services and an informal estimate
from treatment providers suggests that
between 5 and 7 percent are HIV positive
(BSAS 2005). Over 47 percent of HIVpositive individuals interviewed for the
council’s 2004 consumer survey indicated
that they had needed mental-health services
in the previous year, and nearly 19 percent
stated that they had not received the needed
service (IGS 2005). There was nearly a 10
percent increase in those stating that they
needed this service from the responses to the
council’s 2001 survey, though this apparent
increase may have been in part caused by
the change in the way the two surveys were
administered (2004 was an intervieweradministered survey while 2003 was selfadministered).
Tuberculosis
There were 58 reported cases of tuberculosis
(TB) in Baltimore City in 2004. This was an
increase of 15 cases from 2003. Other
jurisdictions in the EMA also have had
increased cases from 2003: Baltimore
County has had five new cases from 2003,
and Howard County has had one new case
during the past year (CHA 2005). Although
the number of cases in the EMA is small,
there is a concern among public health
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officials that TB among HIV-positive
communities may be increasing. Worldwide,
it is estimated that about 13 million or one
third of the total HIV-infected population
has TB. People with HIV are 50 times more
likely to contract TB than HIV-negative
people (WHO 2005). The focus of TB
surveillance outlined by the CDC is
highlighting the interconnectedness of
HIV/AIDS, sexually transmitted diseases
(STDs) and TB. TB is responsible for one in
three deaths of people living with
HIV/AIDS (CDC 2005). “If plans to
eliminate TB and prevent the spread of HIV
and STDs are to succeed, they must be
integrated with each other” (CDC 2005).
The CDC identifies communities at risk for
TB infections among others as AfricanAmericans, Hispanics/Latinos, the homeless,
IDUs, substance abusers and people infected
with STDs, including HIV.
Homelessness
The homeless are a marginalized
subpopulation at extremely high risk for
AIDS. Studies indicate that the homeless are
more likely: 1) to be unemployed, 2) to have
less access to health care and 3) to be not
receiving or adhering to “highly active
antiretroviral therapy” or HAART (HRSA
1999). In the Baltimore EMA, and
specifically in Baltimore City, homelessness
creates hardships for those who are HIV
positive. On January 30, 2005, Baltimore
Homeless Services, Inc. and the Center for
Poverty Solutions conducted a census of
homelessness in Baltimore City. Their report
estimates that between 3,000 and 4,000
Baltimore residents are homeless on any
given night (DiPietro et al. 2005:1). The
predominant causes of homelessness are
attributed to 1) lack of affordable housing,
2) lack of an adequate income, 3) lack of
adequate health insurance combined with
poor health, and 4) lack of adequate
discharge planning from public institutions
(DiPietro et al. 2005:iii). Of those who are
homeless, it is estimated that 12 percent
have HIV/AIDS (DiPietro et al. 2005:6).
Multiple co-morbidities are common: the
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report estimates that 35 percent of homeless
individuals have a mental illness, and as
many as half of those with a mental illness
also have a co-occurring substance use
disorder. Also, 54 percent of homeless
individuals have some experience of
incarceration (DiPietro et al. 2005:6).
According to the Ryan White Title I funding
application submitted by BCHD for fiscal
year (FY) 2006, Baltimore City has a
homelessness rate of 2,530 per 100,000
residents (as compared with a Marylandwide rate of 743). Other EMA counties have
rates less than half the Maryland rate, except
for Carroll County with a reported rate of
914 (BCHD 2005b:66).
The planning council’s 2004 consumer
survey sheds light on the difficulties faced
by PLWH/As in obtaining stable housing.
EMA-wide, 36.6 percent of respondents
were in temporary housing, which is a
higher percentage than in previous consumer
surveys in this EMA. The percentage of
respondents living in the city itself in
temporary housing was fractionally under 40
percent (IGS 2005:15).
CONCLUSION
Both the state of Maryland and the
Baltimore area continue to be among the
hardest hit by HIV and AIDS. Within the
EMA, Baltimore City continues to show
much higher rates of both new cases and
living cases than do the counties. The
epidemic in the EMA continues to be about
four fifths African-American, concentrated
among those 30-50 years of age, and over 60
percent male. IDU continues to be the most
common exposure mechanism, but the
impact of heterosexual sex as a transmission
mode is increasing. The rate of increase in
the incidence of HIV and AIDS has slowed,
and infected individuals are living longer
and healthier lives. If PLHH/As are living
longer, this is a testament to the successes of
the EMA’s continuum of care; it means,
however, an increasing strain on a
decreasing overall Title I budget.
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CHAPTER 3
HISTORY OF THE RESPONSE TO THE HIV EPIDEMIC
EARLY MARYLAND AIDS HISTORY
As previously stated, Maryland, as with
much of the country, first became aware of
AIDS in the early 1980s. Maryland’s first
case of AIDS was reported in October 1981,
the second in December of that same year
(DHMH 2000a:1). Both cases were AfricanAmerican: the first a male homosexual and
the second a female injection drug user.
Further review of Maryland hospital records
and death certificates revealed two
previously unrecognized cases: one from
1980 and one from 1979. By 1990, the
cumulative number of AIDS cases had
reached 4,000. The rate of increase slowed
in the early 1990s, but the number of new
AIDS cases was still increasing by some
2,000 annually. Fourteen years into the
epidemic, in 1994, Maryland reached its tenthousandth AIDS case. With the
introduction of effective new therapies in
1996, the number of new cases reduced
drastically. However, the cumulative total of
AIDS cases had already surpassed 16,000.
The second 10,000 cases took only five
years to accumulate (DHMH 2000a:1). As
of the end of 2003, there were more than
28,000 Maryland citizens living with
HIV/AIDS, and the prevalence of HIV and
AIDS is increasing by about 2,000 people
per year (DHMH 2005a:6).
LOCAL BALTIMORE AREA RESPONSE
In the early 1980s, when AIDS was still
called “gay-related immunodeficiency
disease” (GRID), because, at that time,
nearly all cases reported were among male
homosexuals, it was grassroots
organizations like the Gay, Lesbian,
Bisexual and Transgender Community
Center of Baltimore (GLCCB) and the
People with AIDS (PWA) Coalition of
Baltimore that advocated and provided
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support for HIV-infected community in the
Baltimore area.
Founded in 1977, GLCCB’s mission is to
unite women and men of the local gay,
lesbian, bisexual and transgender
community with the goal of achieving
equality, human dignity and respect for
diversity. Since early in the HIV epidemic
gay men were largely impacted, it was only
logical for this group to respond. The
GLCCB continues to be a place of refuge for
this community still faced with the stigma of
HIV/AIDS. The center offers a range of
programs from support groups to HIV
testing and counseling.
In 1978, the Chase Brexton Clinic was
established to provide medical services to
the gay community. Initially a small health
program within the GLCCB, Chase Brexton
became known for its services for
HIV/AIDS and drew many non-gay HIV
patients to its services. For over a decade,
what is now called Chase Brexton Health
Services — the name changed when the
clinic incorporated in its own right in 1989
— has provided primary-care services to
HIV-infected adults.
In 1983, the Health Education Resource
Organization (HERO) was founded as an
educational resource to combat the hysteria
surrounding HIV. It created and operated
Maryland’s first AIDS hotline.
In October 1987, the PWA Coalition of
Baltimore was established. This group first
opened its doors to provide a supportive
environment for people facing what was
then a death sentence: AIDS. The PWA
Coalition was largely known for its
advocacy of HIV needs and interests
throughout the community, state and nation.
Although no longer in operation, the PWA
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Coalition served as a valuable information
center, networking with other communitybased organizations (CBOs) and sharing
current information on medical, social,
financial, legal and other HIV-related issues
with the entire HIV community throughout
the state.
In 1991, the Baltimore City Health
Department applied for a Ryan White Title I
grant for fiscal year 1992. (The initial
funding for the Baltimore EMA in 1992 was
$1,898,561, about one tenth of the current
figure.) The Greater Baltimore HIV Health
Services Planning Council was then formed
(in 1992). Originally, its membership mostly
consisted of service providers. However,
four years later, in 1996, the decisionmaking body shifted from being mostly
provider driven to one that more equally
represented service consumers (people
living with HIV/AIDS and in need of
medical care). Today, the council comprises
40 members, and more than half are
consumers. Other members include HIVcare providers (e.g., clinicians, researchers,
mental health providers, substance-abuse
treatment providers), local health
departments and governmental
representatives. The council maintains a
membership that is reflective of the
Baltimore HIV/AIDS epidemic. There is
substantial interest in council business;
meetings are usually attended by as many
guests as council members. Much of the
council’s HRSA-mandated work is
performed by any of 10 committees. Over
100 community members serve on the
committees, and visitor attendance is the
norm.
With the steady increase of HIV/AIDS cases
due to injection drug use in Maryland,
particularly in Baltimore City, officials
looked to alternative methods to prevent its
spread. After several failed attempts at
lobbying for an exemption from Maryland’s
law prohibiting the use of syringes, in 1994
Baltimore City secured the necessary
exemption and established the state’s first
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needle-exchange program. In May 1994,
then-Governor William Donald Schaefer
signed the law permitting Baltimore City to
institute a needle-exchange program. The
program was up and running by August
1994 (Rubin and McCampbell 2001).
Baltimore’s needle exchange program
included the following services: drugtreatment referral, HIV counseling and
treatment, TB skin testing and referrals,
syphilis serology and referrals to STD
clinics. In 2005, injection drug use continues
to be a key mode of transmission, along with
heterosexual contact and men who have sex
with men (DHMH 2005a:21).
In 1994, the Maryland AIDS Administration
formed a statewide Community Planning
Group (CPG). The CPG is tasked with
determining the state’s HIV-prevention
needs and priorities. This group is
comprised of HIV-infected persons,
members of communities, families affected
by the virus, advocates of the target
populations, CBOs, outreach workers and
other professionals working with at-risk
populations (Kryder-Coe et al. 2000). This
state- and community-wide partnership has
been vital in determining Maryland’s HIVprevention needs. The CPG’s most recent
HIV-prevention plan primarily focuses on
African-Americans of the following
categories for the central region: 1) HIVpositive persons, 2) heterosexual men and
women, 3) injection drug users, 4) MSMs
(gay, bisexual and other), and 5) special
populations such as incarcerated persons and
youth (CPG 2003:26). The CPG central
region includes all the jurisdictions of the
Baltimore EMA, except Carroll and Queen
Anne’s Counties, which are assigned to
other regions in Maryland.
In 1997, the AIDS Administration, as the
Ryan White Title II grantee, established five
HIV health services planning consortia.
These five consortia cover the central,
southern, Eastern Shore, Washington
suburban and western regions of the state.
The central consortium’s area is the same as
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the EMA’s minus Queen Anne’s County.
The consortia are responsible for identifying
service needs in their communities and for
prioritizing services funded by the grant. In
this respect, the consortia collectively
represent a sort of state-level, Title II
analogue to the Title I-funded planning
council.
In April 2002, the mayor of Baltimore
declared a state of emergency regarding HIV
disease, and the Baltimore City Council
formed a Commission on HIV/AIDS
Prevention and Treatment. In its final report,
the Commission recommended that
immediate action be taken by utilizing all
resources to effectively address the crisis
among citizens within the city (CHPT
2002).
NATIONAL RESPONSE
In August 1990, both the U.S. Senate and
House of Representatives passed a bill to
amend the Public Health Service Act to
provide grants to improve the quality and
availability of care for individuals and
families with HIV disease. This bill was
titled the Ryan White Comprehensive AIDS
Resources Emergency Act of 1990. Six
years later, this legislation was reauthorized
and amended as the Ryan White CARE Act
of 1996. On October 18, 2000, its second set
of amendments was enacted, granting five
further years’ authority. The purpose of the
CARE Act’s Title I is to provide emergency
assistance to localities that are
disproportionately affected by the HIV
epidemic, more specifically those
metropolitan areas with a population of
500,000 or greater reporting at least 2,000
cases of AIDS.
In October 1998, the Clinton administration
declared HIV/AIDS in racial and ethnic
minority communities a “severe and
ongoing health crisis.” The administration
and the U.S. Department of Health and
Human Services (DHHS), in collaboration
with the Congressional Black Caucus
(CBC), announced a new $156 million
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initiative to address this crisis through
increased funding and outreach to these
communities. In FY 1999, the initiative
targeted African-American and Hispanic
communities. In FY 2000, the Minority
AIDS Initiative (MAI) was created to
include all communities of color. MAI
began in FY 1999 with $156 million, and
the funding to support the expanded
programs increased to $251 million in FY
2000, and $350 million in FY 2001 (HRSA
2005c). Baltimore funds MAI initiatives in
four categories.
In his 2005 State of the Union address,
President Bush called upon Congress to
reauthorize the CARE Act. The president
said, “Because HIV/AIDS brings suffering
and fear into so many lives, I ask you to
reauthorize the Ryan White Act to
encourage prevention, and provide care and
treatment to the victims of that disease. And
as we update this important law, we must
focus our efforts on fellow citizens with the
highest rates of new cases, AfricanAmerican men and women” (Bush 2005).
The CARE Act has not been reauthorized as
of this writing; it is expected to be
reauthorized in the 2005-2006 Congress.
MEDICAL RESPONSE
The first reports of the cluster of symptoms
initially called GRID and later called AIDS,
was reported in the summer of 1981
(MMWR 1981). Within a year, it was clear
that AIDS was sexually transmissible, and
was spreading among gay men. Within two
years, the HIV virus was identified.
In 1986 the U.S. Food and Drug
Administration (FDA) approved the first
antiviral drug zidovudine (ZDV; AZT).
AZT is a nucleoside analog reverse
transcriptase inhibitor. Other nucleoside
analogs were developed followed by a group
of drugs called non-nucleoside analog
reverse transcriptase inhibitors, and then by
protease inhibitors. Most patients were
treated by a single drug. However, during
this period understanding of the disease
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continued to develop, including
understanding of the process of resistance
(the virus gradually becoming less sensitive
to specific antiviral medications).
A shift to combination therapy began in
1995. In combination therapy, drugs from
two or more classes are used
simultaneously. When nucleoside analog
drugs, non-nucleoside analog drugs and
protease inhibitors are used in concert, these
drug combinations are referred to as “highly
active antiretroviral therapy” or HAART. By
the start of 1997, combination therapy had
become the standard of care for HIVinfected individuals who had begun to
exhibit signs of significant
immunosuppression. Now in use for a
decade, combination therapies have resulted
in a decline in death rates from AIDS in the
United States, as well as in new AIDS
diagnoses and in hospitalizations for
HIV/AIDS-related complications. Other
factors have been at work as well, including
improved treatment of and prophylaxis
against opportunistic infections as well as a
long-projected epidemiological drop off as
the huge first wave of people infected with
HIV in the 1970s or early 1980s died in the
early to mid-1990s.
HAART does not eliminate HIV in the
infected individual, because the virus has the
capacity to remain dormant in certain cells
and also to infect difficult-to-reach cells in
the central nervous system and other parts of
the body. Also, individuals can develop full
or partial resistance to antiviral medications
after as little as a week of missed
medication, irregular use, or incomplete
doses, and cross-resistance is very common.
More recently, in one large study, 8.3
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percent of newly diagnosed individuals had
resistance mutations (Weinstock et al.
2004). In another, 76 percent of patients
with detectable viral loads on therapy had
resistance to at least one drug class
(Richman et al. 2004). When HIV develops
resistance to a particular drug or
combination, viral load begins to rise and
providers usually select alternative
medications. However, the number of
changes available is limited, reinforcing the
need for patients to adhere closely to their
medication regimens. Also, ongoing use of
these powerful, toxic medications presents
complicating factors of its own — notably
damage to vital organs such as the liver,
kidneys and heart.
The history of HIV treatments is a
constantly unfolding one. Even as current
therapies have demonstrated both enormous
power and distinct limitations, new
generations of treatments are in
development (Shernoff and Smith 2001).
CONCLUSION
Planning for care for Baltimore area’s
PLWH/As requires awareness both of
history and of evolving trends in: 1) the
disease and medical responses to it and 2)
the local, regional, and national political
responses to the epidemic. Even as
Baltimore and Maryland have been
particularly hard hit by HIV/AIDS, the
response to the epidemic has been rapid and
innovative. However, increasing client
rosters and decreasing funds are significant
risks to successful response.
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CHAPTER 4
ASSESSMENT OF CARE AND PREVENTION NEEDS
This chapter addresses needs: the primary
health care and treatment needs of those
who know their HIV status and are not in
care, as well as the needs of those currently
in the HIV/AIDS care system. The chapter
begins by looking at the state situation
regarding gaps in care and prevention needs,
and then presents EMA gaps in care
identified by the council’s 2004 consumer
survey, as well as the EMA’s estimated
unmet need.

HRSA at the end of January of 2006. The
planning council and other planning bodies
are participating in this initiative to ensure
cooperation and coordination across titles.
Informal Provider Survey
Providers were asked by the administrative
agent about the impact of funding cuts on
services. Twenty-one providers replied. Of
these:


Four reported high impact, four reported
medium impact, three reported low
impact, three reported no impact, and
seven responded with “not applicable”
or did not respond.



Three have procedures in place to
document the impact.



Six absorbed some of the reductions in
administrative costs.



Three reported having wait lists (ABC
2005).

STATE OF MARYLAND GAPS IN CARE
Statewide Coordinated Statement of Need
The Statewide Coordinated Statement of
Need, prepared in 2001 by the Maryland
AIDS Administration (as Title II grantee),
was a written declaration of needs for the
entire state developed through a process
designed collaboratively to identify
emerging trends in HIV/AIDS health and
support services, critical gaps in service in
Maryland and the cross-cutting issues across
all titles of the CARE Act (DHMH 2001).
The SCSN included input from a variety of
consumers and providers throughout the
state. Meetings were held in all five Title II
consortia regions (central, Eastern Shore,
suburban Washington, southern and
western). Among the participants were
PLWH/As, representatives from Titles I, II,
III, IV and Part F (the latter concerning itself
with special projects of national significance
and AIDS education and training centers)
and local health departments, as well as
youth, housing, mental-health and
community-based organizations. Exhibit 4-1
lists the critical gaps by service category in
the current continuum of care, as identified
by the SCSN participants.
The state AIDS Administration is in the
process of revising the Statewide
Coordinated Statement of Need, due to
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STATE OF MARYLAND PREVENTION NEEDS
This section discusses prevention needs,
while prevention activities are presented in
chapter 5.
The Maryland HIV Prevention Plan details
what is needed to fight the spread of HIV in
Maryland, based on behavioral science,
epidemiology, and input from affected
communities. The HIV Prevention Plan is a
product of Maryland’s Community Planning
Group, in collaboration with the state’s
AIDS Administration. The current plan
describes what is needed to prevent the
spread of HIV during the years 2004 to
2008. The plan represents a union of
community input and science. In developing
this plan, community members partnered
with public health experts to collect,
consider, and apply input directly from

45

|

|

Comprehensive Plan for HIV Service Delivery in the Baltimore EMA

persons with, and at risk for, HIV infection.
In addition, the CPG based the plan on
epidemiological data and behavioral science
findings.
The plan is used by the Maryland AIDS
Administration to guide its HIV-prevention
strategies and program efforts. The AIDS
Administration encourages other agencies to
use the plan to guide their own HIVprevention efforts (DHMH 2005d).
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In its prevention priorities, the CPG ranks
prevention population priorities as follows:
1. HIV-positive persons.
2. Heterosexuals (88 percent AfricanAmerican).
3. Injection drug users (IDU) (85 percent
African-American).
4. Men who have sex with men (MSM) (69
percent African-American).

Exhibit 4-1
Statewide Coordinated Statement of Need, 2001, Gaps in Services by Category
Ambulatory/Outpatient medical care: Lack of cultural competence; need for evening and weekend
hours; increased clinic hours (rural regions); expansion of the clinic to the lower Eastern Shore; need for
access to genotype/phenotype testing.
Buddy companion: Lack of availability (rural areas).
Case management: Need for coordination with the Medicaid managed-care organizations (MCOs);
increased adherence activities to assist clients with their medication and treatment regimens; need for
bilingual case managers (urban areas).
Child care: Lack of adequate and accessible child care; need for trained care providers on site at medical
facilities.
Counseling: Need for bereavement counseling and crisis intervention for families and children; need for
nutritional counseling and access to nutritional services (urban areas); need for all types of support groups
(urban areas); need to advertise and promote support groups (rural areas).
Dental care: Insufficient weekend and evening hours; lack of emergency dental services; lack of
HIV/AIDS information provided to providers.
Food bank: Need for more food-bank sites, vouchers and more food choices.
Home-delivered meals/groceries: Lack of food services and choices (rural areas).
Housing assistance: Lack of coordination of between Ryan White Titles I, II and HOPWA; need for
ongoing assistance for rent (urban areas); need for all types of housing (rural areas).
Interpreter services: Need for professional bilingual interpreters.
Legal services: Lack of availability for undocumented immigrants.
Mental health services: Need for services for dually and triply diagnosed clients; need for more flexible
hours; coordination with primary medical care and subspecialty providers; coverage for of psychotropic
medications by MADAP; need for bilingual providers (urban areas); need for more ongoing, long-term
professional care and support groups.
Nutritional services: A statewide need.
Outreach: Increased need for the hard-to-reach populations.
Substance-abuse treatment: Limitations in the number of treatment slots, the types of treatment and the
duration of programs.
Transportation: Lack of services; need for taxi service (rural areas).
Source: DHMH 2001.
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5. Special populations (DHMH 2005f).
These priorities are based on inputs from the
Centers for Disease Control and Prevention
and community planners, epidemiological
and targeting considerations. The CDC
requires that states have one set of statewide
HIV-prevention priorities, and requires that
persons living with HIV/AIDS be ranked
number one on this list. The CPC and the
CDC are redirecting HIV-prevention
programming away from education-only to
behavioral counseling, skills-practice
interventions. The priorities are based on
trends in HIV incidence. Rankings are based
on risk first, based on the concept that
behavior, not membership in racial groups,
puts people at risk for HIV infection.
Interventions recommended by the CPG and
shown to be effective in the behavioral
science literature include:


Prevention case management.



Validated group level interventions.



Individual level interventions.



HIV counseling, testing and referral.



Partner counseling and referral services
(DHMH 2005d).

BALTIMORE EMA HIV MEDICAL CARE
NEEDS FOR CORE AND OTHER SUPPORT
SERVICES
The CARE Act mandates that planning
councils conduct needs assessments that
determine the unmet health care and service
needs of PLWH/As. HRSA seeks
information regarding both unmet need and
service gaps. Unmet need is defined as the
need for health care by those who know they
have HIV but are not receiving primary
medical care; a service gap is the need for a
service that has not been addressed (HRSA
2003:40). HRSA has defined the core
categories to be: 1) primary medical care
consistent with Public Health Service
Treatment Guidelines, 2) HIV-related
medications, 3) mental-health treatment, 4)
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substance-abuse treatment, 5) oral health,
and 6) case management (HRSA 2005d:4).
In identifying care and prevention needs, the
planning council collects and analyzes
primary and secondary data, and utilizes the
resources and research of other
organizations and agencies to ascertain
consumers’ needs for HIV-related services.
Thus, the planning council uses a variety of
needs-assessment methods to gather data
that, when combined, create a complete
picture of unmet need and service gaps.
The Consumer Survey
One needs assessment method is the
consumer survey. The survey collects selfreported data from consumers who assess
their own needs. Self-reported data are
critical to understanding the barriers that
consumers encounter when navigating the
care system and attempting to access
services. Moreover, when the consumer
survey data are combined with data from
other sources, such as epidemiological data
from the state and utilization data from
providers, a picture of the epidemic in
Baltimore emerges that cannot be shown in
any other manner.
The planning council’s 2004 consumer
survey was an interviewer-administered
survey of a convenience sample of 609
PLWH/As. Anonymous interviews were
conducted by 13 trained interviewers in 48
different HIV-service provider locations in
4
all jurisdictions of the EMA (IGS 2005).
The survey was comprehensive in that, in
addition to containing questions designed to
gather demographic data about each
consumer, it contained questions designed to
help the planners determine what services
consumers felt they needed, whether the
consumers’ needs were being met, and what
barriers consumers encountered when trying
to access services.

4

All data in the “Consumer Survey” section of this
chapter come from IGS 2005.
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InterGroup Services, Inc. (IGS) was
contracted on behalf of the council, to
oversee development of the survey
instrument and implementation
methodology, the coordination of the
interview sites and interviewers, and the
recording, storage and analysis of completed
surveys. IGS’s approach to its
responsibilities was multifaceted. First, IGS
worked with the planning council’s Needs
Assessment Committee (NAC) to review the
planning council’s previous consumer
survey projects. Next, an independent panel
of experts was assembled to review the
survey instrument and methodology that the
NAC developed. As the interviewing
environment was secured with HIV-service
providers throughout the EMA, interviewers
were hired and trained on practical matters,
such as the use of the instrument, as well as
less obvious, but no less important, concerns
such as cultural sensitivity. Finally,
following a small pilot test of the instrument
and process, data collection was begun
throughout the EMA and lasted for seven
weeks. The survey responses were entered
into an IGS custom-designed database, and
an independent panel of experts was again
assembled to review the preliminary results
and suggest additional avenues of analysis.
The survey questions were grouped by
service category. For each service category,
consumers were asked to first assess their
need for the services funded through that
category, as well as their ability to access
the services within the past year. Then, if
they had been able to access the services,
they were asked to identify the jurisdictions
in which they had done so; if they had been
unable to access the services, they were
asked to identify the barriers that prevented
them from doing so.
Because the survey was organized by
service category, results are presented here
in that same fashion. To facilitate analysis,
the service categories were ranked in order
of the consumers’ demand for them. The
ranking names are shown below, preceded
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by the shorthand nomenclature used in
exhibit 4-2, EMA-Wide Service Demand.
PMC:
Dental:
Case Mgm:
LC/DRP:
Transp:
EFA:
Hs. Ast. Per.:
Hs. Ast. Tmp.:
Clnt. Adv.:
Nut. Cnsl.:
Ment. Hlth.:
Food Bank:
Outreach:
Legal:
Psychosoc.:
SAT:
Trt. Adh:
Rehab:
Home Hlth:
D&R Child<6:
D&R Child>6:
Hospice:
Translate:
D&R Adult:

Primary medical care
Oral health services
Case management
Local consortium drug
reimbursement program
Transportation
Emergency financial
assistance
Housing assistance
services-permanent
Housing assistance
services-temporary
Client advocacy
Nutritional counseling
Mental health
Food bank and home
delivered meals
Outreach/linkage to care
Legal services
Psychosocial support
services
Substance-abuse
treatment
Treatment adherence
Rehabilitation services
Home health services
Day and respite care
children under 6
Day and respite care
children 6 and above
Hospice services
Translation services
Day and respite care

In exhibit 4-2, service categories are
organized in the order of services survey
respondents indicated were most needed. It
is important to realize that a high unmetdemand figure does not necessarily mean
that the service is in high demand. For
example, if five people identified a need for
a service, but only one person received it,
the unmet demand is 80 percent (calculated
by dividing the four who did not receive the
service by the five who identified a need for
it). An unmet demand of 80 percent sounds
high, but one must remember that only five
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Exhibit 4-2
Chart 1
EMA-Wide
Service
Demand Demand
EMA-Wide
Service
PMC
Dental
Case Mgmt
L/CDRP
Transp.
EFA
Hs. Ast. Per.
Hs. Ast. Tmp.
Clnt. Adv.
Nut. Cnsl.
Ment. Hlth.
Food Bank
Outreach
Legal
Psychosoc.
SAT
Trt. Adh.
Rehab
Home Hlth.
D&R Child<6
D&R Child>6
Hospice
Translate
D&R Adult

91.8
82.6
81.6
78.7
62.9
62.9
58.8
58.6
55.2
53.7
47.5
47.5
47.0
41.5
40.6
29.6
29.4
23.0
8.0
5.4
4.9
2.1
1.3
0.8

0%

20%

40%

60%

80%

100%

Source: IGS Client Survey

people wanted the service to start with.
Therefore, when considering the chart of
unmet demand, it is important to
simultaneously consider the service
category’s ranking on the list of client
priorities. That said, if the percentage of
unmet demand in a given service category
exceeded 15 percent, it was generally
considered an indication of poor correlation
between demand and use in that category
and triggered further exploration of
demographic data about those unable to
access the service or the barriers they
encountered when attempting to do so.
Exhibit 4-2 illustrates that ranking for all
respondents who indicated that they needed
a particular service.
Primary medical care was the service in
greatest demand, with 91.8 percent of
respondents saying that they need primary
medical care. Dental care was ranked second
most demanded service, with 82.6 percent of
the respondents saying that they need it, and
so on.
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It is worth reiterating that these data are
based on client perception. Perhaps more
important than the ranking of the
respondents’ service needs are the rankings
of the services that respondents were unable
to receive and the respondents’ assessments
of why they were unable to receive certain
services.
Having ranked all of those services for
which any consumer identified a need by the
rate of demand for the service, one can next
consider how successfully consumers are
able to access the services. Unmet service
demand was calculated by dividing the
number of respondents who said they
needed but could not access a particular
service by the total number of respondents
who said they needed that service.
Exhibit 4-3 illustrates the percentage of
consumer demand (EMA-wide) for each
service that has gone unmet. Four of the six
HRSA core categories appear as the services
in highest demand in the EMA. For
example, primary medical care, which was
the service that most (91.8 percent)
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Exhibit
4-3 2
Chart

EMA-Wide
Unmet
Service
EMA-Wide
Unmet
Service
DemandDemand
2.5

PMC
Dental
Case Mgmt
L/CDRP
Transp.
EFA
Hs. Ast. Per.
Hs. Ast. Tmp.
Clnt. Adv.
Nut. Cnsl.
Ment. Hlth.
Food Bank
Outreach
Legal
Psychosoc.
SAT
Trt. Adh.
Rehab
Home Hlth.
D&R Child<6
D&R Child>6
Hospice
Translate
D&R Adult

52.3
14.3
13.8
15.7
48.8
55.6
46.2
28.6
52.6
18.7
53.3
38.1
75.1
26.7
16.7
2.8
57.1
75.5
42.4
63.3
84.6
62.5
60.0
0%

20%

40%

60%

80%

100%

Source: IGS Client Survey

respondents felt they needed, was
successfully accessed by all but 2.5 percent
of respondents. This is not surprising given
that the survey was administered at medical
provider locations. Dental care, however, for
which 82.6 percent of respondents felt a
need, was not received by 52.3 percent of
those who felt they needed it. The survey
did not, however, question respondents’
understanding of the specific services
covered by the CARE Act; respondents may
have been expressing a perceived need for
services that are not covered.
Lack of knowledge of available services was
cited as a barrier to care more than any other
barrier — 13.5 percent of those who needed
but did not receive a service said it was
because they did not know the service was
available. Of those clients, almost all (99.7
percent) were in primary medical care,
nearly three-quarters (70.3 percent) had a
case manager, and more than a third (34.8
percent) had seen an outreach worker in the
past year. Clearly, the majority of these
consumers have some connection to the
Ryan White system of care, yet the breadth
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of their knowledge about that system of care
is limited. Further study would be required
to better understand the channels through
which consumers receive information about
HIV services in general, and the HIV
services funded through Ryan White
specifically, so that those channels can be
more effectively leveraged to educate
consumers. Any further studies on
consumers’ information-seeking behavior
should include a means to understand the
channels and messages that are most likely
to motivate consumers to action. In other
words, the projects should recognize that
consumers may not necessarily value all
communication and education channels
(e.g., a consumer may fail to take action on a
message received from a case manager or
other care system professional numerous
times, but then take action on the same
message after hearing it only once from a
peer).
Additional projects on effective
communication channels should include an
analysis of the relationship of outreach
workers to client access to services. The
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survey results in the outreach services
category imply a high level of interest in or
demand for this service (46.9 percent of
clients expressing a need for the service), yet
also a high percentage of unmet demand
(38.1 percent). Well over a third (39.4
percent) of those with unmet demand had
never seen an outreach worker in their area,
and 9.3 percent of those lived in a ZIP code
(21223) with one of the five highest rates of
HIV prevalence in the EMA. Consumers are
looking for an information source that is, by
definition, supposed to come to them, and
are finding that information source to be
absent. An assessment of the availability and
deployment of outreach workers, as well as
consumers’ expectation of what these
workers can provide, may identify ways to
bridge a gap in consumer knowledge of
services.
The consumer survey identified significant
trends. EMA-wide, lack of consumer
knowledge of available services is a
considerable barrier to care. Outreach
workers may offer a solution to the problem
of insufficient consumer knowledge, but the
volume and location of their deployment
must be analyzed. By averaging the total
number of individuals needing but not
receiving a service in each service category,
one can obtain a very rough estimate of
overall unmet services in the EMA — about
45 percent. In other words, across all
jurisdictions, approximately 45 percent of
PLWH/As needing at least one HIV-related
service did not receive that service.
BALTIMORE EMA UNMET NEED ESTIMATE
Unmet need is defined by HRSA as the
percentage of people who know that they are
HIV positive and who are not receiving
primary medical care (PMC). A person is
defined as being in primary medical care if
one of the following criteria are met during a
12 month period: 1) receipt of a viral load or
CD4 cell count or 2) one or more primary
care visits.
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Estimates of unmet need in the Baltimore
EMA vary from 16 percent to 35 percent.
The EMA’s 2006 Title I application
estimated unmet need at 16 percent, based
on 2002 data. The framework and
background information for the application’s
estimate are included in the application
(BCHD 2005b:58). Since the comprehensive
plan looks forward three years, the planning
council’s Needs Assessment Committee
revised the unmet need estimate for the
Baltimore EMA using more current data
where they were available, and developed an
updated estimate of 35 percent.
Challenges associated with developing an
unmet need estimate for the EMA include
the following: 1) numerous data sources
used in the evaluation do not all collect and
report data in a standardized manner and 2)
clients who have multiple funding sources,
or who move from one funding source to
another during the year make it difficult to
collect unduplicated client data. These
challenges make it necessary to
“unduplicate” the count of those in care,
attributing each person only to the funding
source responsible for the greatest
proportion of his or her care. It is anticipated
that, with future estimates, information on
clients who are in care in the EMA will be
available from a single, unduplicated source:
surveillance data from the Maryland AIDS
Administration. This agency is in the
process of implementing mandatory viral
load test reporting using a unique number
that will provide higher accuracy in
estimating the unduplicated number of
clients in care.
The NAC analyzed the EMA’s unmet need
from a somewhat different perspective and
used a different methodology than was used
in the application. In identifying care
patterns, the committee did not use a
formula to unduplicate clients; instead, it
counted clients in the funding stream that
was responsible for paying for the majority
of the clients’ primary medical care. For
example, the EMA’s Title I program
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Exhibit 4-4
Baltimore EMA Comprehensive Plan Estimate of Unmet Need in 2004

Input

Value

Data Source

EMA Population of PLWH/As
A. Number of persons living with HIV/AIDS
(PLWH/As) as of December 31, 2004.

18,001

This estimate uses data reported through 3/31/2005 (Flynn
2005:2).

B. Title I — Uninsured PLWH/As receiving
primary HIV medical care from Title I
(2004 data).

2,209

Title I served 10,096 people in 2004, providing primary
medical care (PMC) to 6,312. The 2,209 reported here had
no other insurance (35%). The other 65% of those
receiving Title I PMC had other primary coverage and are
counted below (private insurance 10%, Medicare 10%,
Medicaid 32%, other public or other 13%) (Brisueno 2005:
9,13).

C. Titles II and IV — PLWH/As receiving
primary HIV medical care at Title II or IV
or State funded agency (2002 data).

1,242

Administrative reports for Title II or IV or state funded
agencies for 2002, multiplied by factor used in 2006
application (2,485 multiplied by 0.5).

D. Title III — PLWH/As receiving primary
HIV medical care at Title III agency (2004
data).

1,133

Numbers served in primary care reported by 3 programs,
estimated for fourth program based on award amount and
average cost per capita (reported by programs for priority
setting, July 2005).

E. Private Health Insurance — PLWH/As
covered by private health insurance
(2004 data).

1,800

Title I serves 56% of the EMA’s PLWH/As. Vendors report
that 10% of Title I clients reporting have private health
insurance as their primary funding source. Assumption
made that 10% of those not seeking care from Title I also
are covered by private health insurance.

F. Medicaid — PLWH/As identified in
Medicaid HealthChoice program (2004
data).

2,843

Medicaid report to Title I Planning Council, July 2005.

Care Patterns

G. VA — PLWH/As receiving primary HIV
medical care at Veterans Administration
facilities (2002 estimate).

627

H. Medicare — Estimated PLWH/As having
PMC covered by Medicare (2004
estimate).

1,800

The Baltimore VA reporting station served 51,369 people in
2002, of whom 627 were HIV patients (VA 2003:13).
Title I serves 56% of the EMA’s PLWH/As. Vendors report
that 10% of Title I clients reporting have Medicare as their
primary funding source. Assumption made that 10% of
those not seeking care from Title I also are covered by
Medicare.

Calculated Results
I. In care — Estimated unduplicated number
of PLWH/As receiving primary HIV
medical care.

11,654

J. Not in care — Number of PLWH/As not
receiving primary HIV medical care.

6,347

K. Unmet need estimate — Percent of the
EMA’s PLWH/As who are not receiving
primary HIV medical care.

35%

financed some PMC for 6,312 PLWH/As.
However, in this framework, only the 35
percent (2,209) of those receiving Title I
PMC whom providers report as
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The sum of B through H.

A, less the sum of B through H (18,001-11,654).
J as a percent of A.

uninsured were counted as “in care” under
Title I. The others were counted under the
primary funding source reported by
providers.
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There are a number of possible sources of
error in the data available for developing
this estimate. The most significant is that the
variety of independent data sources do not
allow for use of the state’s uniform
identification number to unduplicate across
funding sources, which may result in an
overestimate of those in care. For example,
data on those served by the Veterans
Administration were not unduplicated, so
some veterans may have been counted
twice. Second, where the NAC did not have
primary source data on the numbers served
by a funding source, it calculated estimates
based on reports by Title I providers, which
may either over- or underestimate the “in
care” numbers for the roughly 8,000
PLWH/As who receive no services from
Title I. Finally, there is a lag in reporting
new cases which may result in a small
underestimate of the number of PLWH/As
in the EMA as of December 31, 2004.
The framework for the revised estimate is
shown in exhibit 4-4, Baltimore EMA
Comprehensive Plan Estimate of Unmet
Need in 2004.

|

ambulatory/outpatient medical care, the
SCSN cites a lack of cultural competence,
the need for evening and weekend hours,
increased clinic hours for rural regions, and
the need for genotype and phenotype tests.
The Maryland HIV Prevention Plan
specifies five key prevention population
priorities, with the top three being HIVpositive persons, heterosexuals (88 percent
African-American), and injection drug users
(85 percent African-American). The review
of EMA-specific care and treatment needs
looks at results of the council’s 2004
consumer survey, in which PLWH/As
surveyed at provider locations reported that
about 45 percent did not receive at least one
HIV-related service they reported needing,
and lack of information was reported as a
barrier more often than any other. In an
update of the unmet need estimate, the
council’s Needs Assessment Committee
estimates that 35 percent of the EMA’s
people who know they are HIV positive
have not received a primary care visit in the
past year. This estimate validates the
concerns raised in chapter 3 that, after two
years of decreased Title I funding,
substantial PLWH/A needs are going unmet.

CONCLUSION
At the state level, the 2003-2005 Statewide
Coordinated Statement of Need identifies
statewide gaps in the continuum of care for
16 service categories. For example, for
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CHAPTER 5
THE CURRENT CONTINUUM OF CARE
OVERVIEW OF THE CURRENT CONTINUUM
OF CARE

access services. As discussed in greater
detail in chapter 2, in the EMA in 2004,
African-Americans made up 84 percent of
those with HIV, 62 percent were male, the
vast majority were age 20-59, and the most
common exposure methods reported for the
year were IDU at 48 percent, heterosexual
sex at 28 percent, and men having sex with
men at 18 percent (Flynn 2005).

A continuum of care is the comprehensive
range of services required by individuals and
families with HIV infection to meet their
health-care and supportive-service needs
throughout the course of their illness. The
Baltimore EMA’s continuum of care
consists of five
critical components:
1) primary HIV
Exhibit 5-1
prevention, 2)
Pathways for Entry into Care
secondary HIV
prevention, 3) access
to care services, 4)
Primary HIV Prevention
Secondary HIV Prevention
• Prevention outreach
• Counseling & testing
medical treatment and
• HIV/AIDS hotlines
• Outreach & risk reduction
other health and
• Marketing activities
• Needle exchange program
support services and
5) monitoring and
quality of care. As
Medical Care
shown in exhibit 5-1,
there are many points
• Early HIV treatment
at which HIV• Prevention of AIDS
infected individuals
progression
can enter care within
the Baltimore EMA.

Numerous public and
Case Management Services
Health and Support Services
private providers
• Initial assessment
• Housing services
offer services along
• Individualized plan
• Substance-abuse treatment
• Coordination of services
• Medications
this continuum of care
• Periodic re-evaluation
• Misc. other services
for those who are
HIV positive and
AIDS defined. Many
Source: PC 2002.
of these providers
receive funds through
Primary HIV Prevention
Ryan White contracts, but not all: as the
Primary HIV prevention means preventing
funding source of last resort, the EMA
uninfected people from becoming infected
coordinates and connects PLWH/As with
with HIV virus (CDC 1998). To accomplish
services funded through other sources.
this effectively, planners and communities
must have data about who is at risk, and
Before considering the continuum of care, it
have available best-practice interventions
is important to review the characteristics of
and the resources to address barriers and
those who need services and those who
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promote healthy behavior (CDC 2001).
Thirty percent of the population at risk do
not know they are at risk (Bartlett 2005).
Therefore, consideration must be given to
testing everyone receiving medical care
whether through private physicians or
through the public health care system.
In Maryland, the majority of primary HIVprevention funds are administered by the
Maryland AIDS Administration, which
distributes a large portion of CDC
prevention dollars to CBOs and local county
health departments. The mission of the
Baltimore City Sexually Transmitted
Disease Prevention Program is to educate
the residents of Baltimore City about risk
factors associated with sexually transmitted
diseases and to promote healthy behaviors
by reducing the risk of infection through
counseling, screening, and treatment
services, thereby, ultimately reducing the
incidence of STDs in Baltimore City. The
STD prevention program also strives to be a
leader and resource for other providers in
the community through the provision of
technical assistance, prevention education,
and the promotion of collaborative
opportunities.
One of Baltimore City’s early innovations to
reduce the incidence of blood-born diseases
was the initiation of the Needle Exchange
Program (NEP), begun in August 1994.
Maryland is one of a few states to have
legislatively supported the implementation
of a needle-exchange program as a harmreduction measure to reduce HIV incidence
among injecting drug users. A focus of NEP
is to link drug users to drug treatment. This
program is nationally known for its success
in decreasing HIV seroconversion (a change
from having a HIV negative status to HIV
positive) among regular clients. NEP offers
counseling and testing as well as referrals
for drug treatment and referrals to medical
care for those who are identified as HIV
positive. The program has enrolled 15,275
clients over its 11 years. About 70 new
clients are enrolled per month. Two
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thousand seven hundred people have been
placed in drug treatment programs since
1994. The program operates 2 vans, day and
evening, 6 days per week at 12 sites, and has
1 pharmacy-based location. The program
has lead to a drop in the percent of HIV
cases attributed to injection drug use, from a
high of 60.4 percent in 1994 to its current
rate of 41 percent (Rucker 2005).
For fiscal year 2004, a total of $10,244,452
in federal resources was budgeted for HIVprevention projects statewide (Kaiser 2004).
Prevention activities and projects were
planned according to priorities guided by
epidemiological data, community input, and
guidance from the CDC. For the years 2004
through 2008, state priorities are: HIVinfected persons (prevention for positives),
high-risk heterosexual persons, injecting
drug users, men who have sex with men, and
special populations including
Hispanic/Latinos and deaf and transgender
persons (DHMH 2005a:73).
The AIDS Administration manages
prevention money, which is allocated to the
five regions of the state by means of a state
formula. As noted previously, the CPG,
representing five regions of the state, is the
central vehicle for prevention planning in
Maryland (CPG 2003:4). The CPG meets to
develop the comprehensive HIV prevention
plan, which identifies populations for
priority attention within the respective
regions. The CPG also develops strategies to
address the groups most at risk across
Maryland. Vendors who provide services
addressing these priorities are selected by
means of competitive bid. The CPG is
composed of “persons experienced with
issues surrounding HIV risk, including
poverty, incarceration, commercial sex
work, and injection drug use, persons with
experience serving high-risk populations and
persons with expertise in behavioral science,
epidemiology, substance use, mental health,
public educations and health planning”
(CPG 2003:73). Working with the Maryland
AIDS Administration, after establishing
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statewide priorities in the prevention plan
and identifying populations for special
prevention initiatives, the CPG reviews and,
through concurrence votes, has input into
the prevention grant application. Throughout
the life of the HIV prevention plan, the CPG
is “responsible for assessing the
responsiveness and effectiveness of the
Maryland AIDS Administration’s
Application to the Centers for Disease
Control and Prevention (CDC) in addressing
the priorities identified in the
Comprehensive HIV Preventions Plan”
(CPG 2003:5).
Throughout the state and within the
Baltimore EMA, there are a variety of
primary HIV-prevention and secondary
HIV-prevention activities underway that fall
into one of the following prevention service
categories: HIV counseling, testing and
referral (CTR), partner counseling and
referral services (PCRS), individual-level
interventions (ILI), prevention case
management (PCM), group-level
interventions (GLI), outreach, health
communication (HC), public information
(PI) and other initiatives that include
structural and community-level
interventions (CPG 2003:73).
Throughout the next five years the AIDS
Administration will put $400,000 per year
into a program targeting injecting drug
users. The program will work with various
drug-treatment programs to encourage
reduction of risky behaviors. With the
advent of the new quick HIV oral test,
counseling and testing has expanded and
there are increasing numbers of individuals
seeking tests.
Secondary HIV Prevention
The AIDS Administration is directing over
$500,000 per year statewide for the next five
years to its “Prevention with Positives”
efforts (Castner 2005). Projects will use
best-practice models to assist HIV-positive
individuals identify barriers and alter risk
behaviors.
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Secondary HIV prevention has two goals.
The first is improving or maintaining the
health of people who are already HIV
infected by preventing them from
developing opportunistic infections or
contracting other sexually transmitted
infections, and reducing the risk that the
infection will progress to AIDS (CDC
2001). The second is helping the HIVpositive person change his/her behaviors
that put non-infected sexual partners or
needle-sharing partners at risk of becoming
infected. As a result, secondary HIVprevention interventions focus on
identifying and ensuring that HIV-infected
individuals enter medical care at the earliest
possible stage of their disease. Prevention
initiatives should include not only
counseling and testing, but contact tracing,
referrals of injection drug users to treatment,
distribution and education on the use of
condoms and referrals to primary medical
care (Bartlett 2005).
The state’s AIDS prevention office has two
key secondary prevention programs, a group
intervention called Healthy Relationships,
and a program for individuals called
POWER (Positive Wellness and Renewal).
The POWER model offers nine sessions of
individual modules, such as adherence,
which are selected according to need. This
model is frequently preferred in areas that
are more rural. The Healthy Relationships
model is not as individually tailored, but
offers an advantage; participants may bring
up issues that are vital to someone who is
not ready to initiate conversation on a topic
of personal concern, showing that others
share their issues. In various groups, the
curriculum may be the same, but videos may
be different to address a variety of clients.
Baltimore County has started both models,
and Anne Arundel County has a small
project. Also, for high-risk women in the
city, the Sisters curriculum is offered. The
Sisters program offers five group sessions
that address negotiating and accomplishing
safer sex (Castner 2005).
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Throughout Maryland, there are many
secondary HIV-prevention mechanisms,
such as HIV counseling, testing and referral
services, which are often co-located with
community health clinics and serve as the
initial point of access to HIV-related care.
These sites provide free HIV health
education and risk-reduction counseling as
well as voluntary HIV antibody testing.
Anonymous HIV testing is also available at
selected sites, as well as post-test
counseling. Within the Baltimore EMA,
there are a total of 38 CTR sites,
administered by BCHD and the AIDS
Administration, including six mobile vans.
The vans provide counseling and testing
throughout Baltimore City. Additional HIV
counseling and testing is available at many
CBOs and primary-care provider agencies.
These prevention programs offer portals to
primary medical care and other services, as
described below.
Access to Care Services
In the Baltimore EMA, those trying to
access the Ryan White system of care are
either referred through prevention programs
funded by the CDC that collaborate with the
Ryan White System, or are assisted in one of
four Title I service categories: 1) case
management, 2) client advocacy, 3)
outreach, and 4) MAI non-traditional
outreach. These four access services are
discussed below, but it should also be noted
that some Ryan White primary care and
support service providers offer proactive
intervention to reach out and identify
individuals who are HIV positive as early in
the disease process as possible. These
service providers often combine treatment or
supportive services with CTR services.
Early intervention services (EIS) at sexually
transmitted disease clinics offer counseling
and testing as well as rapid linkages to
primary medical care. In addition, BCHD
operates several mobile outreach counseling
and testing units that refer clients to primary
medical care and other health and support
services. These units provide evening and
weekend services in the areas reporting the
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highest cases of HIV disease. These
programs are often the gatekeepers for
accessing all other services that HIVpositive individuals need to regain and
maintain their health.
The Baltimore EMA is fortunate to have
four community health clinics receiving
Ryan White CARE Act Title III early
intervention services funding: Chase
Brexton Health Services, Total Health Care,
the People’s Community Health Center and
HERO. All four services are located in
Baltimore City. The Title III funded services
include:
•

Risk-reduction counseling on
prevention, antibody testing, medical
evaluation, and clinical care.

•

Antiretroviral therapies; protection
against opportunistic infections; and
ongoing medical, oral health, nutritional,
psychosocial, and other care services for
HIV-infected clients.

•

Case management to ensure access to
services and continuity of care for HIVinfected clients.

•

Attention to other health problems that
occur frequently with HIV infection,
including tuberculosis and substance
abuse (HRSA 2005e).

Turning to services funded by Title I, case
management agencies offer a wider range of
services than CTR and also link individuals
to medical care and other health and support
services. Case management services include:
1) performing an initial assessment of the
client’s health status and service needs
(including barriers to entering primary
medical care), 2) developing an
individualized service plan (with
benchmarks or progress points identified), 3)
coordinating services, and 4) regularly
monitoring and re-evaluating the client’s
progress in working his/her plan. Case
management provides on-going services to
individuals that may include care

57

|

|

Comprehensive Plan for HIV Service Delivery in the Baltimore EMA

coordination, referral, advocacy, prevention
education, and direct assistance in applying
for entitlements or other HIV services (IGS
2005). Ryan White Title I funds a total of 18
case-management agencies.
Some Baltimore EMA case-management
programs offer one of two specialized
models of case management: 1) case
management that includes a peer counselor
and 2) medical case management. In the first
model, peer counselors are coupled with
case managers to handle less complicated
client issues, to deal with fears or stigma
issues or follow up on missed medical
appointments. The peer counselor helps the
client develop a care plan and encourages
him or her to be adherent. The second
model, medical case management, consists
of a team of health-care providers — e.g.,
case manager or social worker, nurse,
nutritionist and pharmacist — that assesses
the patient’s needs and provides HIV-related
medical care, such as proper nutrition,
medication adherence, and management of
medication side-effects. Case managers may
make an assessment of the client’s need for
mental health therapy or substance abuse
treatment or may work with the medical
provider in making referrals for such
services.
Overall, case-management providers have
successfully linked clients to care while
maintaining adherence to the EMA’s
standards of care (IGS 2003). BCHD
provides the quality improvement program
(QIP) for Title I, which is described later in
this chapter. According to BCHD’s QIP
report, 80 percent of clients had a
psychosocial assessment performed during
intake, 74 percent had a comprehensive plan
developed for them and 82 percent received
needed medical appointments (Thorner et al.
2002a:50). More than 90 percent of case
management services are provided under the
supervision of a licensed social worker
and/or registered nurse case manager who
maintain documentation of HIV/AIDS
services (Thorner et al. 2002a:47). In
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addition, nearly 90 percent of providers have
a working quality-improvement plan
(Thorner et al. 2002a:49). In 2005, QIP will
complete its second full review of all the
case-management service programs funded
through Title I. Information gathered
through this effort will be used in the review
of the case management standards of care in
2006 (Matens 2005b).
Client advocacy is a service that is
extremely beneficial for individuals who are
confronting a crisis or a single issue (e.g., a
lack of utility or rent money). Often, client
needs are immediately addressed, and
further services are not sought by the client
until the next emergency occurs. Client
advocacy often addresses the barriers that
clients identify as preventing them from
entering care or maintaining themselves in
care. This service also assists those who
need help and support in applying and
completing the lengthy process for housing
or social security disability. Client advocacy
is a safety net for HIV-positive individuals
who receive medical care through public
insurance programs and need the supportive
services necessary to maintain themselves in
medical care. There are 12 providers
offering this important service.
In addition to case management and client
advocacy, outreach and non-traditional
outreach are the third and fourth Ryan White
Title I funded access categories that bring
PLWH/As into care for the first time or
renew their linkage to care. Traditional
outreach is intended to reach into
neighborhoods and areas where there is a
known high incidence of HIV infection, and
offers information and referral assistance to
the HIV-positive individuals encountered.
Twenty-five percent of funds allocated to
outreach providers have been targeted to
strengthen efforts in specific ZIP codes
where the highest incidence rates are
recorded (PC 2003). Outreach is a shortterm activity that helps individuals connect
with case management and/or primary
medical care. Many medical care facilities
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have outreach contracts and can readily
move individuals identified through
outreach efforts into medical services. For
providers who do not offer both outreach
and medical care, there are memoranda of
agreement between the agencies offering
each service so that individuals can easily
enter care.
Non-traditional outreach, funded through
Minority AIDS Initiatives (MAI), also
supports EIS strategies. This innovative
outreach model is provided by nine
agencies. The concept is to capture
individuals who know their HIV status but
are not enrolled in primary medical care.
MAI outreach efforts also identify
individuals who have received some primary
care for their HIV but have stopped seeing a
provider, and reconnects them to medical
services. In non-traditional outreach,
outreach workers go into locations where
significant numbers of HIV-positive
individuals are likely to be seeking services
that are not related to their HIV/AIDS
infection. MAI non-traditional outreach
targets include emergency rooms,
Department of Social Services (DSS)
offices, and mental-health and substanceabuse treatment centers not co-located with
primary medical care. Working with host
agencies, outreach workers may offer
general health information, HIV testing
services, information and intensive referral
services. Outreach workers form a trust
bond with the individuals and help them
make appointments for medical care and
then accompany them to the appointments.
Medical Treatment and Other Health and
Supportive Services
The Baltimore EMA is extremely rich in
clinical expertise. A total of 15 primary
medical care agencies and six primary
medical care co-morbidity agencies are
currently funded through Ryan White Title I
to provide HIV/AIDS care for adults and
adolescents. There are two pediatric
primary-care clinics dedicated to HIV/AIDS
patients. Two of the local primary-care
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providers are internationally recognized for
HIV/AIDS care and research: the Johns
Hopkins Hospital and the University of
Maryland. Chase Brexton Health Services is
also well known for caring for HIV-infected
persons. Many of the primary medical care
sites are co-located with other HIV-related
health and support services. BCHD’s QIP
program reveals that over 80 percent of Title
I funded primary care providers offer client
advocacy and transportation, 77 percent
have case management and viral-load
testing, nearly 70 percent have mental-health
services and direct emergency assistance,
and 63 percent have substance-abuse
treatment and counseling services (Thorner
et al. 2002b:32). Primary medical care is
scheduled to have its second full review
through the QIP program in late 2005/early
2006. The report is expected by June 2006,
in time for the 2007 priority-setting
conference (Matens 2005b).
As for the overall quality of care rendered in
the EMA, over 80 percent of PMC providers
meet the federal Public Health Service’s
antiretroviral treatment guidelines and all
vendors comply with professional licensure
and expert HIV supervision and/or
consultation (Thorner et al. 2002b:25, 32).
As a result, according to BCHD’s QIP
surveys, 11.5 percent of those on HAART
had a mean increase in their CD4 and a
corresponding shift to lower ranges in their
viral load counts (Thorner et al. 2002b:35).
Furthermore, 100 percent of PMC providers
had 24-hour coverage for urgent care and
triage and had established referral
procedures (Thorner et al. 2002b:33). In
addition, over 90 percent had implemented a
quality assurance program.
Based QIP findings, decreases in viral loads
and increases in CD4 counts, it is clear that
the Ryan White Title I primary medical care
vendors provide high quality HAART
therapy that is in accordance with standards
and practice guidelines. With the advent of
HAART, longevity has increased by an
average of 179 months for HIV-positive
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individuals (Bartlett 2005). On the other
hand, the QIP investigation revealed a lack
of documented consistency regarding patient
education. For patients whose HAART
regimen continued during the year, patient
education was documented in 54 percent of
all client visits (Thorner et al. 2002b:38).
BCHD’s QIP program will be assessing the
quality of primary medical care providers
again in 2005, and their analysis will
provide information on any changes in
quality.
Ancillary HIV services funded by the CARE
Act have been shown to facilitate client
access to, and retention in, primary medical
care (DHS 2000:i). For fiscal year 2004, the
Baltimore EMA funded a total of 20
services in addition to primary medical care.
Aside from primary medical care, Title I
health services include dental care,
substance-abuse outpatient and residential
treatment and substance-abuse alternative
therapy, mental-health therapy, primary
medical care co-morbidity, local drug
reimbursement, home health and hospice
care. Support services include case
management, client advocacy, treatment
adherence, transportation, food and
nutrition, nutritional counseling,
buddy/companion services, legal services,
housing assistance, outreach/health
education and risk reduction, psychosocial
services or counseling, direct emergency
financial assistance (called vouchers), and
child care services. Definitions of EMAfunded categories are included in appendix
D.
In addition to private insurance and the
Maryland Medicaid program, HIV
medications are available to consumers
through three primary drug assistance
programs within the Baltimore area: the
Maryland Pharmacy Program (MPP), the
Maryland AIDS Drug Assistance Program
(MADAP) and the Maryland AIDS
Insurance Assistance Program (MAIAP).
Individuals living slightly above the federal
poverty level who do not qualify for

|

GBHHSPC

|

Medicaid are eligible for the MPP, which
covers the cost of medications on the
Maryland formulary. Individuals who earn
incomes between the MPP cutoff ($11,102
annually for a single person) and 500
percent of the poverty level ($47,850 a year
annually for a single person) qualify for the
Maryland AIDS Drug Assistance Program
(MADAP) (DHMH 2005e).
MADAP also offers a rapid temporary
assistance program that is available to
individuals while they are awaiting
acceptance into other programs. The
MADAP formulary covers a total of 113
drugs for HIV disease management,
prophylaxis and treatment of opportunistic
infections, and some psychiatric conditions
(e.g., depression) (Anders 2005).
In addition, MAIAP helps individuals living
with HIV/AIDS to maintain their current
insurance coverage through the COBRA
payments when they become too ill to work.
COBRA plans, named after the
Consolidated Omnibus Budget
Reconciliation Act of 1985 that authorized
them, permit an ex-employee to buy into his
or her former employer’s health plan even
after having ceased to be employed by that
company. These insurance premiums also
cover drug assistance payments. To meet
MAIAP eligibility requirements, individuals
must be at a maximum of 300 percent of
poverty level, for example $28,710 a year
for an individual (DHMH 2005e).
Medications are also available on an
emergency basis through emergency
financial assistance (EFA). In 2006, the
Maryland AIDS Administration’s MADAP
program will use a 48-hour temporary
eligibility process for those individuals who
have lost their medication coverage (Anders
2005). To avoid duplication of services with
the MADAP program, the council
discontinued funding the drug
reimbursement category for 2006. The
planning council will monitor this program
and make any necessary changes in funding
allocations for FY 2007.
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Medication co-pays have been a particularly
difficult service to plan for; many HIVpositive clients have ongoing needs for copay assistance. The council has moved copays from drug reimbursement to EFA and
then, for 2006, from EFA to a line item
within case management contracts. HRSA
has clarified with the grantee and
administrative agency that this way of
handling co-pays is not appropriate, and the
grantee and AA will assist the council in
opening another category in 2007 under
health insurance for co-pays (Brisueno
2005a).
In addition, access to HIV medications is
available through clinical trials. Currently,
in the Baltimore EMA there are a total of 34
clinical trials recruiting persons with HIV
and HIV-related conditions, of which 10 are
for children and adolescents These trials are
being conducted at the University of
Maryland at Baltimore Medical Center and
the Johns Hopkins Hospital, the two largest
primary-care providers in the EMA (IHV
2005, JHMI 2005).
Other developments that affect PLWH/As’
access to medications are the changes taking
place in the Medicare program. Beginning
on January 1, 2006, the new Medicare drug
benefit takes effect. Referred to as Medicare
Part D, this program will provide a
prescription benefit to those eligible for
Medicare; that is, those who are aged 65
years or more and those who are Medicareeligible through disability. Nationwide,
approximately 60,000 to 80,000 Medicare
beneficiaries have HIV/AIDS and between
70 and 85 percent of these individuals also
qualify for Medicaid (Lubinski 2005). These
HIV-positive individuals are often referred
to as “dual eligibles.” It will be mandatory
for those who are dually eligible for
Medicaid and Medicare to enroll in
Medicare Part D. Individuals who are dually
eligible will be enrolled in one of the
participating prescription drug plans in the
Baltimore area.
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Medicare Part D includes low-income
subsidies (LIS) that must be applied for
when signing up for the prescription drug
plan. These LISs assist individuals whose
income is below 150 percent of the federal
poverty level (FPL) on a sliding scale. The
basic premise of this change to Medicare is
to provide prescription drug benefits to a
large segment of the population covered by
Medicare.
The cost information presented here applies
to 2006 only; each year the beneficiary costs
and low-income subsidies will be adjusted.
The plan calls for monthly premiums of
about $35 for the first year. The plan also
requires those participating to share a
portion of the cost of coverage. Consumers
will pay up to $250 in deductibles (before
insurance pays anything). Then, consumers
pay 25 percent of medication costs between
$251 and $2,250, to a maximum of $500.
Then consumers will pay 100 percent of
costs between $2,251 and $5,100 in a year
— $5,100 is considered “catastrophic” and
the insurance picks up costs beyond the
catastrophic level (except that the consumer
pays $2 to $5 co-pays per prescription).
Then the cycle begins again on January 1,
2007.
It is unclear how many dually eligible
PLWH/AS live in the Baltimore EMA. In
fact, the planning council is assessing this
issue using Title I carryover funds.
However, the state AIDS Administration
reports that there are 1,002 dually eligible
individuals living in the state (Landrigan et
al. 2005). Given that the Baltimore EMA is
home to 57 percent of AIDS cases, it is
likely that at least 571 individuals in the
EMA will be impacted, or possibly more
given Baltimore’s high poverty rate.
There is a major concern about this
prescription drug plan program’s potential
impact on MADAP. For those whose
income is above 150 percent of FPL, costs
between $2,250 and $5,100 must be paid as
an out-of-pocket expense directly by the
consumer from his or her resources. These
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costs, called True Out Of Pocket Expenses
(TrOOP), cannot be paid by other federal
assistance programs such as ADAP.
Therefore, individuals who reach this “donut
hole” (that is prescription costs in excess of
$2,250), and have no personal resources to
absorb the costs, may need ADAP coverage
for all of their medications for the remainder
of the year. This cycle will repeat each year
and create a significant drain on MADAP
resources that already are stretched.
As noted previously, substance abuse is a
principal factor contributing to the
HIV/AIDS epidemic in the Baltimore EMA.
About 30 percent of respondents to the
planning council’s 2004 comprehensive
consumer survey indicated that they needed
some type of substance-abuse treatment. Of
those receiving treatment, 45 percent were
in methadone treatment and 43 percent were
engaged in a 12-step program (IGS 2005).
Ryan White Title I funds 12 service
agencies to provide outpatient substanceabuse treatment and services for eligible
PLWH/As. One agency serves as a central
referral source for numerous residential
programs for substance addicts who are
eligible for Ryan White funded treatment.
Many of the outpatient programs are colocated with other HIV services. In FY
2005, there were 8,201 publicly-funded
outpatient treatment slots available for
Baltimore City residents (Parks and Cypull
2005). There were approximately 350
inpatient slots, ranging from inpatient
detoxification programs to therapeutic
community programs (BSAS 2005). Sites
such as Chase Brexton have co-located
primary care, substance-abuse treatment and
mental-health services to better serve dually
and triply diagnosed clients. Additionally, a
total of nine agencies are funded to provide
mental health services, six of which are colocated with substance-abuse treatment
programs.
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Quality of Care and Other Program
Monitoring Activities
Monitoring and quality-of-care activities are
among the most important care-continuumrelated activities. These processes and
activities help improve the care system by:
1) ensuring that there is a high, uniform
level of service within a service category, 2)
verifying that funds are used according to
planning council and CARE Act
requirements, and 3) providing data for
reports to the federal oversight agency.
The Baltimore EMA has a number of
processes in place for monitoring the
continuum of care to ensure that services
provided meet the needs of the HIV-positive
community. The planning council
determines the overall care continuum. It
identifies the service categories to be funded
and the amount of funding to be allocated to
each category. The council identifies special
populations that receive additional service
attention or have special reporting
requirements.
Under the direction of the grantee, the AA
establishes Title I provider contracts, and
has the primary responsibility for
monitoring them. Providers are required to
supply the AA with a monthly report on
their program performance and
expenditures. Additionally, the grantee has
six contracts that it monitors directly.
The grantee and AA submit reports on a
scheduled basis to the planning council
regarding how each service category is
performing fiscally and programmatically.
These reports allow the council to adjust its
planned allocations through reprogramming
of funds to meet the health and supportive
services needs as the HIV epidemic changes.
Over time the epidemic has impacted
different populations in the Baltimore EMA.
Epidemiological surveillance reports are
used by the council to direct services to the
communities or population groups that are
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most at risk of infection and/or most
affected by the growing incidence of HIV.
The grantee receives five percent of the total
grant award to carry out a qualityimprovement program. This program looks
at how well each service category is
performing systemically. It provides
information that the council can use
annually to look at its overall service
system. The Quality Improvement Program
(QIP) program has staff trained as qualityimprovement reviewers. Each review has a
team composed of individuals with expertise
in health or supportive services, and
experience and skills in performing chart
extraction and interviewing consumers and
provider staff. This program is responsible
for conducting a sampling of charts of
consumers served by Title I providers in
each service category. Reviews are
scheduled on a four-year review cycle. Upon
completion of the chart extraction, the QIP
team conducts survey interviews with
consumers receiving the service and with
provider staff. The QIP team sends a report
of its findings to the council’s Health
Services Committee or Support Services
Committee, whichever is responsible for
overseeing the performance of the service
category addressed by the report. The Health
Services and Support Services committees
also develop standards of care for each
category, requirements that must be met by
providers receiving Title I funds for
providing service in that category. These
two committees use the QIP reports to
assess how well categories are performing in
meeting the needs of HIV-positive
consumers.
Profile of HIV/AIDS Clients and
Utilization of Services in 2004
Each year ABC and BCHD capture and
analyze unduplicated client-level data on
persons who use Title I services during the
calendar year. In 2004, 14,929 duplicated
clients were reported as using services in the
EMA. Clients were matched with a unique
record number (URN) conforming to the
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HRSA format. This is an 11-digit encrypted
code that uses the date of birth, gender and
portions of the client’s name. The results
revealed a total of 10,096 unduplicated
clients resident in the EMA of whom 68
percent lived in Baltimore City and 20
percent lived in the surrounding counties.
Six percent lived outside the EMA and six
percent had no residence reported (BCHD
2005a:57).
In 2004, the majority of Title I clients were
African-American (81 percent, compared
with 79 percent in 2002), male (58 percent)
and aged 40-49 (BCHD 2005a:61). Of those
reporting, 42 percent were women (BCHD
2005a:60). Indicators regarding the clients’
HIV status revealed that 59 percent were
HIV positive and 35 percent were AIDS
defined (BCHD 2005a:18). Additional data
on HIV-infected clients revealed that a large
number were exposed through injection drug
use, 25 percent (BCHD 2005a:78). This is
quite a large proportion, although a
considerably smaller proportion than in
years past. Nearly 21 percent identified
heterosexual contact as the primary mode of
transmission (BCHD 2005a:78).
Responses to data elements referencing
substance abuse indicated that 12 percent of
clients had received substance-abuse
treatment. Twenty-five percent of all clients
identified injection drug use as their mode of
transmission. In addition, seven percent of
clients had received treatment for a
psychiatric illness (BCHD 2005a:69). For
these data elements, about 61 and 57 percent
respectively were males. Of those receiving
mental-health services, only 51 percent lived
in permanent housing, while 43 percent of
those receiving substance-abuse services
lived in permanent housing (BCHD
2005a:67, 71).
As shown in exhibit 5-2, primary medical
care (ambulatory/outpatient care) was the
service most used by clients in fiscal year
2004 (62.5 percent). Services funded under
the 17 case-management programs were the
second most utilized, at 33.2 percent. Oral
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Exhibit 5-2
HIV/AIDS Service Utilization within the EMA, 2004
Housing Assistance

Direct Emergency Financial
Assistance

8.4%

12.0%

33.2%

Case Management

Substance-abuse Treatment

12.3%

Oral Health Care

11.8%

Mental Health Care

10.6%

62.5%

Primary Medical Care
0.0%

10.0%

20.0% 30.0%

40.0%

50.0% 60.0%

70.0%

80.0% 90.0% 100.0%

Source: BCHD 2005.

health served 1,183 individuals, which
accounted for 11.8 percent of service
utilization, and emergency financial
assistance (vouchers) accounted for 12
percent. Housing assistance, including rental
assistance and temporary housing, was
utilized by 8.4 percent of respondents, while
mental health and substance-abuse treatment
were used by, respectively, 10.6 percent and
12.3 percent of all clients served in 2004
(BCHD 2005a:49).
RESOURCES: CARE ACT-FUNDED
PROVIDERS BY SERVICE CATEGORY
The providers who hold contracts to receive
CARE Act funds vary from year to year
based on the service category bid cycle,
planning council allocations, needs defined
in the various jurisdictions, and availability
of qualified providers who are willing to
meet HRSA and EMA contractual
obligations such as making required reports
and meeting standards of care.
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The contracted providers for each service
category for FY 2005 are shown in appendix
E.
RESOURCE INVENTORIES
Lack of information is a barrier to receiving
optimal care. Ensuring that PLWH/As are
aware of services that are available to them
is a key goal of the EMA, and collaboration
with others is a critical component of
achieving that goal. Several resource
inventories are available through a variety of
media in Baltimore.
In the Baltimore EMA, AIDS Action
Baltimore makes the AIDS Resource Guide,
Baltimore available (AAB n.d.); see
appendix F. This guide is periodically
published and is available online through
AIDS Action Baltimore, Inc.’s website,
www.aidsactionbaltimore.com. The resource
guide provides names, addresses and
telephone numbers for hundreds of service
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providers of interest to PLWH/As including
the following:


Information services such as hotlines
and state and city programs.



Medical services such as testing and
counseling sites and medical care
providers.



Social services, such as financial
assistance programs, housing and
transportation providers, and case
management providers.



Emotional support/counseling services
such as professionals and support
groups.



Funeral homes and mortuaries.



Legal assistance providers.

The resource guide also provides
information on understanding lab results, a
description of AIDS-related diseases, and a
glossary of common HIV diseases.
Associated Black Charities, through its Ryan
White-funded community education
contract, publishes Your Passport to
Managed Care, a pocket-sized paperback
updated annually with a list of all Ryan
White providers in the Baltimore EMA
(NAPWA 2000). The passport also contains
tools and information of use to PLWH/As
including:


A place to record the names and contact
information of the individual’s service
providers.



Responses to many common PLWH/A
health management questions.



Responses to many common questions
about the Ryan White CARE Act.



A health-care diary and calendar.

The planning council has recently
undertaken an initiative, funded by Title I
carryover dollars, to expand resource
information and to make it available on the
internet to PLWH/As, case managers, client
advocates and others. The rationale this
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project is that the current paper resources are
expensive to publish and quickly become
out of date (Brisueno 2005c).
RESOURCES: OTHER FUNDING SOURCES
Medicaid and Medicare
Maryland Medicaid provides medical
services and medications to HIV-infected
people through a system of seven managedcare organizations (MCOs) under
HealthChoice (Flint 2005). As of June 2005,
the Baltimore EMA had 443 family and
children cases of HIV, 1,084 HIV disabled
cases and 1,316 AIDS cases reported as
enrollees in HealthChoice. The Maryland
Children’s Health Insurance Program
(MCHP) is also part of the Maryland
Medicaid system. Children and youth up to
the age of 19 years may be covered by this
program. Maryland Medicaid also provides
services to a second group of individuals
who are not eligible for its HealthChoice
managed-care programs. These individuals
are covered through a fee-for-service (FFS)
system and include Medicare recipients or
those aged 65 or over, those eligible for
Medicaid under a spend-down, those living
continuously in a long-term care facility or
institution for mental diseases or mental
retardation, and those under a model or
family planning waiver (Flint 2005). Most
of those who are covered by FFS are
qualified for both Medicaid and Medicare
(i.e., are dually eligible).
Maryland Medicaid also manages two
prescription programs: Maryland Pharmacy
Assistance Program (MPAP) and Maryland
Pharmacy Discount Program (MPDP). To be
eligible for the MPAP program, an
individual must have an income below 116
percent of poverty, according to the federal
poverty level guidelines. Eligibility for the
discount program is based on 175 percent of
poverty or below (Flint 2005).
Veterans Programs
There are between 600 and 800 HIVpositive veterans served by the Veterans
Administration Hospital in Baltimore each
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year (Felling 2005). The hospital provides
primary medical care, case management,
mental health and adherence services to
veterans. The VA coordinates with the
University of Maryland Medical System for
referrals for oral health and also has
established relationships with HERO,
HOPWA and the Visiting Nurse Association
(VNA) for other needed services. The two
most frequent needs for veterans are
affordable housing and periodic financial
assistance (Brisueno 2005d).
Housing Assistance
For the year ending June 30, 2004, housingassistance was provided to 2,439 PLWH/As
in Baltimore City through the HOPWA
program administered by Baltimore
Homeless Services, Inc. The program also
served 112 PLWH/As in Baltimore County,
40 in Anne Arundel County, and 27 in
Carroll County (Briddell 2005). During this
time, payment for 654 rental units was
assisted with HOPWA funds, there were 123
short-term rent payments, 7 facilities
received operating assistance, and there
were 5 capital units under development. Out
of a total award of $7,754,753 for the year,
80.4 percent went to Baltimore City. The
majority ($5,417,058) was used for rental
assistance, with lesser amounts applied to
support services ($2,055,613) and operating
funds ($56,236).
To assess the adequacy of housing
assistance funds, one must look not only at
the amount of current funds available for
housing assistance, but also at how well
those funds are able to meet the Baltimore
EMA’s needs. A recent analysis of
Baltimore’s rental housing situation, while
not specifically addressing the needs of
PLWH/As, sheds some light on the most
disadvantaged Baltimore citizens.
Because so many city renters are poor,
nearly one-third of them spend more
than half their incomes paying the rent.
Baltimore ranks among the top three
cities of similar size in the proportion of
substandard rental units. Nearly all poor
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renters in the city who are not receiving
housing subsidies have what the federal
government calls “worst case needs”;
they are either living in seriously
inadequate housing, or paying more
than 50 percent of their incomes for rent
(JHIPS 2005).

Forty-six percent of those responding to the
comprehensive consumer survey of 2004
stated that they needed housing assistance
and did not receive it. Thirty-seven percent
of the survey responders indicated that they
were living in temporary housing (IGS
2005). While Baltimore’s residents have low
incomes (in 1998, the city’s median
household income was 45 percent lower
than that in the surrounding counties), it also
faces the challenge of 25,000 low-income
renters paying more than half their incomes
for rent. One third of these low-income
renters live in physically substandard
housing (JHIPS 2005).
HOPWA in the past has provided funding to
Carroll, Anne Arundel, and Baltimore
County for supportive services as well as to
Baltimore City. In the future, HOPWA will
direct its funds to placing individuals into
permanent housing. This will require
additional funds from Ryan White to ensure
that those services continue that were
supported by HOPWA and are essential to
the well-being of HIV-positive consumers
throughout the EMA.
Substance-abuse Treatment
For FY 2006, funding available to the EMA
for substance-abuse treatment, excluding
Title I funds, will be $24,213,892 for
outpatient services and $12,978,334 for
residential treatment (Matens 2005a).
Annual expenditures for substance-abuse
treatment in FY 2005 were as follows:


$21,109,397 in Baltimore City.



$3,854,821 in Baltimore County.



$1,748,512 in Anne Arundel County.



$1,548,439 in Harford County.
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$1,196,254 in Carroll County.



$1,374,782 in Howard County.



$702,740 in Queen Anne’s County
(ADAA 2005).

As with housing assistance, one must look
at, not only the amount of funding currently
available for substance-abuse treatment, but
also at how well those funds are able to meet
the Baltimore EMA’s needs. The status of
funding to support substance-abuse
treatment in Baltimore was recently
addressed by the Center for Substance
Abuse Research at the University of
Maryland, College Park, which pointed out
that since 2003 the funding for drug
treatment has fallen about 12 percent to its
current level of $53 million. “...the city’s
treatment system is under so much strain
that in the past two years it has had to reduce
the number of people it serves.... Since
2003, the number of addicts being served
annually by programs in the city — a count
that likely includes repeat visits — has
dropped from more than 25,000 per year to
about 22,000 last year. Private funding
going to Baltimore Substance Abuse
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Systems has dropped by nearly two thirds
since 2001” (MacGillis 2005).
CONCLUSION
Baltimore’s current continuum of care is
both broad and deep, spanning the range of
services from primary prevention through
outreach and secondary prevention to some
of the finest medical care in the world,
coupled with co-located services so critical
to those with co-morbidities. Primary
medical care is supported by a strong HIV
medication infrastructure and by a wide
range of supportive services including
substance-abuse and mental-health treatment
services, case management, oral health,
housing, transportation, and other supportive
services essential to keeping PLWH/As in
care, transportation being particularly
critical in the surrounding counties. As
recipients of funds of last resort, the EMA’s
Title I providers have strong linkages to
other funding sources and refer clients
whenever possible.
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CHAPTER 6
BARRIERS TO CARE
In an HIV/AIDS continuum of care, barriers
to care can limit or prevent PLWH/As from
receiving services that are essential to
improving or maintaining their quality of
life. Collectively, the assessment surveys,
local studies, community and provider
information cited herein identified a number
of barriers to care.
CLIENT PERSPECTIVE
Data from the planning council’s 2004
consumer needs assessment of HIV
individuals within the Baltimore area,
described in chapter 3, revealed three major
barriers to care for all PLWH/As (IGS
2005):

charge was to identify trends in the HIV
epidemic, discuss potential goals, strategies
for meeting the goals and barriers that
impact successfully meeting the planned
goals. The key concerns they identified are
as follows:


Limited ability of some consumers to
speak, read or understand English.



Lack of culturally competent service
providers.



Limited and/or inaccurate translations of
HIV materials into other languages.



Lack of HIV disease knowledge.



Poor quality of services.



Lack of knowledge/skills to access
services.



Lack of funding and/or complex funding
requirements limit providers.



Lack of information regarding available
services.



Lack of HIV/AIDS providers.



Complicated intake systems that hinder
entry to services.



Stigma.

It should be noted that these have been
identified as the top three barriers in all three
consumer surveys conducted by the council,
spanning a period of eight years.



Stereotyping by providers so that testing
is not offered or risk behaviors
discussed, e.g., the over-50 population is
not perceived to be at risk.

The PLWH/A Committee of the council has
also discussed stigma as a major barrier to
seeking care.



Homelessness and poverty among the
working poor.



Services offered during the traditional
work day, limiting who can access
services; traditional service hours are a
special barrier for the working poor.



Lack of weekend and late evening
hours, creating barriers for those
working multiple jobs.



Lack of counseling and testing within
substance-abuse treatment facilities.



Lack of availability and access to dental
services.

CLIENT AND PROVIDER PERSPECTIVE
Representatives of community-based
organizations, medical facilities, local health
departments, substance-abuse treatment
programs, research institutions, and state
and local government agencies met with the
council’s Comprehensive Planning
Committee, as well as representatives from
the PLWH/A Committee, in November of
2004 to discuss the development of this
2006-2008 comprehensive plan. Their
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Limited or lack of coordination between
service providers, causing clients to get
lost during a referral process.



Lack of medical appointment adherence.



Non-compliance with treatment/
therapeutic regimens.



Alcohol and substance-abuse problems.



Lack of transportation.



Communication problems (in some
cases due to clients’ lack of schooling)
(PC 2004).

GEOGRAPHIC CONSTRAINTS
The Baltimore EMA encompasses the six
suburban and semi-rural counties that
surround Baltimore City. The number of
jurisdictions within the Baltimore EMA, and
the lack of funds to pay qualified HIV/AIDS
specialty medical and dental care providers,
pose large constraints on service delivery in
the surrounding counties. Another barrier for
counties residents is the lack of an adequate
mass transit system.

amounts because they could not spend them
within the allotted time.
INFRASTRUCTURE CONSTRAINTS
The Baltimore City Council Commission on
HIV/AIDS Prevention and Treatment, which
declared that Baltimore City was in a “state
of emergency” in April of 2002 (CHPT
2002), gathered information from public
town meetings, testimonies from people
HIV infected and affected, local studies and
reports. As a result, the commission
identified the following weaknesses in the
city’s approach to the HIV/AIDS epidemic
in its final report:


Lack of attention and priority by local
public health officials regarding the HIV
epidemic.



Inadequate coordination and integration
of services by providers.



Inadequate cost analysis of treatment,
social impact and loss of productivity.



Inadequate prevention and treatment
strategies linked with substance-abuse
treatment programs.



Inadequate support from the economic
community and other key stakeholders.



Inadequate public school education on
HIV/AIDS.



Lack of integration of prevention and
treatment programs to assist both the
infected and affected communities to
reduce HIV exposure and transmission.



Inadequate perception of individual risk.



Lack of unrestricted HIV testing and
outreach resources.

CAPACITY CONSTRAINTS
Substance-abuse treatment slots continue to
be in high demand, with limited supply
within the Baltimore EMA and throughout
the entire state. In 2001 the Maryland Drug
Treatment Task Force assessed issues
regarding substance abuse and made
recommendations on how to expand access
and increase effectiveness of treatment in
Maryland. Most of the recommendations
have not been implemented throughout the
state due to limited financial resources and
changes in the state’s priorities for using
funds.
The Baltimore EMA requested carryover
funds to supplement the substance-abuse
treatment funds allocated during priority
setting. For the past two years, carryover
funds have been approved so late in the year
that providers either refused to accept the
funds outright or returned substantial
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The commission is currently developing an
updated report, which was not available as
of this document’s production date.
The 2001 Maryland Statewide Coordinated
Statement of Need identified the following
crosscutting concerns regarding the
infrastructure of services (DHMH 2001):
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Lack of culturally appropriate service
delivery.



Lack of family-centered services.



Lack of flexibility and expansion of
service hours.

A revised Statewide Coordinated Statement
of Need is under development as this plan is
developed. Six planning council members
and council support staff have participated
in the development of the 2006 SCSN.
PREVENTION BARRIERS
The Maryland HIV Prevention Plan for
December 2004-2008 identified targeted risk
groups beginning with HIV-positive persons
(CPG 2003). This focus on working with
HIV-positive individuals to reduce the
likelihood of their infecting others is
referred to as “prevention with positives.”
The thrust of efforts is toward behavioral
counseling and skills-practice interventions.
The barriers interfering with prevention
strategies include:


Lack of consumer information and/or
knowledge about how to reduce the risk
of spreading the infection.



Lack of the mechanical skills necessary
to use condoms properly or to clean
needles properly.



Provider attitudes that prevention does
not work.



Limited time during the medical visit to
provide the level of intervention that
some consumers need to change
behavior.

|

GBHHSPC

|



Need for a variety of prevention
strategies to address different levels of
client needs.



Lack of skilled staff trained to offer
different intervention strategies.



Limited funds.



Limited coordination between treatment
programs and prevention services.

The council and its partners monitor reports
of barriers to care and, annually, through
allocations and directives strive to alleviate
identified barriers. Additionally, these
barriers are kept at the forefront as
strategies, goals and objectives are set in the
following chapters of the comprehensive
plan, and as the plan is implemented over
the next several years.
CONCLUSION
Although the Baltimore EMA has a wide
range of services available, PLWH/As
confront barriers that limit their receipt of
services. Key barriers cited by consumers
are the lack of 1) knowledge and skills to
access services, 2) information regarding
available services, and 3) availability and
access to dental services. Regarding access
to care, concerns expressed by a large group
of stakeholders who gathered to discuss this
plan identified a formidable array of barriers
on the side of consumers, care providers and
funding and access systems. A wide range of
barriers were also identified regarding
prevention. Geographic constraints were
identified in the six surrounding counties,
and EMA capacity barriers were identified
particularly with regard to substance-abuse
treatment slots.
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SECTION 3

WHERE WE NEED
TO GO
Our Ideal System of Care
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CHAPTER 7
CONTINUUM OF CARE FOR HIGH QUALITY CORE
SERVICES
The council has established a target upon
which to focus its actions and those of its
partners over the next three years. This
target is an ideal continuum of care: a
continuum based on the progression of HIV
disease as is shown in the preamble’s exhibit
P-1. Efforts to achieve this ideal will result
in a continuum that shortens the time
between diagnosis and entry into care,
reduces transmission of the virus to others,
lengthens the time between entry into care
and transition to AIDS-defined status,
reduces the number and severity of
complications and episodes of illness and,
finally, lengthens the time between
diagnosis and death from the virus.
Taking into account PLWH/As’
environment, population characteristics,
history, needs, care resources, and barriers
to care, the council has developed a vision
that is compatible with HRSA-defined
strategies which, themselves, are drawn
from the Healthy People 2010 targets
(DHHS 2005). The engine that will drive the
vision is the shared values of the council and
its collaborators, and these are identified as
well.
SHARED VISION FOR SYSTEM CHANGE —
OUR IDEAL CONTINUUM OF CARE
As funds of last resort that are primarily
used to purchase core services for
PLWH/As, Ryan White Title I funds support
the ideal continuum of care by providing
emergency care until PLWH/As can be
linked to other funding sources, by
providing services when other funding
sources are not available or where there are
gaps in needed services. Therefore
coordination with other programs (such as
prevention programs) and funding sources
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(such as Medicaid and the Veterans
Administration) are essential.
The ideal continuum of HIV care reaches
beyond merely meeting the needs of those
who are HIV positive to build an
environment where both the risks of
contracting HIV and the risks associated
with being HIV positive are minimized. It
does this by educating the community at
large about HIV prevention and the medical
and social consequences of the disease, as
well as by promoting acceptance of, and
caring for, those who are HIV positive and
AIDS defined.
Ideal care is continuous, regardless of a
person’s ability to pay. Seamless care is
achieved by coordinating among funding
sources. Ideal care also provides the greatest
support to those with the greatest need. To
stay on target and relevant, the ideal care
continuum requires ongoing input from
consumers.
While Ryan White was never intended to
provide all parts of the continuum of care,
the Baltimore Title I partners (council,
grantee, and administrative agent) strive
continuously to coordinate with other
programs and funding streams to build a
system that maximizes all resources to meet
the needs of PLWH/As.
The goals of the ideal continuum of care are
to:


Improve access to care.



Eliminate health disparities.



Improve the quality of health care.



Assure cost-effectiveness.



Improve health outcomes.
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Overview of the Ideal Continuum of Care
Exhibit 7-1, Ideal Continuum of Care,
Overview, outlines the planning council’s
ideal continuum of care, and shows the
relationship between the different services
that comprise it. Because the central purpose
of the CARE Act is getting PLWH/As into
care and ensuring that they stay in care and
adhere to their medical regimens, at the core
(center) of the model are both medical care
and the supportive services that help
PLWH/As stay in care. Because it is
important that these various medical and
support services be delivered in a
coordinated and consistent manner, the care
circle is surrounded by services that
facilitate or arrange access to medical and
supportive services. This core of medical,
supportive, and coordination services does
not exist in a vacuum: it exists in the context
of goals that promote access and ensure that
high-quality services are provided in a costeffective manner. The entire continuum of
care results in improved health outcomes.
Exhibit 7-2, Ideal Continuum of Care,
Details, provides more information about
each component of the ideal continuum of
care. It shows that the core of the model
(provide medical and support services) has
primary medical care, including
medications, at its center, and shows that
medical care is supported by substanceabuse treatment, mental-health treatment,
and other medical and supportive services
such as oral health care, transportation and
housing.
Surrounding the “care” circle is the
“coordination” circle. In this more detailed
illustration, one sees that the coordinating
services consist of case management and
client advocacy — services that support
PLWH/As by arranging access to care.
Surrounding the two circles of care is the
framework of the five broad goals identified
above. Two of these goals (improve access
to care and eliminate health disparities)
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ensure that PLWH/As get into care. The
third and fourth are concerned with
improved quality and cost effectiveness. The
fifth goal is the ultimate target, improved
health status.
The model shows that quality is evaluated
for care services, coordination services,
access services, and services designed to
eliminate health disparities. Cost
effectiveness takes all of these services plus
quality into account, in the belief that highquality services are more effective. Health
outcomes are impacted by every other
element in the model.
Each of the goals is further defined, current
activities in support of the goal are briefly
noted, and measures of accomplishment for
each goal are identified in exhibit 7-3, Goal
Details.
Example of the Ideal Continuum of Care
Services provided to HIV-positive infants
and children in Baltimore encompass many
aspects of an ideal system of care, and
embody one of our model’s key
characteristics — they provide the greatest
support to those with the greatest need.
Infants and children who are infected with
or affected by HIV are unable navigate the
complex care system or handle the complex
life situation to which they are subjected.
Baltimore’s program for HIV-positive
children, and children with HIV-positive
immediate family members, has the
following characteristics: rapid
identification and screening of children at
risk, intensive case management, integrated
service delivery, comprehensive primary
medical care, family support, and
coordination of funding streams.
This program is a highly successful
integrated service delivery system for
children living with HIV/AIDS. Maryland’s
continuum of services for children with HIV
requires not only the availability of
comprehensive primary medical care
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Exhibit 7-1
Ideal Continuum of Care, Overview

Goal 1:

Goal 2:

Improve Access to
Health Care

Eliminate Health
Disparities

Provide Medical &
Support Services

Provide Coordination
Services

Goal 3: Improve the Quality of Health Care

Goal 4: Assure Cost-Effectiveness

Goal 5: Improve Health Outcomes
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Exhibit 7-2
Ideal Continuum of Care, Details

Goal 1:
Improve Access to Health Care
Methods

Outreach

Community Education

Capacity Building

Linkage with EIS
Measurement
% HIV+ in care

Goal 2:
Eliminate Health Disparities
Methods
MAI Programs
Measurement
% underserved receiving service

Medical & Support Services

Oral Health
& other
Medical
Services

Primary Medical
Care and
Medications

Substanceabuse
Treatment

Housing & other
Supportive
Services
Mentalhealth
Treatment

Coordination Services
 Case management
 Client advocacy

Goal 3: Improve the Quality of Health Care

Methods: Standards set, QIP scores improve, TA provided
Measurement: QMP in place and Public Health Standards

Goal 4: Assure Cost-Effectiveness

Methods: ESD analysis, allocations, reprogramming;
Coordination with other agencies

Goal 5: Improve Health Outcomes

Benchmarks: Outcome measures such as changes in CD4, viral load, reduced unmet need
Measure: Reduction in deaths per 100,000
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services, but also coordination of different
funding streams to ensure a seamless
delivery of care for children infected with
the virus. Effective coordination of services
and maximum utilization of funding streams
for children form the foundation of this
“ideal” system.
The service delivery system for HIVinfected children in Maryland is a closed
system that 1) quickly identifies clients early
in their disease progression, 2) provides
immediate intervention upon identification
of a seropositive case, 3) makes available
high-quality care, 4) provides intensive casemanagement service to cover
comprehensively the varying service needs
of the clients, and 5) provides effective
utilization and coordination of funding
streams, particularly CARE Act dollars,
Medicaid and MCHP funding, and state
funding for HIV-positive children through
the state AIDS Administration, thus
ensuring that services to the children are
provided, regardless of ability to pay.
Implicit in this “ideal” system is the concept
of continuous care delivery without breaks
in services due to lack of funding. Within
central Maryland, Ryan White funding
under Titles I, II and IV supports programs
serving HIV-positive children. In addition,
Medicaid-eligible children diagnosed with
HIV immediately qualify for the “rare and
expensive case management” or REM
program. The REM program under
Medicaid, administered by the Maryland
Department of Health and Mental Hygiene
(DHMH) and coordinated by the University
of Maryland, Baltimore County (UMBC),
provides holistic individualized casemanagement services for certain diagnoses
defined by HealthChoice (the managed-care
component of Maryland’s Medicaid
program). Children not Medicaid eligible
may be covered under MCHP.
At the core of the service-delivery system
for children is an intensive management
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service and comprehensive medical care
supported by an array of funding streams.
Case management and medical care are
immediately available for exposed infants
until their serostatus is confirmed, either
through MCHP or CARE Act funding. For
those infants with a confirmed HIV
diagnosis, REM provides health insurance
coverage until the child is 20 (DHMH
2000b:7). All REM pediatric enrollees with
HIV are tracked by a case manager
throughout their adolescent years. The case
manager: 1) assesses the client’s needs, 2)
works with other members of the multidisciplinary team, 3) develops a casemanagement plan of care, 4) assists in
service coordination and family support, 5)
monitors clinical progress, 6) addresses
changing clinical and other client needs, 7)
recommends and assists with the transfer of
clients, when appropriate, and 8) initiates
pre-authorization requests for optional
services (DHMH 2000b:2).
This program exemplifies ideal care for
some of Baltimore’s most vulnerable
citizens, its children. For adults, the ideal
continuum of care also includes encouraging
those who are HIV positive to enter care and
remain adherent. As for adolescents, it
includes self-management training and
enriched life skills training. As with
children, those at risk of non-adherence due
to co-morbid conditions are ideally served
by co-located, coordinated services.
For HIV-positive adults, the ideal continuum
of care in the EMA is exemplified by colocated wrap-around care. Several providers
offer this type of care, where the HIVpositive person is treated in a single location
by a team of professionals who coordinate
care and communicate with one another.
These providers hold contracts to provide
services in a range of Title I categories, and
rely on other funding streams and referral to
ensure that their clients’ needs are met as
seamlessly as possible. To support HIVpositive adults with complicating conditions
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Exhibit 7-3
Goal Details

Goals

Programs

Measures

Goal 1: Improve Access to Health Care
An ideal,
comprehensive
care system
ensures that
geographical,
economic, social,
capacity, or
infrastructure
obstacles
preventing
PLWH/As from
accessing that
system are
minimized or
eliminated.

Outreach programs are designed to overcome barriers
such as PLWH/As’ not knowing how or where to obtain
care, or not knowing what services are available through
Ryan White. They also serve those who are at risk by
addressing their concerns about stigma and other issues
that may keep them from seeking care.
Community-education programs are designed to raise the
general HIV/AIDS knowledge base of the entire EMA,
across the continuum of the disease and the epidemic.
These general community education programs are in
addition to direct client or provider education activities
provided within specific service categories. Baltimore will
also focus much of its community-education activity on
assessing the efficacy of a self-management curriculum
for those who are HIV positive.

The measure of
the efficacy of this
HRSA strategy is
the percentage of
the HIV-positive
population who are
in care.

Capacity-building activities are directed toward providers
and potential providers of HIV-related services, and/or
HIV-related administrative entities. These activities are
designed to raise the target audience’s general knowledge
base, to increase levels of service, or to help form
collaborative relationships. The goals of capacity-building
activities are: to enhance the continuum of care by helping
service providers build their programs, to help with the
staff-development training necessary to improve service
quality, and to develop strategies and identify resources to
address gaps or deficiencies in services.
Goal 2: Eliminate Health Disparities
Minority
populations (which
make up 84
percent of the
EMA’s HIVpositive
population) receive
disproportionately
fewer medical
services than the
majority
population.

The Minority AIDS Initiative (MAI) non-traditional outreach
program performs targeted outreach to the AfricanAmerican and Hispanic communities in Baltimore City, in
venues outside the existing HIV provider system.
The MAI capacity-building initiative provides instruction to
MAI outreach staff. The MAI primary medical care comorbidity initiative ensures that individuals who have
adherence difficulties due to co-morbidities such as
substance abuse, chronic mental illness, or
homelessness, receive appropriate, available and
accessible treatment, from co-located services. The MAI
enriched life skills initiative improves health outcomes
through training in skills needed to establish stable and
independent life styles that support adherence.

The measure of
the efficacy of this
HRSA strategy is
the percentage of
underserved
populations who
are receiving care.

The expenditure and service delivery (ESD) reports
provided by the administrative agent to the planning
council also identify services provided 1) to AfricanAmericans and 2) to women and children. The planning
council reviews these reports and other sources of
information (such as needs assessments and information
from the community), and issues directives aimed at
eliminating health disparities.
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Exhibit 7-3 (continued)
Goal Details

Goals

Programs

Measures

Goal 3: Improve the Quality of Health Care
Higher-quality
services are more
effective at
interrupting the
progression of HIV
disease.

The planning council establishes standards of care for
each service category: structures and processes that
providers are expected to adhere to if they wish to receive
Ryan White funding. These standards often incorporate
professional practice standards for specific disciplines,
such as published public health standards for providing
primary medical care.
The BCHD Quality Improvement Program (QIP) monitors
provider performance against standards of care and
provides technical assistance as needed.
The council reviews the quality improvement service
category reports.

The measure of
the efficacy of this
HRSA strategy is
evidenced by: 1)
the presence of
quality
management
processes and 2)
compliance with
public health
standards.

The council considers consumer needs and category
performance and history as well as other funding streams
available to a category when making allocation and
reprogramming decisions.
Goal 4: Assure Cost Effectiveness
Services
purchased must
provide the
maximum possible
impact for each
dollar expended.

The Evaluation and Services to Surrounding Counties
committees review expenditure and service delivery
reports to assess trends in utilization of funds, services
provided, and cost per service.
Fiscal and performance monitoring. The administrative
agent provides expenditure and service reports to the
planning council several times a year. Where funds in a
service category are under-expended, the planning council
reprograms the under-spent funds to other categories that
have demonstrated need.

The measures of
cost effectiveness
are 1) reductions
in cost per service
and 2) very low
carryover
numbers.

The council collaborates with other funding streams to
assess any duplication of services
Goal 5: Improve Health Outcomes
This goal sums up
the overall
effectiveness of
both the Ryan
White program,
and the
effectiveness of all
partners who serve
HIV-positive
consumers in this
area.

Mortality figures are maintained by the state AIDS
Administration’s epidemiologist.
Outcomes for the specific service categories are interim
measures of effectiveness. The Baltimore EMA is
developing a pilot project that will evaluate outcomes for
two service categories. The planning council has
recommended a number of possible outcome measures,
and the Health Department has selected two categories,
MAI outreach and MAI enriched life skills, for measuring
outcomes. This project has been taken on by BCHD’s QIP,
and is currently under development.

The ultimate
outcome measure
is a reduction in
death rates. An
additional measure
is the number of
ADAP clients
receiving
medications.

Trends in death rates are evaluated both for the state and
for the EMA.

|

GBHHSPC

78

|

|

Comprehensive Plan for HIV Service Delivery in the Baltimore EMA

(substance abuse or chronic mental-health
issues or homelessness) a half-dozen
providers receive Title I funds to provide colocated services under primary medical care
co-morbidity and/or MAI PMC comorbidity categories.
Collaboration to Create an Ideal
Continuum of Care
Given that Ryan White Title I is the payer of
last resort, and has a very clear focus of
getting and keeping people with HIV in
care, collaboration and coordination with
other entities is critical. Exhibit 7-4, Ideal
Continuum of Care, Partners, identifies key
elements of this collaboration.
Within the Baltimore EMA, the
responsibility for HIV prevention is
primarily taken on by the state’s AIDS
Administration (which, in addition to
working in the city, assists the EMA’s
surrounding counties’ health departments)
and by the Baltimore City Health
Department. A member of the AIDS
Administration’s prevention staff sits on the
planning council and on its Comprehensive
Planning Committee. In addition to ongoing
input provided in this manner, the AIDS
Administration presents current programs at
the data presentations prior to the council’s
setting priorities and allocations.
Members from the state’s Title II, III and IV
programs sit on the council. They provide a
monthly report to the council, and provide
data presentations prior to the council’s
annual priority setting. Members of the
council and members of its support staff
attend Title II consortia meetings, and there
are routine coordination meetings between
the titles.
In addition to the council’s having substance
abuse and mental health treatment provider
representation, council committees receive
updates from Baltimore’s substance abuse
treatment coordination agency (Baltimore
Substance Abuse Systems or BSAS), and
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BSAS provides information at data
presentation prior to priority setting.
The council has representation from the
state’s Medicaid program and always
entertains a state Medicaid data presentation
before priority setting. Additionally, the
administrative agency offers training to
providers to ensure that Ryan White funds
are used only after all other possible
resource opportunities have been exhausted.
Planning to Support the Ideal Continuum
of Care
The CARE Act’s guiding principles defined
by the HIV/AIDS Bureau at HRSA, form
the basis of the council’s conception of an
ideal system of care, as well as the
foundation for its goals and objectives,
described in chapter 8. HRSA encourages:


Revising care systems to meet
emergency needs.



Assuring that each PLWH/A has access
to quality HIV/AIDS care.



Coordination of Title I-funded services
with other health-care delivery systems.



Evaluation of the impact of CARE Act
funds and implementation of
improvements to services (HRSA 2002).

As illustrated in exhibit 7-5, Ideal
Continuum of Care, Planning Inputs, the
council undertakes core planning activities
that support achieving an ideal continuum of
care. These activities include:


Needs assessment — Every three years,
the council conducts a comprehensive
survey asking consumers what services
they need, and which services they have
not received. The administrative agency
also surveys providers regarding wait
lists.



Data review — Before priority setting,
the council is provided with
presentations backed up by reports on 1)
epidemiological data for the EMA, 2)
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Exhibit 7-4
Ideal Continuum of Care, System Partners

State and local prevention
and treatment programs

Counseling, testing and
referral services

Goal 1:

Goal 2:

Improve Access
to Health Care

Eliminate Health
Disparities

Dental services
Provide Medical &
Support Services
Title III programs

Title II and Title IV
programs

Provide Coordination
Services

Other SAT and mental
health treatment programs

Medicaid, VA, Insurance

Special Programs of
National Significance

Housing (HOPWA)

Goal 3: Improve the Quality of Health
Care

Goal 4: Assure Cost-Effectiveness

Goal 5: Improve Health Outcomes
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medical trends, and 3) services provided
by partner organizations.



Surveys and forums — In addition to the
triennial needs assessment survey, in the
other two years the council conducts
forums with consumers and/or special
studies that explore various aspects of
need, such as a recent supplemental
survey exploring the reasons needs are
unmet (IGS 2005).





Priority setting — Based on the
information provided by the data review
and needs assessment, the council
determines the priority of each service
category.
Allocation determination — Based on
performance data for each category
provided by the AA/grantee, and on the
information provided above, the council
determines funding for each category
under various scenarios (e.g., funding
increase or decrease).



Reprogramming — Several times
through the year, funds that are being
under-utilized are reprogrammed to
other categories where the need is
greatest.



Quality assessment — The council
develops standards for each category,
and reviews category-based quality
improvement reports provided by the
QIP to assess whether or not these
standards are being met.



Fiscal and performance assessment —
The council receives expenditure and
service delivery reports provided by the
AA, and uses these as input for both
reprogramming and allocation decisions.



Coordination with other programs and
funding streams — At its most recent
priority setting, the council eliminated
funding for drug reimbursement because
the Maryland ADAP program is able to
cover the need for emergency
medications.
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Assessment of the administrative
mechanism — The council assesses the
performance of both the grantee and the
administrative agent along many
dimensions to ensure that their
performance is serving PLWH/As.



Directives — The council issues service
delivery system guidance, requests for
more specific utilization information,
recommendations for provider trainings
to the grantee and AA.



Comprehensive plan — Every three
years the council reviews
epidemiological data, needs, and
medical trends, and interviews scores of
stakeholders as the basis for developing
the new three-year plan. This plan is
then reviewed throughout its life cycle,
and progress toward meeting goals is
assessed.

SHARED VALUES FOR SYSTEM CHANGES
The planning council’s mission and vision,
provided in the preamble, reflect values that
are shared by council members and council
committee members, by staff of the grantee,
by the council’s support contractor, and by
the administrative agent, by other
government entities, by vendors, and by
other stakeholders. While discussion is often
passionate concerning how these values
should be actualized, they are fundamental
to the action of the council and its
collaborators.
PLWH/As must be in care — Care is
essential to the health of PLWH/As and the
health of the community. Care requires
adherence to appropriate medical regimens.
Both core and support services are essential
to supporting PLWH/As staying in care.
Consumer participation is essential —
Consumer participation must be meaningful
and effective, which means that consumers
must have a vote in decisions that are made,
and must have information and skills to
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Exhibit 7-5
Ideal Continuum of Care, Planning Inputs

Needs assessment
Data review
(epidemiological
profiles, unmet needs)

Goal 1:

Goal 2:

Improve Access
to Health Care

Eliminate Health
Disparities

Surveys, forums
Priority setting
Allocations
Reprogramming

Provide Medical &
Support Services

Quality evaluation
Fiscal and
performance
assessment

Provide Coordination
Services

Coordination with
other programs and
funding streams
Assessment of
administrative
mechanism
Directives

Goal 3: Improve the Quality of Health
Care

Comprehensive plan

Goal 4: Assure Cost-Effectiveness

Goal 5: Improve Health Outcomes
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advocate for their needs and those of the
entire HIV-positive community.
Provider and collaborator participation is
essential — Provider participation must be
meaningful and effective. Providers are
expected to bring their expertise to the
planning council table, and to coordinate
among themselves to ensure continuity of
service.
Care quality is essential — Aspects of
quality include service to the needs of lowincome, underserved and severe-needs
populations, equitable access to services
across geographic areas and subpopulations,
and services that meet standards of care. The
council and its partners are committed to
ensuring that the services delivered across
the system meet or exceed the Public Health
Standards and/or other professional
standards.
Responsiveness to the epidemic is essential
— Decision-makers must take into account
the current epidemiology of the epidemic,
and its trends, when planning. Decisions
must address overall needs within the EMA,
not narrow advocacy concerns. Services
must be culturally appropriate, and the
system must be flexible enough to meet the
changing demands of the epidemic.
Resources must be used cost effectively —
Efforts must be made that ensure that the
services provided under Ryan White
contracts are the highest quality at the best
cost. Funding streams that support care must
collaborate to minimize duplication.
Outcomes must be assessed, and results
must lead to action and must feed into
decisions, improving the quality of services.
Priorities should contribute to strengthening
the agreed-upon continuum of care,
including the provision of basic health care,
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limiting duplication of services, and
minimizing the need for hospitalization.
Service effectiveness must be demonstrated.
Duplication of services across titles is
reviewed and only funded when data support
the need for multiple providers, and one
funding source cannot meet the full demand.
Decisions must have a rational basis —
Decision makers must have the information
they need to justify their allocation
decisions. Procedures are in place to
encourage data-based decision making and
to preclude participants from making
conflicted decisions. Data-driven decision
making safeguards against impulsive or
reactive decisions. However, processes and
procedures must be in place to allow
responsiveness to emergency needs.

CONCLUSION
The council has identified an ideal
continuum of care, the core of which
consists of both primary medical care and
the supportive services that help PLWH/As
stay in care. This care circle is surrounded
by services that facilitate or arrange access
to medical and supportive services. These
services exist in the context of five key
goals: 1) improve access to care, 2)
eliminate health disparities, 3) improve the
quality of health care, 4) assure costeffectiveness, and 5) improve health
outcomes. There are numerous programs
currently in place for achieving each of
these goals. Coordinated efforts by many
collaborators are required to create a system
of care that approaches this ideal continuum,
as are a multitude of other planning
initiatives. A core set of values underpins
the Baltimore EMA’s ideal continuum of
care, key among them the shared belief that
PLWH/As must be in care and must be full
partners in decisions about their care.
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SECTION 4

HOW WE WILL
GET THERE
Achieving Our Ideal
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CHAPTER 8
GOALS, OBJECTIVES AND STRATEGIES
This chapter identifies the Title I partners’
broad goals, and their plans to accomplish
those goals during 2006-2008 both generally
(objectives) and specifically (strategies).
This plan was developed within the
limitations of Title I mandates and, keeping
the HRSA guidance at the forefront, will
provide guidance to the EMA over the next
three years.
The plan is based on the council’s
understanding of the impact of HIV on the
individual, as described in the preamble.
This foundation and understanding allows
planners to look at the service delivery
system with an understanding of the disease
progression, which, uninterrupted, results in
a premature death. In the EMA, Ryan White
funds are targeted to interrupting the disease
progression. As funding of last resort, the
program identifies needs and fills in service
gaps while directing PLWH/As to long term
funding streams.
The plan is set within the context of the
partners’ accomplishments meeting the
2003-2005 plan’s goals, and is based on:







The Baltimore area’s demographics,
specifics of the EMA’s epidemic, and its
history as identified in chapters 1-3.
The needs of the EMA’s PLWH/As as
identified in chapter 4.
The current system of care and barriers
to receiving that care identified in
chapters 5 and 6.
The council’s vision and values as
identified in chapter 7.

ACCOMPLISHMENTS AT ACHIEVING 20032005 COMPREHENSIVE PLAN GOALS

they relate to meeting the 2003-2005 goals
in the addendum to chapter 8 of the
Comprehensive Plan for HIV Service
Delivery: Baltimore EMA 2003-2005 (IGS
2002), which is included as appendix G.
Among their many accomplishments, the
council and its partners have:


Developed and implemented MAI nontraditional outreach as an early
intervention strategy.



Improved access to care (an increased
number of individuals in primary care).



Improved the quality of health services
(an increased number of individuals
receiving anti-retroviral therapy).



Developed estimates of those not in
care.



Reported unduplicated clients served.



Implemented prevention for positives
programs and linkages between primary
care and prevention.



Improved access to substance-abuse
treatment.



Provided access to information about
Ryan White services.



Revised the Passport to Care.



Revised co-morbidity standards of care.



Ensured routine communication
between titles at several levels.



Posted standards for all categories.

Additionally, the partners have identified
and addressed capacity issues, held provider
trainings on providing culturally appropriate
services, and addressed best practices during
a co-morbidity conference.

The council’s Comprehensive Planning
Committee reported on accomplishments as
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GOALS
Planners have identified five goals as
overriding targets for the next three years.
Four of the goals (one, two, three and five)
are the four long-range strategies for which
HRSA measures Title I performance (HRSA
2002:36); goal four is HRSA’s costeffectiveness goal, which is discussed
below. The goals are as follows:
1. Improve access to health care.
2. Eliminate health disparities.
3. Improve the quality of health care.
4. Assure cost effectiveness.
5. Improve health outcomes.
Regarding the fourth goal, the CARE Act
requires that services be provided in a
manner that is coordinated and cost
effective, and that ensures that Title I funds
are the payer of last resort for HIV/AIDS
services. Section 2602(b)(4)(C) of the
CARE Act requires Title I planning councils
to “establish priorities for the allocation of
funds within the eligible area, including how
best to meet each such priority and
additional factors that a grantee should
consider in allocating funds under a grant,
based on factors that include…demonstrated
(or probable) cost effectiveness and outcome
effectiveness of proposed strategies and
interventions” (HRSA 2002).

|

increase in wait lists and an increase in death
rates, the next three years will be focused on
providing cost-effective services.
STRATEGIES AND OBJECTIVES
The planning council has established its
2006-2008 objectives and strategies in
concert with the five HRSA goals and based
on data that demonstrate the changing needs
in our community. The HRSA goals and
needs data have then been tempered by
interviews with over two dozen key EMA
strategists, and crafted to foster ever closer
collaboration among the Baltimore area
Title I partners (the council, administrative
agency and grantee) and other programs that
serve area PLWH/As. These programs
include the other Ryan White CARE Act
titles, Medicaid, and substance abuse and
mental health treatment programs.
Additionally, as the council has confronted
the realities of reduced funds to serve
increasing numbers of clients, each council
committee has completed a focus exercise in
which it identified its core responsibilities
under the CARE Act and considered the
information it needed to make decisions.
The Executive Committee, followed by the
full council, prioritized strategies for
increasing the cost effectiveness of services
provided. The council’s strategies, goals and
objectives are identified in exhibit 8-1.
CONCLUSION

In the face of increasing numbers of
PLWH/As and the desire to bring a greater
proportion of those who are seropositive into
care, this comprehensive plan’s goals reflect
the planning council’s belief that it must
focus its efforts on providing effective and
cost-effective services. Services for
PLWH/As are impacted by Title I funding
reductions, by reductions in funding for the
programs with which Title I collaborates,
and by increasing costs for the services
provided. In order to forestall a possible

|
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The council has worked with over 20
collaborators to create its plan for meeting
its 5 goals by identifying 12 objectives. It
has specified 42 specific strategies as the
actions the council and its partners will
complete in order to achieve the objectives.
The council has defined the deliverables for
each strategy and assigned a responsible
party and a deadline. Chapter 9 describes
mechanisms by which the various strategies
will be implemented.
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Exhibit 8-1
2006-2008 Comprehensive Plan Goals, Objectives, and Strategies

Strategy

Party Responsible, Deliverable, Deadline
Goal 1. Improve Access to Health Care

Objective 1. Continue the council’s proactive collaborative support for: 1) HIV prevention including
counseling, testing and referral (CTR) sites co-located with Title I service locations, 2) risk reduction
interventions, and 3) targeted outreach activities.
1-1

1-2

1-3

1-4

1-5

Maintain strong collaboration with prevention
programs, taking into account current
prevention activities and their effectiveness.

State AIDS Administration

Support community health fairs, one in each of
the seven ZIP codes in Baltimore City with the
highest HIV rates and three in the six
surrounding counties in ZIP codes with the
highest rates.

Community education

Ensure that outreach programs have a direct
connection with counseling and testing, either
testing provided at the outreach site or through
formal memoranda of understanding for
referrals. Increase the number of programs
with such direct connections by 25% per year,
2007 and 2008.

Administrative agent

Encourage Ryan White service providers that
are part of large medical institutions or provide
substance-abuse or mental-health services to
RW consumers and the public to offer HIV
testing as an element of routine care;
encourage an “opt out” approach where clients
are tested unless they specifically choose not
to be tested.

Council leadership

Promote availability of HIV counseling, testing
and referral in venues that serve high-risk
individuals including emergency rooms,
mental-health treatment facilities, and prison
pre-release units through collaboration with the
Title II Community Planning Group (CPG) and
statewide prevention initiatives.

Council’s prevention representative

Report on prevention activities and outcomes
for planning at priority setting each July.

Report number of individuals taking
educational literature about Ryan White
services each June.

Require that outreach programs have CTR
services or formal referral relationships by June
2006. Report increases in June 2007 and June
2008. Perform programmatic and fiscal
monitoring of all contracts.

Open dialogue with the city’s Commission on
HIV/AIDS to promote this initiative by May
2006. Verify item is on the commission agenda
by June 2006. Report progress by June 2007.

Verify that the CPG has developed a strategy
to promote HIV counseling, testing and referral
in new venues by June 2007. Verify that the
CPG has implemented the strategy in the new
venues by June 2008.

Objective 2. Increase the speed with which those who are HIV positive come into care.
2-1

Establish BCHD counseling, testing and
referral services at new site for non-traditional
outreach workers. Increase number of
locations by 25% each year through 2008.

Grantee
Report on number of sites that have such
relationships by June 2006. Report increases
in June 2007 and June 2008.

Administrative agent
Provide programmatic and fiscal monitoring of
all contracts.
2-2

|

Support proposals for innovative alternative
models for getting clients into care.
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Administrative agent
Report the number of programs and models in
practice by June 2008.
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Exhibit 8-1 (continued)
2006-2008 Comprehensive Plan Goals, Objectives, and Strategies

Strategy
2-3

2-4

Party Responsible, Deliverable, Deadline
Encourage the city’s Commission on HIV/AIDS
to develop a campaign to address stigma.

Council liaison to commission

Increase public awareness of HIV/AIDS and
availability of Title I services by participating in
public awareness campaigns, health fairs and
speaking engagements.

Community education

Report on inclusion of issue in commission
agenda by June 2006. Report progress by
June 2007.

Report all speaking engagements and
awareness activities monthly.

Objective 3. Increase retention in care of those who are HIV positive.
3-1

Direct AA to support innovative interventions
for addressing clients’ barriers to remaining in
care, such as: side effects planning and
management; disclosure skills practice; and
social support.

Administrative agent
Report on PMC provider plans and strategies
to follow up missed appointments. Report PMC
provider actions to assure that potential
medication side effects and steps to manage
them are discussed with clients when
prescribing medications by June 2006.

Goal 2. Eliminate Health Disparities
Objective 4: Ensure that historically underserved subpopulations of PLWH/As are receiving parity in receipt
of Ryan White CARE Act Title I services, including ethnic minorities, females, and other populations
identified within the EMA as “at risk” (for example, the working poor, youth, and MSM).
4-1

4-2

4-3

Direct AA to encourage providers to ensure
access to historically underserved populations,
by: 1) extending their hours of operation or
opening weekend services and by 2) making
bilingual staff available to serve clients.

Administrative agent

Direct AA to encourage providers to explore
providing care at non-traditional sites.

Administrative agent

Direct capacity building to provide training to
help improve provider sensitivity including: 1)
cultural competence, 2) assumptions regarding
risk factors, especially for younger, older
patients, 3) language barriers, 4) complexity of
printed materials, 5) lack of respect, and 6)
need to support client independence.

Capacity building

Report on Title I providers who have bilingual
staff members serving clients by June 2006.
Report on Title I providers who have extended
hours of operation by June 2008.

Report on feasibility of this strategy by June
2007.

Identify and report the content of provider
trainings, the number of providers that have
sent staff to cultural competency training, and
the number of service and supervisory staff
trained in June 2007 and June 2008.

Also direct grantee to incorporate into capacitybuilding activities for 2007 and 2008, trainings
or seminars that address assumptions or
stereotyping about patient populations such as
the younger or older patients, substance
addicts or mentally ill.
4-4

|

Direct community education to implement a
pilot self-management program designed to
improve adherence.
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Community education
Report outcomes from the self-management
strategy by June 2007.
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Exhibit 8-1 (continued)
2006-2008 Comprehensive Plan Goals, Objectives, and Strategies

Strategy
4-5

4-6

4-7

4-8

4-9

Party Responsible, Deliverable, Deadline
Develop a searchable online resource
database.

Needs Assessment Committee

Identify the special needs of HIV-positive
youth, which include: 1) caregiver support, 2)
stable housing, 3) stigma, 4) maintaining
medical regimens in confidence, 5)
transportation, and 6) the expectation of an
early death.

Council representative for Title IV

Encourage planning council participation by
youth aged 18-25.

Nominating Committee

Assess the availability of care, and cultural
sensitivity of care, through feedback from
consumers and administrative agency.
Continue to include questions about cultural
sensitivity in Titles I and II client satisfaction
survey. Include questions in 2007 consumer
survey about availability of care.

Title II representative

Assess possible impact of changes in Medicare
and Medicaid on dually eligible Ryan White
clients. Assess the current structure of co-pays
and how co-pays affect consumer participation.

Needs Assessment Committee

Report on electronic resource inventory in June
2006 and June 2007.

Report on the special needs of HIV-positive
youth by June 2006.

Report on strategies to encourage youth to
participate by June 2006. Report number of
individuals between 18 and 25 who are
participating in PC activities by February 2007.

Report results of client satisfaction survey
annually.

Needs Assessment Committee
Report results of consumer survey in 2007.

Report on impact of dual eligibility by March
2006.

Administrative agent
Report on co-pay assessment by May 2008.

4-10

Monitor trends in the following issues:

Health Services Committee

• Increases in heterosexual transmission rates.

Arrange for presentations from content experts
on these emerging trends, report developments
to the council. Ongoing.

• Resistant strains of the virus in the newly
diagnosed.
• Advanced disease at diagnosis.
• Hepatitis C co-morbidity, methamphetamine
as a contributor to sex-related transmission.
• Post-exposure prophylaxis (PEP).
• Routine testing during physical examinations.
• Need for non-formulary medicines.
Request information from the AIDS
Administration each July on increases in
heterosexual transmissions, hepatitis C rates
and other epidemiological data. Request data
from medical providers on resistant strains,
PEP and routine testing. Ask substance-abuse
and other service providers to present data on
the impact of methamphetamine in the EMA.
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Exhibit 8-1 (continued)
2006-2008 Comprehensive Plan Goals, Objectives, and Strategies

Strategy

Party Responsible, Deliverable, Deadline
Goal 3. Improve the Quality of Health Care

HRSA’s goal is that, by 2010, all CARE Act-funded HIV primary medical care providers will have
implemented a quality management program and will meet two “core” standards included in the Public
Health Service Clinical Practices Guidelines for Treatment of Adults, Adolescents, and Pregnant Women.
Currently, all providers in the EMA are monitored for having quality management programs. Providers of
services having applicable PHS standards are required to meet those standards.
Objective 5. Continue to update standards and monitor application of standards of care.
5-1

5-2

As standards are revised, include “best
practice” information, where available, to
support identification of high-performing
providers. Specifically, explore existing
professional standards for case managers,
outreach workers and client advocacy workers.

Health Services and Support Services
committees

Monitor application of current standards.

QIP

Present updated standards for a service
category to council three times per year.

Report findings regarding compliance with
standards in July of each year.

Health Services and Support Services
committees
Review QIP recommendations when reviewing
and revising standards of care three times per
year.
Goal 4. Monitor and Assure Cost-Effectiveness
Objective 6. Ensure that currently funded programs are cost-effective.
6-1

Assess the cost effectiveness of:

QIP

• Low-intensity vs. high-intensity case
management on adherence.

Report results of service category assessments
and on initiatives to improve the quality of care
and the service delivery system in July each
year.

• Life skills training at improving housing
stability.
• Various substance-abuse treatment
modalities at keeping clients clean.
• Provider partnering at improving adherence
(e.g., substance abuse with case
management, primary medical care with
outreach).
• Cross training of substance-abuse counselors
and case managers.

Administrative agent
Provide programmatic and fiscal monitoring of
all contracts. Collect detailed cost data for each
category.

Grantee
Oversee cost and efficacy assessment through
the Quality Improvement Program.

• Provision of prevention-with-positives
counseling by ancillary staff rather than
primary care providers.
Objective 7. Eliminate duplication of services by different providers to the same client.
7-1

|

Assess the extent to which unduplicated client
data can clearly document duplication of
services by different providers to the same
client.
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Administrative agent
Present a report on whether the systems in
place have the capacity to identify whether the
same client is receiving the same service from
more than one provider during the same year
by June 2006.
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Exhibit 8-1 (continued)
2006-2008 Comprehensive Plan Goals, Objectives, and Strategies

Strategy
7-2

7-3

Party Responsible, Deliverable, Deadline
Perform a feasibility study of system
requirements to identify and reduce duplicate
client services.

Grantee and administrative agent

Perform a pilot of a system that identifies and
reduces duplicate client services (e.g.,
centralize location for most duplicated service)

Grantee and administrative agent

Report on the feasibility study in June 2007.

Implement and report on the pilot in June 2008.

Objective 8. Support high-performing providers.
8-1

Define “high-performing providers.”

Grantee
Report a definition by June 2006.

8-2

8-3

8-4

8-5

Develop a method for identifying highperforming providers.

Grantee and administrative agent

Identify the potential impact of reducing the
number of provider choices on consumers.

Grantee and administrative agent

Implement review of all service providers
funded in 2006 and 2007 using the method to
identify high-performing providers.

Grantee and administrative agent

Direct grantee and administrative agent to fund
high-performing providers, while meeting client
needs. Increase funding to providers that have
demonstrated that they are high performers
and continue to have the capacity to expand
services.

Council

Report on method in November 2007.

Report results of review in June 2008.

Report provider performance and ranking
within each service category, concealing
provider identity, by September 2008.

Direct grantee and AA to fund high-performing
providers.

Grantee and administrative agent
Structure the RFP and award process to favor
high-performing providers by September 2008.

Objective 9. Enforce third-party payment (ensure that Title I funds are used as the last resort).
9-1

9-2

Determine whether the system for unduplicated
client data can clearly document third-party
eligibility and enrollment.

Administrative agent

1) Determine the number of funded providers
who are responsible for recouping third-party
payments.

Administrative agent

2) Determine the number of providers who are
receiving and reporting third-party payments.

Grantee

3) Determine whether those providers are
capturing all third-party payments for which
they are eligible.
9-3

Ensure that all providers are capturing third
party payments.

Report whether the current unduplicated client
data captures third party eligibility and
enrollment data by June 2006.

Report on item 1 by June 2006, on items 2 and
3 by June 2007.
Monitor and report annually.

Administrative agent
Report progress by June 2008.

Grantee
Report monitoring of administrative agent’s
process annually.
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Exhibit 8-1 (continued)
2006-2008 Comprehensive Plan Goals, Objectives, and Strategies

Strategy

Party Responsible, Deliverable, Deadline

Objective 10. Eliminate funding duplication for services.
10-1

10-2

10-3

Document other funding sources by category,
and identify services and funding trends of
those resource streams. Include this data in
allocation and reprogramming decisions.

Needs Assessment Committee and
Comprehensive Planning Committee

Increase collaboration by meeting with Title II,
III, IV Part F, Medicaid, Medicare and other
government funding sources to develop costeffectiveness initiatives.

Council leadership

Increase collaboration with community-based
organizations, including faith-based
organizations.

Administrative agent

Ensure that other funding resource data are
gathered and available for planning each July.

Report on collaborative meetings as they
occur; no less than annually.

Include development of collaborations with
CBOs and faith-based organizations in the
RFP and/or contract language by June 2007.
Report the number of non-Ryan White funded
CBOs and faith-based organizations that are
part of the network of services available to
Ryan White clients by June 2008

Objective 11. Eliminate overlapping categories that have similar functions.
11-1

11-2

11-3

Review service category definitions and identify
those that have similar functions.

Grantee, administrative agent, council

Review the delivery of services for those
categories that have similar definitions and
functions to determine where there is overlap.

Grantee, administrative agent, council

Develop a proposal for reducing or merging
Title I funded categories with similar functions
or that have other sources of funding, primary
consideration must be overall impact on
consumer care with such changes.

Grantee, administrative agent, council

Review each category as defined and identify
those with similar functions by June 2006

Report findings by March 2007.

Present proposal by May 2007. Subsequent
steps to depend on findings and proposal.

Goal 5. Improve Health Outcomes
All of the strategies above are designed to improve health outcomes. The strategies below monitor whether
the actions taken in support of goals 1-4 have an impact on goal 5. Note that trends in deaths per 100,000
are documented by the Maryland AIDS Administration, and will continue to be monitored.
Objective 12. Develop and apply outcome measures.
12-1

12-2

Complete the pilot study of five outcome
measures in two EMA categories.

Grantee

Based on the results of the pilot study, expand
the number of categories evaluated by
outcome measures.

Grantee

Report the results of the outcomes pilot with
MAI outreach and co-morbidity by June 2007.

Initiate outcomes measures in two additional
service categories and report to the council by
December 2007.
Launch the two new outcomes initiatives and
continue the two previous ones. Report
progress to the council by March 2008.

|

GBHHSPC

92

|

|

Comprehensive Plan for HIV Service Delivery in the Baltimore EMA

|

SECTION 5

HOW WE WILL
ENSURE SUCCESS
Evaluating Our Progress
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CHAPTER 9
IMPLEMENTATION, MONITORING, AND EVALUATION PLAN
IMPLEMENTATION, MONITORING, AND
EVALUATION STRUCTURE
Many agencies have a role in implementing
the comprehensive plan, as shown
previously in exhibit 7-4, Ideal Continuum
of Care, System Partners. The primary
responsibility for ensuring that the plan is
implemented, and for monitoring
implementation, falls to the planning
council’s Comprehensive Planning
Committee, which is also responsible for
development of the plan. However,
implementation of the three-year plan
requires the full cooperative effort of all
EMA partners.
Once the plan is approved by the council,
the Comprehensive Planning Committee
issues motions to the council that further
plan implementation. If substantive work is
required from the grantee or administrative
agent, directives or other formal
communications are issued. As these entities
complete their work, they send reports to the
Comprehensive Planning Committee, which
reviews them and sends them to the council
or to other relevant committees. Other
committees also use the plan to guide their
activities over its three-year duration.
Just as other agencies have been consulted
in the development of the plan, the council
and grantee leadership continue to confer
with them to collaboratively achieve all
strategies identified in chapter 8.
IMPLEMENTATION PROCESSES
The council uses several processes to
accomplish the various strategies identified
in chapter 8. These processes, and the
strategies each will support, are identified
below.

|
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Planning Council Leadership Activities
Although the planning council performs
most of its work through a committee
structure, council leadership is responsible
for spearheading collaborative activities
with partners. For example, council
leadership is responsible for communicating
with Baltimore City’s Commission on
HIV/AIDS regarding routine testing for HIV
(strategy 1-4) and a campaign to address
stigma (strategy 2-3), and with other Ryan
White titles regarding CPG counseling and
testing promotion (strategy 1-5), and
collaborative meetings (strategy 10-2).
Planning Council Committee Activities
Each planning council committee has
ongoing responsibility for one or more
HRSA-mandated activities. Within these
mandates, committees target their activities
to accomplish plan strategies.


The Nominating Committee collaborates
with Title IV, and focuses its planning
council membership recruitment efforts
toward venues frequented by young
people to encourage their participation
in council activities (strategy 4-7).



The Needs Assessment Committee
monitors special initiatives and reviews
reports it has requested. Special
initiatives are one-time resource
infrastructure investments, which may
depend on the availability of funding,
such as carryover funds. An example of
a special initiative is a carryover
initiative to develop an on-line provider
resource guide to supplement the paper
Passport to Managed Care (NAPWA
2000) and Resource Guide (AAB n.d.)
(strategy 4-5). Special studies are onetime reviews of specific issues within
the EMA. They may be directed, for
example, to examination of the needs of
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a disadvantaged population, assessment
of resource utilization across
jurisdictional boundaries, or assessment
of trends in consumer-identified unmet
needs. Performance of some special
studies is dependent on the availability
of funding, such as carryover funds. An
example of a special study taking place
at the time this plan was issued is the
assessment of the potential impact of
changes in the Medicare and Medicaid
programs on dually-eligible Ryan White
clients (strategy 4-9). In concert with the
Comprehensive Planning Committee,
the Needs Assessment Committee also
ensures that information about other
funding streams is available for priority
setting (strategy 10-1).






The Health Services Committee
arranges for experts within the EMA to
provide presentations on emerging
trends (strategy 4-10).
The Health Services and Support
Services committees include bestpractice information when updating
standards (strategy 5-1) and collaborate
with the QIP program to ensure that QIP
findings are included in standards
(strategy 5-2).
The Comprehensive Planning
Committee, which is responsible for
development of priority-setting data,
directs staff to continue documenting
alternative funding streams, and to
present this information, in accessible
format, for priority setting (strategy 101).

Collaboration with Other Programs and
Funding Streams
There are many contact points for
collaboration with other funding streams. In
accordance with the CARE Act,
representatives of many key collaborators sit
on the planning council. Each of these
representatives is also required in the
council’s bylaws to sit on one of the
council’s standing committees. Leadership
meetings are routinely held among the
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agencies that administer various aspects of
Ryan White funding, and council support
staff provide input to the Title II consortia.
Title I provides input to the Statewide
Coordinated Statement of Need, and
collaborators are asked to give presentations
on core services — many were interviewed
as part of development of this
comprehensive plan.
Provider Contracting and Contract
Monitoring Process
The AA, supervised by the grantee,
establishes contract conditions of award and
provider selection criteria and bonus points,
and monitors contract performance. Some
planning council directives are included by
the AA among the conditions of award, and
are subsequently monitored.
Monitoring is performed both by review of
documents submitted by providers and by
AA site visits to providers. Developed by
the AA in 1997, the site-visitation process is
designed to:


Review the program’s capacity and
effectiveness in delivering HIV care and
services according to the Title I
legislation and guidance.



Review the program’s effectiveness of
service implementation in accordance
with the goals and objectives specified
in the grant application.



Assess consumer satisfaction and level
of involvement in the program.



Identify areas of strengths and areas of
improvement in service delivery.



Identify best-model practices.



Ensure compliance with the council’s
Standards of Care.



Make recommendations for technical
assistance aimed at improving the
quality of care and services and
continued compliance with funding
guidelines.
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The contracting and contract monitoring
implementation processes are used to ensure
that outreach programs have a direct
connection with counseling and testing
programs (strategy 1-3), and that counseling
and testing sites are available at sites for
non-traditional outreach (strategy 2-1). The
AA and grantee also support proposals for
innovative alternative models for getting
clients into care (strategy 2-2) and for
addressing clients barriers to remaining in
care (strategy 3-1). Contracting also
encourages expanded hours and bilingual
staff availability, and encouraging providers
to explore non-traditional sites (strategies 41 and 4-2). Through contact with providers,
the AA also provides the council with a
report on the impact of co-payments on
consumer participation (strategy 4-9).
Together, the grantee and AA take
responsibility for reducing duplicate services
and duplicate categories of service
(strategies 7-1 through 7-3 and 11-1 through
11-3), identifying and rewarding highperforming providers (strategies 8-1 through
8-5), and strengthening providers’ use of
other payers (strategies 9-1 through 9-3).
The contracting system also supports
providers who implement collaborative
initiatives (strategy 10-3).
The grantee has responsibility for
completing the pilot outcomes study in two
categories, and expanding it to additional
categories (strategies 12-1 and 12-2).
Quality Improvement Program
In accordance with the Ryan White CARE
Act Reauthorization of 2000, the Baltimore
City Health Department has allocated five
percent of the FY 2006 Title I award to
support the continuation of the Quality
Improvement Program, implemented during
FY 2001. QIP is administered and
coordinated through the Baltimore City
Health Department’s Division of Health
Promotion and Disease Prevention, Ryan
White Title I Office. The Ryan White Title I
Office is a stand-alone office, which reports
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directly to the division’s assistant
commissioner.
QIP has two key goals: 1) to ensure that all
consumers have access to the same quality
of services regardless of location/provider
and 2) to ensure that all providers have
access to the necessary tools to provide the
most current and appropriate care.
The QIP project for the Baltimore EMA is a
two-fold process: 1) analysis of local
planning council standards of care against
published public health standards and
guidelines, and other federally recognized
standards of care and 2) data abstraction.
Data abstraction consists of 1) designing
measurable outcome indicators for each
category, 2) collecting and analyzing data
from direct service providers, 3) developing
strategies to improve the quality of care
provided locally, and 4) developing
technical assistance and capacity-building
initiatives to improve the quality of, and
access to, care in the EMA. The Baltimore
QIP program has established a four-year
cycle, with the first year having been FY
2001.
The planning council incorporates QIP
findings into the planning process for Title I
services. Furthermore, the administrative
agent is informed of findings in the QIP
assessment process to provide them with
further focus for their contract monitoring
processes and technical assistance functions.
QIP is responsible for assessing the costefficacy of specific programs (strategy 6-1).
Capacity Building Program
Capacity-building activities are directed
toward HIV-related service providers or
administrative entities, and are designed to
achieve one of three purposes as follows: 1)
to raise their general knowledge base, 2) to
increase the quantity or quality of services
from them, or 3) to form collaborative
relationships among them. Capacitybuilding activities enhance the continuum of
care in several ways: 1) by helping service
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providers build their programs, 2) by
assisting with or providing staffdevelopment training opportunities
necessary to improve the quality of services,
and 3) by developing strategies and
identifying resources to either address gaps
in services or to remediate deficiencies in
the health-care system. Capacity building
does not provide services directly to
individual clients or to individual providers.

(strategy 4-6), and the representative from
Title II will report on consumer feedback
regarding the availability of care (strategy 48).

Throughout the year a variety of technical
assistance workshops (TAWs) are offered to
existing Ryan White Title I providers as
well as new providers by such entities as
DHMH’s AIDS Administration, BCHD,
Associated Black Charities (the
administrative agency), Johns Hopkins and
the University of Maryland. The workshops
are aimed at providing guidance and support
to improve the overall continuum of care.
Annual sessions include a new-provider
orientation and consumer-advisory-board
training. Other sessions are conducted based
on the needs of the providers. This type of
session will continue throughout 2006-2008
(strategy 4-3).

MONITORING AND EVALUATION

Community Education Programs
Community education raises the general
knowledge base of the EMA population as
relating to HIV/AIDS, across the continuum
of the disease and the epidemic. Community
education supports community health fairs
throughout the EMA (strategy 1-2) and
participates in speaking engagements and
public awareness campaigns (strategy 2-4).
In addition community education is planning
a pilot self-management program designed
to improve adherence (strategy 4-4).
Action by Other Partners
Achievement of some strategies involves
action by partners in addition to the planning
council, grantee, and administrative agent.
The Maryland AIDS Administration reports
on prevention activities and their outcomes
prior to Title I priority setting (strategy 1-1).
The council representative from Title IV
will report on the special needs of youth
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Many of the strategies identified in exhibit
8-1 can be accomplished within the funding
available to the partner, but some of them
would be effected by reduced funding or
elimination of carryover funds availability.

The planning council’s Comprehensive
Planning Committee, the body primarily
responsible for the development of this plan
and the prior three-year comprehensive plan
(IGS 2002), also has responsibility for
ensuring the plan’s implementation,
monitoring its components and evaluating
the proposed goals, objectives and
strategies. In order to appropriately do so,
three years ago the committee voted to
restructure its monthly meetings to allow
time for review and discussion of the plan.
Other committees of the council, which are
responsible for specific strategies, monitored
those sections of the prior plan. The results
are documented in an addendum to the
2003-2005 comprehensive plan, found in
appendix G hereof. This addendum
documents that the Greater Baltimore HIV
Health Services Planning Council
implements and monitors the
accomplishment of its three-year
comprehensive plan. HIV Planners who
would like to review other documents of
interest are referred to appendix H.
CONCLUSION
The council takes very seriously its
obligation to implement its three-year plan,
and has documented the achievements of the
previous plan (2003-2005). The council has
also specified the mechanisms by which the
2006-2008 plan will be implemented
including the following:


Planning council leadership activities.



Planning council committee activities.
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Collaboration with other programs and
funding streams.



Use of the provider contracting and
contract monitoring processes.



Activities of the quality improvement
program.



Capacity building and community
education activities.



Actions by other partners.
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The Comprehensive Planning Committee is
primarily responsible for monitoring and
evaluating plan achievement, and has set
mechanisms in place to perform this task.
The comprehensive plan will serve as a
roadmap and touchstone for HIV planning in
the Baltimore EMA throughout its threeyear life span.
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APPENDIX A
GLOSSARY OF TERMS AND ABBREVIATIONS
Term

AA
Access to Services

ADAP
Administrative
Agency

AETC
AI/A
AIDS
AIDS Drug
Assistance
Program

AIDS Education and
Training Center

ASO
Availability
AZT
Barriers
BCHD
CARE Act
CBO
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Definition
See “administrative agency.”
The extent to which clients can get or receive a service. Assumes that service is
available to clients. Numerous factors may influence access to services even
though the service is deemed available to the client.
See “AIDS Drug Assistance Program.”
A lead, or administrative, agency is authorized to receive funds and distribute
them according to service providers following priorities established by the
pertinent planning body. An administrative agency may be a state or county
health department, a community foundation, a public trust, a community-based
organization, an AIDS service organization or an incorporated non-profit agency.
In the Baltimore area, the administrative agency for Title I (q.v.) of the Ryan
White CARE Act is a private non-profit corporation, Associated Black Charities,
Inc. For Title II (q.v.) and Title IV (q.v.), the administrative agency is the Maryland
AIDS Administration. The administrative agency need not be the same entity as
the grantee (q.v.), the initial recipient of the funds from the federal government.
There is no administrative agency for Title III (q.v.), under which funding is
directly granted to CBOs (q.v.) by HRSA (q.v.).
See “AIDS Education and Training Center.”
American Indian/Alaskan Native.
Acquired immune deficiency syndrome.
This program was created as part of the Ryan White CARE Act and is
administered under Title II. ADAP provides medications to low-income people
living with HIV/AIDS that are uninsured or under-insured and lack coverage for
medications. In the Baltimore area, these funds are administered by the
Maryland AIDS Administration.
The AETC was created as part of the Ryan White CARE Act and is administered
under Part F (q.v.) of the CARE Act (q.v.). The AETC program is a network of
regional centers that conduct targeted, multi-disciplinary education and training
programs for health care providers.
AIDS service organization.
Primarily concerned with whether the service is offered to the client/community.
Azido-Thymidine, an AIDS medication.
Factors or circumstances that prohibit or inhibit access and/or use of services.
The reasons for and sources of barriers are diverse.
Baltimore City Health Department.
See “Ryan White CARE Act.”
Community-based organization.
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CDC

See “Centers for Disease Control and Prevention.”

Centers for Disease
Control and
Prevention

The Centers for Disease Control and Prevention collectively is an agency of the
U.S. Department of Health and Human Services. The CDC’s mission is to
promote health and quality of life by preventing and controlling disease, injury
and disability. The CDC is the federal agency responsible for tracking diseases
that endanger public health, such as HIV.

Community Forum
or Public Meeting

A small-group method of collecting information from community members in
which a community meeting is used to provide a directed but highly interactive
discussion. Similar to but less formal than a focus group (q.v.), it usually includes
a larger group; participants are often self-selected (i.e., not randomly selected to
attend).

Community
Planning
Coalition/Group

The CDC funds a program under which people from at-risk communities and
those who are HIV positive utilize data from scientists and other professionals in
order to decide the most effective HIV-prevention programs and methods for
stopping the spread of HIV infection in their area. In Maryland, the relevant group
is the Maryland Prevention Community Planning Group (CPG). This covers the
entire state by means of five regional subgroups: (a) central (Baltimore City and
Anne Arundel, Baltimore, Harford and Howard counties), (b) Eastern Shore
(Caroline, Cecil, Dorchester, Kent, Queen Anne’s, Somerset, Talbot, Wicomico
and Worcester counties), (c) southern (Calvert, Charles and St. Mary’s counties),
(d) suburban (Montgomery and Prince George’s Counties) and (e) western
(Allegany, Carroll, Frederick, Garrett and Washington counties).

Comprehensive
Planning

The process of determining the organization and delivery of HIV services.
Strategy used by a planning body to improve decision making about the services
and maintain a continuum of care.

Consortium

Title II of the Ryan White CARE Act authorizes planning consortia in the states.
A consortium is an association of public, private non-profit and community-based
organizations operating within an HIV service delivery area (q.v.) and individuals
who are community leaders, persons representative of populations affected by
HIV, people infected with HIV and family members/caregivers of people with HIV.
A consortium determines how federal and state grant funds will be used in its
geographic area to treat and provide services to people with HIV/AIDS.
Consortia may be thought of a Title II-funded, HSDA-level analogues of Title I
planning councils (q.v.). In Maryland, there are five regional consortia to guide
the use of Title II moneys. The central consortium covers Baltimore City and
Anne Arundel, Baltimore, Carroll, Harford and Howard counties.

Continuum of Care

A set of services and linking mechanisms that responds to an individual or
family’s changing needs for HIV prevention and care. A continuum of care is the
complete system of providers and available resources (CARE Act and others) for
people at risk for or living with HIV and their families within a particular
geographic service area, from primary care to supportive services.

CPC/CPG
Eligible
Metropolitan Area

EMA
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See “Community Planning Coalition/Group.”
A designation used by the Ryan White CARE Act to identify an area eligible for
funds under Title I of the CARE Act, which provides moneys for aid to
metropolitan areas hardest hit by HIV. It may be thought of as the Title I-funded
analogue of an HSDA (q.v.), a Title II funding designation. The Baltimore EMA
consists of the following jurisdictions: Baltimore City and Anne Arundel,
Baltimore, Carroll, Harford, Howard and Queen Anne’s counties.
See “eligible metropolitan area.”
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Epidemic

The spread of an infectious disease through a population or geographic area.

Epidemiologic
Profile

A description of the current status, distribution and impact of an infectious
disease or other health-related condition in a specific geographic area.

Epidemiology

The study of factors associated with health and disease and their distribution in
the population.

Focus Group

The recipient of federal funds. In the context of the CARE Act, the term generally
refers to the initial recipients of funds under Titles I and II of the act. In Maryland,
the Title I grantee is the Baltimore City Health Department, acting for the mayor;
the Title II grantee is the Maryland AIDS Administration. The grantee need not
be the same entity as the administrative agency. Within the Baltimore EMA, the
grantee has contracted Associated Black Charities to serve as the administrative
agency (q.v.), the latter thus being the entity that actually disburses funds to
service providers.

HAART

Highly active antiretroviral treatment.

HIV
HIV Service
Delivery Area

HOPWA
Housing
Opportunities for
People with AIDS

The Health Resources and Services Administration is a division of the U.S.
Department of Health and Human Services. Known as HRSA, it directs national
health programs that improve the nation’s health by assuring equitable access to
comprehensive, quality health care for all. HRSA works to improve and extend
life for people living with HIV/AIDS, provide primary health care to medically
underserved people, serve women and children through state programs, and
train a health work force that is both diverse and motivated to work in
underserved communities. HRSA administers the Ryan White CARE Act.
Human immunodeficiency virus.
Also known as health service delivery area. A designation used by the Ryan
White CARE Act to identify an area eligible for funds under Title II (formula
funding to states and territories). It may be thought of as the Title II-funded
analogue of an EMA (q.v.), a Title I funding designation.
See “Housing Opportunities for People with AIDS.”
This is a federal program of the Department of Housing and Urban Development.
HOPWA provides housing assistance and supportive services for low-income
people with HIV/AIDS and their families.

HRSA

See “Health Resources and Services Administration.”

HSDA

See HIV Service Delivery Area.

IDU
Incidence

MSM
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A method of information collection involving a carefully planned discussion
among a small group led by a trained moderator. A focus group is usually
smaller than and more structured than a community forum (q.v.).

Grantee

Health Resources
and Services
Administration

|
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Injection drug use(r).
The number of new occurrences (e.g., of diagnosed HIV cases) over a given
period of time. Incidence is often expressed as an annual measure (the number
of new cases occurring during a year). Incidence should not be confused with
prevalence (q.v.), a measure of new and existing living occurrences (e.g., of
diagnosed HIV cases) at a given point in time.
Men who have sex with men. The term is also used to designate a mode of
transmission of the HIV virus.

102

|

|

Comprehensive Plan for HIV Service Delivery in the Baltimore EMA

Need for Service

Needs Assessment

The extent a service is requested. May encompass terms such as, was the
service wanted, desired, necessary to address health problems/concerns.
A process of collecting information about the needs of people at risk of or living
with HIV and their families (both those receiving care and those not in care),
identifying current resources (CARE Act and others) available to meet those
needs, and determining what gaps in care exist.

Part F

Part F of the Ryan White CARE Act administers several programs: 1) special
projects of national significance (SPNS) (q.v.), which supports the development
of innovative models of HIV care and is designed to address special care needs
of individuals with HIV/AIDS in minority and hard-to-reach populations; 2) the
AETC program (q.v.), a network of regional centers that conduct targeted, multidisciplinary education and training programs for health care providers; and 3) the
HIV/AIDS dental reimbursement program, which assists accredited dental
schools and post-doctoral dental programs with uncompensated costs incurred
in providing oral health treatment to patients with HIV.

PHSA

See “public health service area.”

Planning Council

Planning councils are volunteer planning groups composed of community
members who prioritize services and allocate funds under Title I of the Ryan
White CARE Act. In the Baltimore area, the planning council is known as the
Greater Baltimore HIV Health Services Planning Council. Planning councils may
be thought of a Title I-funded, EMA-level analogues of Title II consortia (q.v.).

Planning Council
Support Office

An entity providing administrative and managerial services to a planning council,
the latter not being an incorporated entity in its own right. The planning council
support office may be public or private sector. In the Baltimore EMA, the
Baltimore City Health Department, the grantee (q.v.), has contracted an
independent management consulting organization, InterGroup Services, Inc., to
provide this service.

PLWH/A
Prevalence

Prevention Services

Public Health
Service Area
Rate

Ryan White
CARE Act
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People (or person) living with HIV/AIDS; PLWH and PLWA also are used.
The number of occurrences of a given disease or other condition existing in a
given population at a designated time. In the case of HIV and AIDS, prevalence
measures new and previously existing living cases at any given time. Prevalence
should not be confused with incidence (q.v.), which measures only the new
cases occurring over a given period of time.
Interventions, strategies, programs and structures designed to change behavior
that may lead to HIV infection or other disease. Examples of HIV prevention
services include street outreach, educational sessions, condom distribution and
mentoring and counseling programs.
Service area used for public health planning.

The quantity of things or events (e.g., number of AIDS cases) relative to a
standard quantity (e.g., per 100,000 population). A percentage is also a measure
of rate.
On August 18, 1990, Congress enacted the Ryan White Comprehensive AIDS
Resources Emergency (CARE) Act. Reauthorized in 1996 and 2000, the CARE
Act is designed to improve the quality and availability of care for individuals and
families affected by HIV/AIDS. The CARE Act includes the following major
programs: Title I, Title II, Title III, Title IV and Part F. The CARE Act is now the
largest sole source of HIV funding in the nation.
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SES
Socio-Economic
Status
STD
Sexually
Transmitted
Disease
Special Projects of
National
Significance
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See “socio-economic status.”
A measure of a person’s or group’s social and economic indicators, like income
and education. SES is consistently correlated with differences in health
outcomes, i.e., the lower the SES, the poorer the health and vice-versa.
See “sexually transmitted disease.”
A disease that is spread through intimate sexual contact, such as HIV, herpes,
syphilis and gonorrhea.

This program is administered by Part F of the Ryan White CARE Act (q.v.). This
program supports the development of innovative models of HIV care and is
designed to address special care needs of individuals with HIV/AIDS in minority
and hard-to-reach populations.

SPNS

See “Special Projects of National Significance.”

Title I

Under the Ryan White CARE Act, funding is given to the nation’s eligible
metropolitan areas (q.v.) hardest hit by the HIV/AIDS epidemic. In the Baltimore
area, Title I funding is (a) granted to the mayor of the City of Baltimore, (b)
overseen by the Baltimore City Health Department, the grantee (q.v.), (c)
disbursed by Associated Black Charities, the administrative agency (q.v.), and
(d) guided by the Greater Baltimore HIV Health Services Planning Council.

Title II

Under the Ryan White CARE Act, funding is given by formula to states and
territories to improve the quality, availability, and organization of health care and
support services for people living with HIV/AIDS. In Maryland, Title II funding is
(a) granted to and administered by the Maryland Department of Health and
Mental Health’s AIDS Administration, the grantee (q.v.), and (b) guided by the
state’s five regional planning consortia (q.v.).

Title III

Under the Ryan White CARE Act, funding is granted directly to community-based
organizations for outpatient early intervention services.

Title IV

Under the Ryan White CARE Act, funding is given to public and non-profit
entities to coordinate services to, and improve access to research for, children,
youth, women and families. In the Baltimore area, the Title IV grant is
administered by the Maryland AIDS Administration.
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APPENDIX C
MARYLAND AND BALTIMORE HIV/AIDS
EPIDEMIOLOGICAL PROFILES
Following are the HIV/AIDS epidemiological profiles created by the Maryland AIDS
Administration for the state of Maryland (data reported through September 2005) and the city of
Baltimore (data reported through June 2005).
MARYLAND PROFILE
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APPENDIX D
SERVICE CATEGORIES FUNDED IN THE EMA
The list below describes services currently and previously funded in the Baltimore EMA. Service
category standards and definitions are revised periodically. For the most current definitions, refer
to the EMA’s published standards of care.
HEALTH-CARE SERVICES
Category

Description of Services as Funded in the Baltimore EMA

Drug Reimbursement
Program

Ongoing service/program to pay for approved pharmaceuticals and/or
medications for persons with no other payment source.
Established to expand the number of covered medications available to
low-income patients and/or to broaden eligibility beyond that established
by a state-operated Title II or other state-funded drug-reimbursement
program.
Services include:

Home Health Care

Oral Health

•

Temporary payment for medications for eligible consumers while their
applications for state-administered medication coverage programs
are pending.

•

Temporary payment for medications during the period that
consumers have lost eligibility for a state-administered program or
other program that pays for medications.

•

Payment for medication may be an ongoing service.

•

Medications covered are as stated in the Maryland AIDS Drug
Assistance Program formulary (MADAP); medications not covered
under this formulary will be paid for using emergency financial
assistance (vouchers).

•

Co-payments will be funded through emergency financial assistance
(vouchers).

•

Drug reimbursement does not include medications that are
considered part of the services provided during a regular or
emergency medical visit.

•

Provision of paraprofessional care, professional care, and/or
specialized care as requested by the primary medical provider and
integrated into the overall care plan to help consumers remain in their
homes.

•

Paraprofessional care includes services from a homemaker, homehealth aide, personal caretaker or attendant caretaker, including nonmedical, non-nursing assistance with cooking and cleaning.

•

Professional care includes services from a licensed health care
worker.

•

Specialized care includes intravenous and aerosolized treatment,
parenteral feeding, diagnostic testing and other high-tech therapies.

Services of a licensed dentist, other dental specialists, dental hygienists
and, where appropriate, primary-care providers.
Quality and/or extent of services meets or exceeds the standards for HIV
dental treatment from the U.S. Public Health Service’s guidelines.
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Category

Hospice Services

|

Description of Services as Funded in the Baltimore EMA
Services include:
•

Examination of the teeth, gums, and mouth of the consumer.

•

Treatment plan developed by the dentist with the consumer that
outlines the treatment and states the goal for treatment, including
prevention, restoration and stabilizing the teeth and gums to maintain
oral health.

•

Implementation of the treatment plan.

•

Follow-up or continuing appointments.

•

Referrals for specialty dental services where appropriate.

Nursing care, counseling, physician services and palliative care to
consumers in the terminal stages of illness.
Costs are based on bed-nights.
Services may be provided to consumers in their own homes or in a
residential setting, including a non-acute care section of a hospital that
has been designated and staffed to provide hospice services.

Minority AIDS Initiative
(MAI) — Co-Morbidity

Treatment for clients with multiple medical or social-economic conditions
in addition to HIV/AIDS.
Conditions include substance abuse, chronic mental illness or
homelessness.
Services from a medical professional, e.g., physician, physician’s
assistant, nurse practitioner, nurse in an outpatient setting.
Quality and/or extent of service meets or exceeds the U.S. Public Health
Service’s guidelines for HIV treatment and care.
Services include:

Mental Health Services

•

Diagnostic testing, medical history, HIV history, and prescribing and
managing antiretroviral and other drug therapies, including
prophylaxis and treatment of opportunistic infections.

•

Discussion of current medical issues.

•

Education on medical treatment, adherence and risk reduction.

•

Development and implementation of a medical treatment plan.

•

Setting up of regular appointments.

•

Referral to and/or provision of subspecialty services.

•

Assessment of mental health and substance abuse and appropriate
referral.

•

Referral to case management for assessment and services for nonmedical needs.

Services of a trained and state-licensed psychologist, psychiatrist, clinical
social worker or counselor.
Treatment services meet the standards of the licensing entity, and may
include:

Substance-abuse Services
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•

Initial evaluation and assessment.

•

Treatment plan.

•

Follow-up appointments.

•

Prescriptions or referral to psychiatrist or physician for medication
where appropriate.

Provision of medical treatment and/or counseling to address substanceabuse problems (i.e., alcohol and/or legal and illegal drugs). Services are
provided in an outpatient or inpatient health-services setting by a
physician or under the supervision of a physician. Agencies eligible for
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Category

Description of Services as Funded in the Baltimore EMA
Ryan White Title I funding must be compliant with the current Code of
Maryland Regulations (COMAR).

Substance-abuse Services
— Alternative Therapy

Provision of acupuncture to address substance-abuse problems
(including alcohol and/or legal or illegal drugs).

Treatment-adherence
Services

Services of a licensed social worker with a master’s degree or registered
nurse (RN) degree to ensure readiness for and adherence to complex
HIV/AIDS treatment or to re-engage clients in the primary medical care
continuum.
Program may have a peer counselor/educator working with the social
worker.
Program focuses on HIV education, medications and medical care to
help consumer resolve barriers that interfere with keeping medical
appointments and/or adherence to the prescribed medical regimen.

Primary Medical Care
(PMC)

Services from a medical professional, e.g., physician, physician’s
assistant, nurse practitioner, or nurse in an outpatient setting.
Quality and/or extent of service meets or exceeds the U.S. Public Health
Service’s guidelines for HIV treatment and care.
Services include:

Primary Medical Care —
Co-Morbidity

•

Diagnostic testing, medical history, HIV history, treatment of
opportunistic infections, and prescribing and managing antiretroviral
and other drug therapies, including prophylaxis.

•

Discussion of current medical issues.

•

Education on medical treatment, adherence and risk reduction.

•

Development and implementation of a medical treatment plan.

•

Setting up of regular appointments.

•

Referral to and/or provision of sub-specialty services.

•

Assessment of mental health and substance abuse and appropriate
referral.

•

Referral to case management for assessment and services for nonmedical needs.

Treatment by a medical professional, e.g., physician, physician’s
assistant, nurse practitioner, or nurse in an outpatient setting for clients
with multiple medical or socio-economic conditions in addition to
HIV/AIDS.
Conditions include substance abuse, chronic mental illness or
homelessness.
Quality and/or extent of service meets or exceeds the U.S. Public Health
Service’s guidelines for HIV treatment and care.
Services include:

|

GBHHSPC

•

Diagnostic testing, medical history, HIV history, treatment of
opportunistic infections, and prescribing and managing antiretroviral
and other drug therapies, including prophylaxis.

•

Discussion of current medical issues.

•

Education on medical treatment, adherence and risk reduction.

•

Development and implementation of a medical treatment plan.

•

Setting up of regular appointments.

•

Assessment of mental health and substance abuse, and appropriate
referral.

•

Referral to and/or provision of sub-specialty services.
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Category

Description of Services as Funded in the Baltimore EMA
•
Referral to case management for assessment and services for nonmedical needs.

Viral Load Testing

Analysis and testing of blood samples from HIV-positive consumers by a
qualified laboratory to determine the level of HIV virus in the individual’s
system.
Referrals are for individuals enrolled in primary medical care.
Test results are kept confidential and only shared with the referring
physician or health care professional.

SUPPORT SERVICES
Category

Description of Services as Funded in the Baltimore EMA

Case Management

Provision of client-centered services that link clients with primary medical
care, psychosocial and other services to ensure timely, coordinated,
medically appropriate care
Services provided by a nurse case manager or a social worker with a
license or a bachelor’s degree, supervised by a nurse case manager or
licensed social worker with a master’s degree.
Services include:

Client Advocacy

•

Psychosocial assessment that looks at the client’s problems, needs
and resources.

•

Client-centered care plan developed with the consumer that outlines
the problems or issues the individual or family is experiencing and the
way the individual and case manager plan to address them.

•

Coordination of services and linkage, referral, and follow up to secure
needed services, including mental health and substance-abuse
treatment.

•

Help navigating the care system with the goal of connecting
consumer with more permanent resources than Ryan White.

•

Care plan re-evaluation and change as appropriate.

•

Linkage and/or referral to primary medical care or managed care
(Medicaid).

•

Setting up of necessary continuing appointments.

Services from a trained advocate who may be a licensed social worker or
a peer advocate.
Supervision by a licensed social worker or nurse case manager for
advocates who are not licensed.
Short-term or single-issue service.
Services include:

Child Care

•

Advice or assistance regarding access and referral to medical, social,
community, legal, and other needed services sought by consumers.

•

Follow-up to ensure that services have been secured, except for
coordination and follow up of medical treatments.

Services for HIV-infected and -affected children at a licensed day-care
facility by staff licensed or trained in the special needs of these children.
Services designed to build or foster early childhood development, help
with kinship care issues, teach parenting skills, monitor and administer
HIV medications, work with HIV-adherence issues, and educate care
givers about other HIV services.
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|

Description of Services as Funded in the Baltimore EMA
For full-day services, meal preparations that meet the state food-handling
requirements and that meet the nutritional needs of the age groups
served by the program.
Program and facility that meet the health and safety requirements of the
State of Maryland for a licensed day-care program.

Emergency Financial
Assistance (EFA)

Vouchers that pay for medicines and essential utility bills for the past
month only when no other resources are available. (Most agencies
receiving funds for vouchers set a limit on the voucher amount, set a limit
on the number of times a consumer may secure a voucher for the same
service, or limit the total amount a single consumer may be issued
through vouchers within the same year.)

Food Bank/Home
Delivered Meals/Nutritional
Supplements

Services include:

Housing Assistance

•

Home-delivered meals for medically eligible consumers who are
unable to prepare meals for themselves.

•

Bags of groceries for consumers when their medical programs
indicate this assistance is necessary (i.e., HIV-related nutrition
needs).

•

Nutritional supplements to individuals when their medical program
indicates this assistance is essential.

•

May include the provision of hygiene items and household cleaning
supplies.

Short-term support of temporary or transitional housing or purchase of
bed-nights in residential facility.
Services are essential to client’s ability to gain or maintain access to HIVrelated medical care or treatment.
A short-term service filling the gap between homelessness or lack of
shelter and more long term or permanent housing. Often the limit is three
months.

Legal Services

Provision of advocacy and expert legal representation with respect to
powers of attorney, do-not-resuscitate (DNR) orders, wills, trusts,
bankruptcy proceedings and interventions necessary to ensure access to
eligible benefits, including discrimination or breach of confidentiality
litigation as they relate to services eligible for funding un the Ryan White
CARE Act.
Social Security Entitlement Services (SSES), which refers to the
provision of assistance to HIV-positive consumers, eligible for Title I, in
applying for any of the Social Security entitlement programs including:
Survivor’s Benefits, Supplemental Security Insurance and Social Security
Disability Insurance.
Referrals to other departments, legal service providers, or agencies, for
those individuals who are not appropriate for department’s services but
who are in need of services.

Minority AIDS Initiative
(MAI) — Enriched Life
Skills

Service enhancement to the housing-assistance category.
Provides supportive services to ensure that clients are stabilized in
housing to improve their access to primary care and retention in medical
treatment.
Services include case management, client advocacy, psychosocial
counseling, and transportation.

Minority AIDS Initiative
(MAI) — Outreach
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Connecting HIV-positive individuals to medical care — both those who
are newly diagnosed and those who are re-engaging in medical care.
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Category

|

Description of Services as Funded in the Baltimore EMA
Services of a trained outreach worker/peer educator, including:

Nutritional Counseling

•

Proactive outreach into non-traditional service sites such as hospital
emergency rooms, Department of Social Service offices, obstetrical
and gynecological clinics, shelters, food pantries, etc., to identify HIVpositive individuals who are not in the HIV-service system.

•

Education of staff at non-traditional HIV locations to assist HIVpositive consumers in engaging with the outreach workers.

•

Outreach at counseling and testing sites to offer support and
information about HIV and services at the point of diagnosis.

•

Referral and follow up of HIV consumers identified through outreach
to HIV care system.

•

Outcomes achieving biological marker outcomes as defined for MAI
services.

Provision of nutrition education and/or counseling by a
licensed/registered dietitian outside primary-care visits.
Nutritional counseling provided by someone other than a
licensed/registered dietitian should be provided under the psychosocial
support services category.
Provision of food, meals, or nutritional supplements should be reported
as part of the food bank/home delivered meals/nutritional supplements
category.

Outreach Services

Services from a trained outreach worker, recommended to be a peer
educator.
Supervision of outreach workers by a social worker with a master’s
degree or a nurse case manger.
Services focus on identifying people with HIV disease who know their
status so that they may become aware of and enrolled in on-going HIV
primary care and treatment.
Services include information and referrals to HIV-treatment programs,
general information about HIV and risk-reduction behaviors, and followup for individuals who have fallen out of HIV medical care or who are
known to delay seeking care.
Services must be planned and delivered in coordination with the state
and local HIV-prevention outreach activities.
Services in ZIP codes that have been verified to have the highest
incidence of HIV infection rates.

Psychosocial Support

Services of trained and experienced non-licensed staff offering
counseling services — other than those services included under mental
health, substance abuse or nutritional counseling — that are provided to
clients, family and household members and/or other caregivers and that
are focused on HIV-related problems.
Supervision of counseling staff from a licensed or certified professional
and/or consultation for staff with practitioners who have extensive HIV
experience.
Assessment of each consumer to develop a proper referral for the
appropriate type of counseling service.
Provision of support and counseling activities, including alternative
services (e.g., massage, art, music and play), child abuse and neglect
counseling, HIV support groups, pastoral care, recreational outings,
caregiver support and bereavement counseling.
Referral of consumers to other needed services.
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Category

Description of Services as Funded in the Baltimore EMA

Transportation Services

The provision of taxi, van and bus services to HIV-positive individuals to
assist them in getting to health and supportive service appointments.
Bus tokens or bus passes or vouchers where appropriate.
One-way trip is the unit defined.
May not be used for substance-abuse treatment.

OTHER FUNDED CATEGORIES
Category

Description of Services as Funded in the Baltimore EMA

Grantee Administration

Routine grant administration and monitoring activities, which shall
include:
•

The development of the Title I application.

•

The receipt and disbursal of program funds.

•

The development and establishment of reimbursement and
accounting systems.

•

The preparation of routine programmatic and financial reports.

Compliance with grant conditions and audit requirements.
This category also covers all activities associated with the grantee’s
contract award procedures, including the development of requests for
proposals, contract proposal review activities, negotiation and awarding
of contracts, development and implementation of grievance procedures,
monitoring of contracts through telephone consultation, written
documentation or on-site visits, reporting on contracts, and funding
reallocation activities.
Title I grantee administration costs cannot exceed five percent of the total
grant award.
Grantee Quality
Improvement Program
(QIP)

Five percent set-aside for grantee from the total grant to carry out qualityassurance and continuous-quality-improvement activities for the
continuum of care.
Amount of funds, as well as the general concept for using the funds, must
be identified at priority setting.
Grantee plans for using QIP funds must be approved by HRSA.
Any funds not used for QIP are direct service funds to be planned for by
the council.

Minority AIDS Initiative
(MAI) — Capacity Building

Provide training for staff of non-traditional HIV service locations to help
their HIV-positive consumers to transition to a trained HIV outreach
worker who will help the consumer to access the HIV care system.
Assist non-traditional outreach providers with all aspects of nontraditional outreach and cultural sensitivity.
Increase provider capacity by training staff on how to locate HIV-positive
individuals and connect them to medical care.
Assist providers in identifying appropriate staff, thereby increasing
capacity to perform.

Planning Council Support

Provision of support for the planning council, including:
•
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Conducting activities for obtaining input on community needs and
priorities, such as needs assessments, public meetings, focus
groups, and ad hoc panels, to help the council set service priorities.
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Category

Program Support —
Capacity Building

|

Description of Services as Funded in the Baltimore EMA
•

Clerical and professional services required by the planning council for
performance of required planning council activities, including routine
planning council administrative activities.

•

Development of the comprehensive plan for the organization and
delivery of HIV-related services.

•

Assessing the efficiency of the administrative mechanism in rapidly
allocating funds within the EMA.

•

Participation in development of the Statewide Coordinated Statement
of Need (SCSN).

•

Marketing activities associated with publicizing the planning council’s
activities and programs for HIV-affected/infected populations and
subpopulations, and efforts to substantively enhance community
participation in the planning council.

•

Development and implementation of planning council grievance
procedures for decisions related to priorities and allocations.

Activities that are not service oriented or administrative in nature, but
contribute to or help to improve service delivery by expanding the number
of providers or the ability of existing providers to serve more clients.
Can be service-specific or systemic, such as cultural competency
training.

Program Support —
Community Education

Activities that are not service oriented or administrative in nature, but
contribute to or help to improve consumers’ knowledge of and access to
services.

Services to Surrounding
Counties (STSC)

HIV medical and support services generally provided by each of the six
county health departments in the EMA.
HIV medical and support service planning based upon epidemiological
and needs assessment data, and service utilization data for the six
counties.
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APPENDIX E
BALTIMORE TITLE I PROVIDERS BY SERVICE CATEGORY
Title I Category
(STSC)
Buddy/Companion
(STSC) Case
Management

Provider Name
HIV/AIDS Volunteer Enrichment Network (HAVEN)
Anne Arundel County Health Department
Baltimore County Health Department
Chase Brexton Health Services
Harford County Health Department
Howard County Health Department
Queen Anne’s County Health Department

(STSC) Client Advocacy

Chase Brexton Health Services
Queen Anne’s County Health Department

(STSC) DEFA

Anne Arundel County Health Department
Baltimore County Health Department
Carroll County Health Department
Chase Brexton Health Services
Harford County Health Department
HIV/AIDS Volunteer Enrichment Network
Howard County Health Department

(STSC) Food/Nutrition

Anne Arundel County Health Department
Howard County Health Department
Moveable Feast

(STSC) Housing

Harford County Health Department
Heavens Angel
HIV/AIDS Volunteer Enrichment Network (HAVEN)
Howard County Health Department

(STSC) Legal

Health Education Resource Organization

(STSC) Mental Health

Anne Arundel County Health Department
Health Education Resource Organization (HERO)
Johns Hopkins University Department of Psychiatry

(STSC) Nutritional
Counseling
(STSC) Oral Health

Moveable Feast
John Hopkins Otolaryngology Head & Neck Surgery
University of Maryland Dental Plus

(STSC) Outreach

Baltimore County Health Department
Chase Brexton Health Services

(STSC) Primary Care

Chase Brexton Health Services
Johns Hopkins University Moore Clinic

(STSC) Psychosocial
Support
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Title I Category

Provider Name

(STSC) Substance
Abuse, Outpatient

Baltimore Substance Abuse Systems (BSAS)

(STSC) Substance
Abuse, Residential

Baltimore Substance Abuse Systems (BSAS)

(STSC) Transportation

|

Anne Arundel County Health Department
Carroll County Health Department
Chase Brexton Health Services
Harford County Health Department
HIV/AIDS Volunteer Enrichment Network (HAVEN)
Howard County Health Department
People's Community Health Center

MAI Enriched Life Skills

Gaudenzia, Inc.
Health Education Resource Organization (HERO)
Project PLASE
Sacred Zion
University of Maryland Adolescent Clinic (STAR TRACK)
University of Maryland Institute of Human Virology
Volunteers of America
Women Accepting Responsibility (WAR)

MAI Capacity Building

Associated Health Resources Center

MAI Primary Care CoMorbidity

Baltimore City Health Department

MAI Outreach

Johns Hopkins University Moore Clinic
Baltimore Pediatric HIV Program, Inc.
Baltimore City Health Department
BUILD Fellowship, Inc.
Manna House, Inc.
National Institute for Healthy Behavior, Inc.
Park West Medical Center Medical Center
Project PLASE
Sisters Together And Reaching (STAR)
Total Health Care, Inc.

Case Management

Bon Secours Baltimore Health System - Family Care Center
Bon Secours Baltimore Health System - Imani
Chase Brexton Health Services
Health Care for the Homeless
Health Education Resource Organization
Johns Hopkins University
People's Community Health Center
Sisters Together and Reaching (STAR)
South Baltimore Family Health Center
University of Maryland Baltimore

Treatment Adherence

Bon Secours Baltimore Health System Family Care Center
Chase Brexton Health Services
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Title I Category

|

Provider Name
Johns Hopkins University Moore Clinic
Good Samaritan Hospital
University of Maryland Baltimore (Evelyn Jordan Center)

Client Advocacy

Bon Secours Baltimore Health System Family Care Center
Chase Brexton Health Services
Health Care for the Homeless
Health Education Resource Organization (HERO)
Johns Hopkins University
Sacred Zion
Women Accepting Responsibility (WAR)
Park West Medical Center
University of Maryland Evelyn Jordan Center

Primary Care
Co-Morbidity

Baltimore City Health Department
Chase Brexton Health Services
Health Care for the Homeless
People's Community Health Center
University of Maryland Evelyn Jordan Center

Psychosocial Support

Baltimore Pediatric HIV Program, Inc.
Women Accepting Responsibility (WAR)
Health Education Resource Organization (HERO)
Johns Hopkins University
Joseph Richey Hospice
Manna House, Inc.
Park West Medical Center
University of Maryland Baltimore Adolescent Clinic
University of Maryland Evelyn Jordan Center

Day and Respite
Oral Health

Baltimore Pediatric HIV Program, Inc.
Baltimore City Health Department (Dental Plus)
Bon Secours Baltimore Health System Family Care Center
Bon Secours Baltimore Health System
Chase Brexton Health Services
University of Maryland PLUS Clinic

Food & Nutrition

Moveable Feast, Inc.
Park West Medical Center
University of Maryland Evelyn Jordan Center
University of Maryland at Maryland General Hospital

Nutritional Counseling

Moveable Feast, Inc.
University of Maryland Evelyn Jordan Center

Home Health
Hospice

University of Maryland Institute of Human Virology
Joseph Richey Hospice
Stella Maris Hospice

Housing
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Title I Category

|

Provider Name
Bon Secours Baltimore Health System Family Care Center
Health Education Resource Organization (HERO)
Project PLASE
Manna House, Inc.

Legal

Chase Brexton Health Services
University of Maryland Evelyn Jordan Center
Health Education Resource Organization (HERO)

Drug Reimbursement

Baltimore City Health Department
Family Health Center of Baltimore, Inc.
John Hopkins Comprehensive Care Practice (formerly Bayview Physicians)
Johns Hopkins University Moore Clinic
University of MD Adolescent Clinic (STAR TRACK)

Mental Health

Chase Brexton Health Services
Health Education Resource Organization (HERO)
Johns Hopkins University
Park West Medical Center
University of Maryland Evelyn Jordan Center
University of Maryland at Maryland General Hospital
University of Maryland Pediatric AIDS Program

Outreach

Bon Secours Baltimore Health System Family Care Center
Chase Brexton Health Services
Health Education Resource Organization (HERO)
Johns Hopkins University Moore Clinic
Park West Medical Center
University of Maryland Adolescent Clinic (STAR TRACK)
University of Maryland Pediatric AIDS Program
Women Accepting Responsibility

Primary Care

Baltimore City Health Department
Bon Secours Baltimore Health System Family Care Center
Bon Secours Baltimore Health System Imani Center
Chase Brexton Health Services
John Hopkins Comprehensive Care Practice (formerly Bayview Physicians)
Johns Hopkins University Moore Clinic
Johns Hopkins University OB/GYN
Johns Hopkins University Pediatric
University of Maryland at Maryland General Hospital
Park West Medical Center
People’s Community Health Center
University of Maryland Adolescent Clinic (STAR TRACK)
Health Care for the Homeless
University of Maryland Evelyn Jordan Center
University of Maryland Pediatric AIDS Program
University of Maryland Laboratory Services
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Title I Category
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Provider Name

Substance-abuse
Treatment, Alternative
Therapy

Total Health Care, Inc.

Substance-abuse
Treatment, Outpatient

Baltimore Substance Abuse Systems (BSAS)
Bon Secours Baltimore Health System Family Care Center
Chase Brexton Health Services
Health Care for the Homeless
Health Education Resource Organization (HERO)
Johns Hopkins University
Park West Medical Center
South Baltimore Family Health Center
Total Health Care, Inc.
University of Maryland Evelyn Jordan Center
University of Maryland Pediatric AIDS Program

Substance-abuse
Treatment, Residential
Transportation

Baltimore Substance Abuse Systems (BSAS)
University Psychological Center Recovery Network
Bon Secours Baltimore Health System Imani Center
Bon Secours Baltimore Health System Family Care Center
Chase Brexton Health Services
Health Care for the Homeless
Health Education Resource Organization (HERO)
Park West Medical Center
Johns Hopkins University
Moveable Feast, Inc.
Sisters Together and Reaching (STAR)
University of Maryland at Maryland General Hospital
University of Maryland Adolescent Clinic (STAR TRACK)
University of Maryland Evelyn Jordan Center

Viral Load Testing
Emergency Financial
Vouchers

University of Maryland Laboratory Services
AIDS Action Baltimore
AIDS Interfaith Residential Services
Chase Brexton Health Services
Health Education Resource Organization (HERO)
John Hopkins Comprehensive Care Practice (formerly Bayview Physicians)
Johns Hopkins University
Park West Medical Center
Total Health Care
Sisters Together and Reaching (STAR)
University of Maryland Evelyn Jordan
University of Maryland at Maryland General Hospital
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APPENDIX F
AIDS ACTION RESOURCE GUIDE BALTIMORE
The following information was compiled by AIDS Action Baltimore, in their publication, AIDS
Resource Guide Baltimore.

AIDS Action Baltimore, Inc.
1-410-837-AIDS
Monday - Friday, 9:00 am - 5:00 pm

Women Alive
1-800-554-4876
Peer program for and by women living with
HIV/AIDS
Monday, Wednesday & Friday, 11 am - 6 pm

Baltimore City Health Department
1-410-396-4398
Monday - Friday, 8:30 am - 4:30 pm

COMMUNITY SERVICE/ADVOCACY
ORGANIZATIONS

HOTLINES

Baltimore County - AIDS Information
1-410-887-AIDS
Monday - Friday, 8:00 am - 4:30 pm
Baltimore Crisis Response Hotline
1-410-752-2272
1-410-752-2259 Hearing impaired
First Call for Help (United Way of Central
Maryland)
1-410-685-0525
1-800-492-0618
1-410-685-2159 Hearing impaired
Health Education Resource Organization (HERO)
1-410-685-1180
Monday - Friday, 9:00 am - 5:00 pm
National STD & AIDS Hotline
Run by the American Social Health
Association, sponsored by the CDC.
1-800-342-AIDS (24 hours a day)
1-800-344-7432 Spanish (Daily, 8:00 am - 2:00
am)
1-800-243-7889 Hearing impaired (Monday Friday, 10:00 am - 10:00 pm)
National Prevention Information Network
Sponsored by the CDC.
1-800-458-5231
1-800-243-7012 Hearing Impaired
Monday - Friday, 9:00 am - 6:00 pm
Statewide AIDS Information and Referral
Services Hotline
1-800-638-6252
1-800-553-3140 Spanish
Information and referral service for state
9:00 am - 3:00 pm, 7 days a week
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ACT UP/New York
332 Bleecker Street, #TMB5
New York, NY 10014
1-212-966-4873
ACT UP/Philadelphia
P.O. Box 22439
Land Title Station
Philadelphia, PA 19110
1-215-731-1844
AIDS Action Baltimore, Inc.
10 E Eager Street
Baltimore, MD 21202
1-410-837-AIDS
AIDS Action Council
1906 Sunderland Place, NW
Washington, DC 20036
1-202-530-8030
AIDS Alliance of Howard County
P.O. Box 1784
Ellicott City, MD 21043
1-410-313-2333
AIDS Interfaith Network of Central Maryland
P.O. Box 1402
Cockeysville, MD 21030
1-410-817-4093
AIDS Interfaith Residential Services, Inc. (AIRS)
1800 N Charles Street, Suite 910
Baltimore, MD 21201
1-410-576-5070
American Red Cross Central Maryland Chapter
4700 Mount Hope Drive
Baltimore, MD 21215
1-410-764-7000
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Associated Black Charities
1114 Cathedral Street
Baltimore, MD 21201
1-410-659-0000

Grateful, Inc.
1721 Pennsylvania Avenue
Baltimore, MD 21217
1-410-462-5151

Baltimore American Indian Center
113 S Broadway
Baltimore, MD 21231
1-410-563-4600

HIV/AIDS Volunteer Enrichment Network
(HAVEN)
P.O. Box 514
Arnold, MD 21012
1-410-224-2437

Black Mental Health Alliance
2901 Druid Park Drive, Suite A110
Baltimore, MD 21215
1-410-837-2642
Chase Brexton Health Services
1001 Cathedral Street
Baltimore, MD 21201
1-410-837-2050
4000 Old Court Road, Suite 203
Baltimore, MD 21208
1-410-486-5991
Churches United Against AIDS
1734 Maryland Avenue, Suite 134
Baltimore, MD 21223
1-410-685-1180 ext. 134
Franciscan Center
101 W 23rd Street
Baltimore, MD 21218
1-410-467-5340
Free State Justice Campaign
P.O. Box 13221
Baltimore, MD 21203
1-301-891-1111
1-888-440-9944
Gay and Lesbian Community Center of Baltimore
(GLCCB)
241 W Chase Street
Baltimore, MD 21201
1-410-837-8888 Switchboard
Gay & Lesbian Alliance Against Defamation
(GLAAD)
248 W 35th Street, 8th Floor
New York City, NY 10001
1-212-629-3322
1700 Kalorama Road, NW, Suite 101
Washington, DC 20009
1-202-986-1360

Health Education and Resource Office (HERO)
1734 Maryland Avenue
Baltimore, MD 21201
1-410-685-1180
HOPE Programs at AGAPE Family
Empowerment Center
4650 Reisterstown Road
Baltimore, MD 21215
1-410-466-1529
Human Rights Campaign Fund
919 18th Street, NW, Suite 800
Washington, DC 20006
1-202-628-4160
Latino Commission on AIDS/CIEST
80 Fifth Avenue, Suite 1501
New York, NY 10011
1-212-675-3288
Latino Community Center (Centro de la
Comunidad)
3021 Eastern Avenue
Baltimore, MD 21224
1-410-675-8906
Moveable Feast
2620 Wilkens Avenue
Baltimore, MD 21223
1-410-327-3420
NAMES Project Chapter of the National Capital
Area
727 15th Street, NW, Suite 800
Washington, DC 20005
1-202-783-8900
National Association of People with AIDS
(NAPWA)
1413 K Street, NW, 7th Floor
Washington, DC 20005
1-202-898-0414
National Gay & Lesbian Task Force
1700 Kalorama Road, Suite101
Washington, DC 20009
1-202-332-6483
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National Minority AIDS Council
1931 13th Street, NW
Washington, DC 20009
1-202-483-6622
Parents, Families and Friends of Lesbians &
Gays (PFLAG) National Office
1726 M Street, NW, Suite 400
Washington, DC 20036
1-202-638-4200
Project A.R.I.S.E. (Abstinence, Remembering,
Instilling Pride, Self-worth and Education)
20 W North Avenue
Baltimore, MD 21201
1-410-837-8660
Project PLASE, Inc. (People Lacking Ample
Shelter & Employment)
1814 Maryland Avenue
Baltimore, MD 21201
1-410-837-1400
PWA Committee of Southern Maryland
HIV/AIDS Alliance
1701 McCormick Drive, Suite 210
Largo, MD 20774
1-301-883-7844
Sisters Together and Reaching (STAR)
1505 Eutaw Place
Baltimore, MD 21217
1-410-383-1903
The Steven Kaufman AIDS Outreach Project
2835 Smith Avenue, Suite 202
Baltimore, MD 21209
1-410-484-2437
Street Voice
P.O. Box 39521
Baltimore, MD 21212
1-410-783-5449
Survive AIDS
584 Castro Street, #542
San Francisco, CA 94114
1-415-252-9200
Treatment Action Group (TAG)
611 Broadway, Suite 612
New York, NY 10012
1-212-253-7922
The Whitman-Walker Clinic
1407 “S” Street, NW
Washington, DC 20009
1-202-797-3500
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5232 Lee Highway
Arlington, VA 22207
1-703-237-4900
YANA (You Are Never Alone)
2013 W Pratt Street
Baltimore, MD 21223
1-410-566-7973

STATE AND CITY AIDS PROGRAMS
Baltimore City Health Department (BCHD)
Ryan White Title I Office Grantee Agent
210 Guilford Avenue, 3rd Floor
Baltimore, MD 21202
1-410-396-1408
HIV Counseling and Testing Services, and
Community Level Prevention
1-410-396-4448
Needle Exchange Program
2101 Garrison Boulevard
410-947-5700
Sexually Transmitted Diseases STD/HIV
Outreach Program
1515 W North Avenue, 2nd Floor
1-443-564-3124
Druid Health District STD Clinic
1515 W North Avenue, 2nd Floor
1-410-396-0176
Eastern Health District STD Clinic
620 N Caroline Street
410-396-9410 (Spanish speakers available)
Maryland Department of Health and Mental
Hygiene (DHMH) AIDS Administration
500 N Calvert Street, 5th Floor
Baltimore, MD 21202
1-410-767-5227 General Information
Center for Epidemiology and Surveillance
1-410-767-5061
Center for HIV Health Services
1-410-767-5994
Center for Client Services
1-410-767-5994
Center for Prevention
1-410-767-5018
Counseling & Testing Services Program
1-410-767-5018
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Baltimore City
Maryland AIDS Drug Assistance
Program (MADAP)
1-410-767-6535
1-800-205-6308 (for clients only)
Maryland AIDS Drug Assistance Program
Insurance Project (MADAP-Plus)
1-410-767-6535
1-800-205-6308 (for clients only)
Maryland AIDS Insurance Assistance Program
(MAIAP)
1-410-767-6535
1-800-205-6308 (for clients only)
Maryland AIDS Hotline
1-800-638-6252
Materials Distribution
1-410-799-1940
Office of Community Relations
1-410-767-5328
Office of Policy and Public Information
1-410-767-5013
Resource Center
1-410-767-5775
Project HOME/AIDS
Statewide
311 W Saratoga Street
Baltimore, MD 21201
1-410-767-7323 (information only)
Baltimore City
300 Metro Plaza
Baltimore, MD 21215
1-410-361-5005

TESTING/COUNSELING SITES AND HEALTH
CLINICS
Anne Arundel County
Anne Arundel County Health Department
3 Harry S. Truman Parkway
Annapolis, MD 21401
1-410-222-7108
Clinic Sites:
Annapolis
1-410-222-7493
Odenton
1-410-222-6660
Brooklyn Park 1-410-222-6620
Parole
1-410-222-7248
Glen Burnie
1-410-222-6633
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Chase Brexton Health Services
1001 Cathedral Street
Baltimore, MD 21201
1-410-837-2050
4000 Old Court Road, Suite 203
Baltimore, MD 21208
1-410-486-5991
Free anonymous testing and counseling by
appointment Monday through Friday.
Baltimore Medical System
3501 Sinclair Lane
Baltimore, MD 21213
1-410-732-8800
Ongoing HIV-related medical and social
services, and case management.
Comprehensive Care Practice
4940 Eastern Avenue
Mason Lord Building, W Tower, 4th Floor
Baltimore, MD 21224
1-410-550-2999
Primary care, financial assistance and
medications to clinic patients.
Baltimore City Health Department
Druid Family Health Center
1515 W North Avenue
Baltimore, MD 21217
1-410-396-0176
Eastern Health Center
620 N Caroline Street
Baltimore, MD 21205
1-410-396-9410
Free confidential HIV counseling and testing’
no appointment needed.
Monday - Friday, 8:30 am.
Gay &Lesbian Community Center of Baltimore
(GLCCB)
241 W Chase Street
Baltimore, MD 21201
1-410-837-5445
Free anonymous HIV counseling and testing;
no appointment needed. Mondays and
Thursdays 6:00 pm - 8:00 pm, and the 2nd and
4th Saturday of each month, 2:00 pm - 3:00
pm.
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Greater Baltimore Medical Center
Weinberg Community Health Center
1200 E Fayette Street
Baltimore, MD 21202
1-410-522-1200
Ongoing HIV-related medical and social
services, and case management.
Health Care for the Homeless - Connect Project
111 Park Avenue
Baltimore, MD 21201
1-410-837-5533
Case management, medical care and nursing
services, assistance with nutrition, personal
care, household chores, and referrals to mental
health, addiction services, or other necessary
resources.
Imani Center
3100 Towanda Avenue
Baltimore, MD 21215
1-410-383-4030
Free anonymous HIV counseling and testing.
Monday - Thursday, 10:00 am - 3:00 pm, no
appointment needed; Friday by appointment
only.
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Adolescent Clinic Services
1-410-706-0717
Free anonymous or confidential HIV
counseling and testing, adolescent HIV clinic,
STD, family planning, case management, and
social services, and a youth support group.
Yorkwood Health Center
5225 York Road
Baltimore, MD 21212
1-410-467-6040 ext. 280
Free confidential HIV counseling and testing and
ongoing HIV-related medical and social services,
including DEU assessments and case
management.

Baltimore County
Baltimore County Department of Health
6401 York Road, 3rd Floor
Baltimore, MD 21212
1-410-887-2437 AIDS Information Line
1-410-887-5918 HIV/AIDS Services
Free anonymous and/or confidential HIV
counseling and testing, and case management.

Mercy Medical Center, Project CATS
301 St. Paul Place
Baltimore, MD 21202
1-410-332-9400
Free anonymous HIV counseling and testing.
Monday - Friday by appointment only.

Essex Health Center
1538 Country Ridge Lane
Baltimore, MD 21221
Anonymous HIV counseling and testing is
available on the 1st and 3rd Thursday of each
month, 2:00 pm - 4:00 pm.

Park West Medical Center
3319 W Belvedere Avenue
Baltimore, MD 21215
1-410-542-7800
Ongoing HIV-related medical and social
services, and case management.

Liberty Family Resource Center
3525 Resource Drive
Randallstown, MD 21133
Anonymous HIV counseling and testing is
available on the 2nd and 4th Monday of each
month, 5:00 pm - 7:00 pm.

South Baltimore Family Health Center
631 Cherry Hill Road
Baltimore, MD 21225
1-410-354-2000
Ongoing HIV-related medical, behavioral
health and social services, and case
management.
University of Maryland Adolescent Clinic YEAH
Project
120 Penn Street
Baltimore, MD 21201
Adolescent Counseling and Testing Services
1-410-706-6000
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Carroll County
Carroll County Health Department
290 S Center Street
Westminster, MD 21157
1-410-876-4900
Monday - Friday, 8:00 am - 5:00 pm
Free anonymous and/or confidential HIV
counseling and testing, and case management
by appointment only.
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Frederick County

Washington, D.C.

Frederick County Health Department
350 Montevue Lane
Frederick, MD 21702
1-301-694-1029 HIV/AIDS Program
Monday – Friday, 8:00 am - 5:00 pm
Free anonymous and/or confidential HIV
counseling, testing and case management by
appointment only.

The Whitman-Walker Clinic
Elizabeth Taylor Medical Center
1701 14th Street, NW
Washington, DC 20009
1-202-797-3500
1-877-939-2437 Toll free
1-202-939-1578 Hearing impaired
1-202-678-8877 Max Robinson Center
1-301-408-5000 Takoma Park Clinic
Ongoing HIV-related medical and social
services and case management, by
appointment only.

Harford County
Harford County Health Department
119 Hays Street
Bel Air, MD 21014
1-410-638-8400
Free confidential HIV counseling and testing,
and case management by appointment only
Monday – Friday, 8:00 am - 5:00 pm.

Howard County
Howard County Health Department
8492 Baltimore National Pike, Suite 103
Ellicott City, MD 21043
1-410-313-2333
Columbia
1-410-313-7500
Savage/Laurel 1-410-880-5888
Free anonymous and/or confidential HIV
counseling and testing, and case management
by appointment only.

Montgomery County
Montgomery County Health Department
401 Hungerford Drive
Rockville, MD 20850
1-240-777-1869
Dennis Avenue Health Center
2000 Dennis Avenue
Silver Spring, MD 20902
1-240-777-1760
Monday – Friday, 8:00 am - 4:30 pm
Free anonymous and/or confidential HIV
counseling, testing and case management by
appointment only.

Queen Anne’s County
Queen Anne’s County Health Department
206 N Commerce Street
Centerville, MD 21617
1-410-758-0720
Monday – Friday, 8:00 am - 4:30 pm
Free confidential HIV counseling and testing
and case management, by appointment only.
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PHYSICIANS
Dr. Raymond Altieri
314 German Hill Road
Baltimore, MD 21222
1-410-285-1000
Dr. Don Bousel
2411 W Belvedere Avenue, Suite 302
Baltimore, MD 21215
1-410-542-5116
Dr. Larry Bruni
631 Pennsylvania Ave, SE
Washington, DC 20003
1-202-546-0796
Dr. Michael Levin
2835 Smith Avenue, Suite 207
Baltimore, MD 21209
1-410-484-0102
Dr. David Nyanjom
301 Saint Paul Place
Baltimore, MD 21202
1-410-837-7747
Dr. Ligia Peralta
120 Penn Street, 1st Floor
Baltimore, MD 21201
1-410-328-6495
Adolescent medical and specialty HIV care
Dr. Ronald Pototsky
821 N Eutaw Street
Suite 202
Baltimore, MD 21201
1-410-727-0057
Dr. Samuel Westrick
3100 St. Paul Street, Suite 5
Baltimore, MD 21218
1-410-243-5544
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Dr. Alice Wilkenfeld
10085 Red Run Boulevard, Suite 306
Owings Mills, MD 21117
1-410-581-7804

|

HOSPITALS
Bon Secours Hospital
2000 W Baltimore Street
Baltimore, MD 21223
1-410-362-3000

DENTISTS
Baltimore City Health Department
Dental Services
Druid Health District
1515 W North Avenue
Baltimore, MD 21217
1-410-396-0840
Eastern Health District
620 N Caroline Street
Baltimore, MD 21205
1-410-396-9409
Larry H. Bank, D.D.S.
2116 W Pratt Street
Baltimore, MD 21223
1-410-233-3323
Complete dental services.
Robert Burt, D.D.S.
6201 Eastern Avenue
Baltimore, MD 21224
1-410-633-5776
Complete dental services.
Chase Brexton Health Services
1001 Cathedral Street
Baltimore, MD 21201
1-410-837-2050 ext. 1203
Johns Hopkins Hospital
Department of Dentistry and Oral Surgery
600 N Wolfe Street
Baltimore, MD 21287
1-410-955-6662
University of Maryland Baltimore
Department of Oral Medicine
666 W Baltimore Street
Baltimore, MD 21201
1-410-706-8467
Provides emergent and comprehensive dental
care on fee-for-services basis to persons who
are HIV positive.
University of Maryland University Hospital
Department of Dentistry & Oral Maxillofacial
Surgery
22 S Greene Street, Ground Floor
Baltimore, MD 21201
1-410-328-5566
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Good Samaritan Hospital
5601 Loch Raven Boulevard
Baltimore, MD 21239
1-410-532-8000
GreaterBaltimore Medical Center (GBMC)
6701 N Charles Street
Baltimore, MD 21204
1-443-849-2000
Greenspring Pediatric Associates
Pediatric HIV Program
5101 Lanier Avenue
Baltimore, MD 21215
1-410-601-5372
Harbor Hospital Center
3001 S Hanover Street
Baltimore, MD 21225
1-410-350-3200
Johns Hopkins Bayview Medical Center
4940 Eastern Avenue
Baltimore, MD 21224
1-410-550-0100
Johns Hopkins Hospital
600 N Wolfe Street
Baltimore, MD 21287
1-410-955-5000
Johns Hopkins University AIDS Service
Protocol Coordinator Positive Choices (AIDS
Clinical Trials Unit)
1-410-955-2898
Johns Hopkins University Moore Clinic
HIV Clinic Director
1-410-955-1725
Clinic Social Workers
1-410-955-1169
County Program
1-410-955-6414
Garey Lambert Research Center
1-410-614-0896
Infectious Diseases
1-410-955-3150
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Pediatric AIDS Program
1-410-614-5963
Primary and consultative care for children at
risk for HIV infection.

Union Memorial Hospital
201 E University Parkway
Baltimore MD 21218
1-410-554-2000

Pediatric Infectious Diseases
1-410-614-3917

University Of Maryland Medical Center
22 S Greene Street
Baltimore MD 21201
1-410-328-8667

Share Clinic
1-410-955-7090
Johns Hopkins Hospital Center for
Immunization Research / SAVE (Support the
AIDS Vaccine Effort)
1-410-955-7283
1-877-863-1374
Women’s HIV Program
Dr. Jean Anderson, Director
1-410-955-2147
Gynecology
1-410-955-1725
Obstetrics
1-410-955-6700
Maryland General Hospital
827 Linden Avenue
Baltimore, MD 21201
1-410-225-8000
Mercy Medical Center
301 St. Paul Place
Baltimore, MD 21202
1-410-332-9000
Mt. Washington Pediatric Hospital
1708 Rogers Avenue
Baltimore, MD 21209
1-410-578-8600
North Arundel Hospital
301 Hospital Drive
Glen Burnie, MD 21061
1-410-787-4000
Saint Agnes Healthcare
900 Caton Avenue
Baltimore, MD 21229
1-410-368-6000
Sinai Hospital
2401 W Belvedere Avenue
Baltimore, MD 21215
1-410-601-9000
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Evelyn Jordan Center
16 S Eutaw Street, 1st Floor
Baltimore, MD 21201
1-410-328-1900
Comprehensive care of persons with HIV,
AIDS and other viral diseases, comprehensive
medical and psychosocial evaluations;
dedicated women’s clinic.
University Specialty Hospital
611 S Charles Street
Baltimore, MD 21230
1-410-783-2429
Long-term care, sub-acute care and respite
care.
Pediatric AIDS Care and Evaluation (PACE)
Clinic
1-410-706-8220
Special High Risk Child (SPICE) Clinic
1-410-706-8220
Parent Child Clinic
1-410-328-1900
Adolescent Clinic
120 Penn Street
Baltimore, MD 21201
1-410-706-0717
1-410-706-6000 Counseling & testing
Free anonymous or confidential HIV
counseling and testing, adolescent HIV clinic,
STD, family planning, case management,
social services, and a youth support group.
STAR TRACK Adolescent HIV Prevention and
Treatment Program
120 Penn Street
Baltimore, MD 21201
1-410-328-3196
Western Women’s Center OB/GYN Clinic
120 Penn Street
Baltimore, MD 21201
1-410-706-2500
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Family Medicine Infectious Disease Clinic
29 S Paca Street
Baltimore, MD 21201
Clinic appointments and information
1-410-328-6645
Veterans Administration Medical Center
10 N Greene Street
Baltimore, MD 21201
1-410-605-7000
1-800-463-6295

HOME CARE
Apria Health Care
12400 Kiln Court
Beltsville, MD 20705
1-800-252-0740
Coram Health Care
7150 Columbia Gateway Drive, Suite E
Columbia, MD 21046
1-800-227-3675
Department of Social Services, Project
Home/AIDS Adult Services
300 Metro Plaza
Baltimore, MD 21215
1-410-361-5005 ext. 364
In-home aide services maintain people with
advanced HIV disease in their homes, utilizing
chore and personal care services, dependent
upon availability of funding.
Franciscan Center AIDS Outreach and Personal
Care Program
101 W 23rd Street
Baltimore, MD 21218
1-410-467-5340
HERO Buddy Program
1734 Maryland Avenue
Baltimore, MD 21201
1-410-685-1180
Health Care for the Homeless
Connect Project
111 Park Avenue
Baltimore, MD 21201
1-410-837-5533
Case management, medical care and nursing
services, assistance with nutrition, personal
care, household chores, and referrals to mental
health, addiction services, or other necessary
resources.
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Hospice of the Chesapeake
8424 Veterans Highway
Millersville, MD 21108
1-410-987-2003
Joseph Richey Home Care Services
820 N Eutaw Street
Baltimore, MD 21201
1-410-523-2150
Med Star Health Visiting Nurses Association
4969-A Mercantile Road
Baltimore, MD 21236
1-410-933-2900
Miriam Caris, Certified Massage Therapist
5726 Falls Road
Baltimore, MD 21209
1-443-858-5900
Mt. Washington Pediatric Home &
Community Care
1708 W Rogers Avenue
Baltimore, MD 21209
1-410-578-8600
P.B. Health Home Care Agency
28 W 25th Street
Baltimore, MD 21218
1-410-235-1060
Personal Home Care of Baltimore
200 E Joppa Road, Suite 103
Towson, MD 21204
1-410-321-8448
St. Agnes Home Care and Hospice
3421 Benson Avenue, Suite G100
Baltimore, MD 21229
1-410-368-2825
Staff Builders, Inc.
1501 S Edgewood Street, Suite E
Baltimore, MD 21227
1-410-525-3000
Home health aid services, nursing and social
work case management.
Stella Maris
2300 Dulaney Valley Road
Timonium, MD 21093
1-410-252-4500
Supportive Lifeline
3521 Tulsa Road
Baltimore, MD 21207
1-410-277-8500
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Visiting Nurse Association Home Care and
Hospice
7008 Security Boulevard, Suite 300
Baltimore, MD 21244
1-410-594-9800 Intake
Home health aid services, nursing and social
work case management.

NURSING HOMES/HOSPICE CARE
Homewood Center
Genesis Eldercare Network
6000 Bellona Avenue
Baltimore, MD 21212
1-410-323-4223
Hospice of the Chesapeake
8424 Veterans Highway
Millersville, MD 21108
1-410-987-2003
Joseph Richey Hospice, Inc.
820 N Eutaw Street
Baltimore, MD 21201
1-410-523-2150
Mariner Health of Glen Burnie
7355 E Furnace Branch Road
Baltimore, MD 21060
1-410-766-3460
Millenium Health & Rehabilitation Center of
Northwest
4601 Pall Mall Road
Baltimore, MD 21215
1-410-664-5551
Missionaries of Charity Gift of Hope Home
818 N Collington Avenue
Baltimore, MD 21205
1-410-732-8713
Ravenwood Nursing and Rehabilitation Center
501 W Franklin Street
Baltimore, MD 21201
1-410-837-4990
Stella Maris
2300 Dulaney Valley Road
Timoniun, MD 21093
1-410-252-4500
University Specialty Hospital
611 S Charles Street
Baltimore, MD 21230
1-410-547-8500

|

GBHHSPC

|

Visiting Nurse Association Home Care &Hospice
7008 Security Boulevard, Suite 300
Baltimore, MD 21244
1-410-594-9800 Intake

ALTERNATIVE THERAPIES
AIDS Action Baltimore, Inc.
10 E Eager Street
Baltimore, MD 21202
1-410-837-2437
Information and referral on alternate therapies
and protocols.
AIDS Treatment Data Network
The Access Project
611 Broadway, Suite 613
New York, NY 10012
1-800-734-7104
Monday thru Friday 10:00 am - 6:00 pm.
Information clearinghouse about medications
available for HIV and AIDS through Medicaid,
AIDS drug assistance and national
pharmaceutical industry patient
assistance/expanded access programs.
AIDS Treatment Initiatives
159 Ralph McGill Boulevard NE, Suite 510
Atlanta, GA 30308
1-404-659-2437
Monday - Thursday, 12:00 pm - 7:00 pm
AIDS Treatment News
1233 Locust Street, 5th Floor
Philadelphia, PA 19107
1-800-873-2812
AIDS Treatment News reports on experimental
and standard treatments, especially those
available now. Physicians, scientists, other
health professionals, and persons with AIDS or
HIV are interviewed; information from meetings
and conferences, medical journals, and
computer databases is also collected.
The Apothecary, Inc.
5415 Cedarlane
Georgetown Doctors Park
Bethesda, MD 20814
1-301-530-0800
This is a retail pharmacy store.
The Carl Vogel Foundation
1012 14th Street, NW, Suite 707
Washington, D.C. 20005
1-202-638-0750
Monday s 12:00 pm - 8:00 pm
Tuesdays - Wednesdays, 12:00 pm - 7:00 pm
Thursdays - Fridays, 12:00 pm - 6:00 pm
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Denver Buyer’s Club/PWA Coalition of Colorado
1290 Williams Street
Denver, CO 80203
1-303-329-9379
Mondays, 11:00 am - 3:00 pm
Wednesdays and Fridays, 2:00 pm - 6:00 pm
Direct Access Alternative Information Resources
(DAAIR)
31 E 30th Street, Suite 2-A
New York, NY 10016
1-212-725-6994
1-888-951-5433
Tuesday - Saturday, 11:00 am - 7:00 pm
Houston Buyer’s Club
3400 Montrose Boulevard, Suite 605
Houston, TX 77006
1-800-350-2392
1-713-520-5288
Monday - Friday, 10:00 am - 6:00 pm
Saturday, 10:00 am - 2:00 pm
LifeLink
750 Farroll Road, Suite H
Grover Beach, CA 93433
1-805-473-1389
Monday thru Friday, 9:00 am - 5:00 pm
Positive Energy Center
1427 N 3rd Street
Phoenix, AZ 85004
1-602-253-2437
Monday - Saturday
Project Inform
205 13th Street, Suite 2001
San Francisco, CA 94103
1-800-822-7422
1-415-558-9051
Monday - Friday, 9:00 am - 5:00 pm
Saturday, 10:00 am - 4:00 pm
Project Inform is a non-profit organization that
collects and assesses research on promising
AIDS/HIV treatment information. The
information provided summarizes current
research findings, reports by users, known side
effects, overall risks and benefits, and how to
purchase and correctly use the treatments.
Treatment Information Network’s/Boston Buyer’s
Club/Boston Living Center
29 Stanhope Street, 3rd Floor
Boston, MA 02116
1-800-435-5586
1-617-266-2223
Monday - Thursday, 9:00 am - 6:00 pm
Friday, 9:00 am - 5:00 pm
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PRIVATE ALTERNATIVE PHARMACY
PROGRAMS
Bioscrip
2791 Charter Street
Columbus, OH 43228
1-877-842-5097
Community Prescription Service
33 North Road
Wakefield, RI 02879
1-800-842-0502
MedExpress
3939 University Drive
Fairfax, VA 22030
1-800-808-8060
Mt. Vernon Pharmacy
100 W Read Street
Baltimore, MD 21201
1-410-539-8030
CVSProCare Pharmacy
600 Penn Center Boulevard
Pittsburgh, PA 15235
1-800-238-1548
Woodhaven Pharmacy & Medical Equipment
2318 E Joppa Road
Baltimore, MD 21234
1-410-665-3148

PROTOCOL INFORMATION AND REFERRAL
AIDS Action Baltimore, Inc.
10 E Eager Street
Baltimore, MD 21202
1-410-837-2437
AIDS Treatment Data Network
The Access Project
611 Broadway, Suite 613
New York, NY 10012
1-800-734-7104
Direct Access Alternative Information Resources
(DAAIR)
31 E 30th Street, Suite 2-A
New York, NY 10016
1-212-725-6994
1-888-951-5433
FDA District Office
6000 Metro Drive, Suite 101
Baltimore, MD 21215
1-410-779-5709
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HIV/AIDS Treatment Information Service
1-800-HIV-0440
1-800-243-7012 Hearing Impaired
Institute of Human Virology, University of
Maryland
725 W Lombard Street
Baltimore, MD 21201
1-410-706-1684
Johns Hopkins Hospital
600 N Wolfe Street
Baltimore, MD 21287
1-410-955-2898 AIDS Clinical Trials Unit Office
1-410-955-3422 Drug Development Unit Office
Latino Commission on AIDS/CIEST
80 Fifth Avenue, Suite 1501
New York, NY 10011
1-212-675-3288
National Institutes of Health AIDS Clinical Trials
Information Service
1-800-TRIALS-A
1-800-243-7012 Hearing impaired
National Institutes of Health Patient Recruitment
and Referral Center
Warren Grant Magnuson Clinical Center
Bethesda, MD 20892
1-800-411-1222
National Institute of Allergy & Infectious Diseases
Protocol Information
Building 10, Room 7D 43
Bethesda, MD 20892
1-800-AIDS-NIH
Treatment Action Group (TAG)
611 Broadway, Suite 612
New York, NY 10012
1-212-253-7922
The Whitman-Walker Clinic
1407 S Street, NW
Washington, D.C. 20009
1-202-745-6150

VETERANS ADMINISTRATION (VA)
VA Medical Care Eligibility Office
Baltimore
1-800-827-1000
Veterans Administration Medical Center
10 N Greene Street
Baltimore, MD 21201
1-410-605-7000
1-800-463-6295
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Department of Veterans Affairs
31 Hopkins Plaza
Baltimore, MD21201
1-800-827-1000

SOCIAL SECURITY
Social Security Administration
Intake SSI/SSDI Claims
Reisterstown Plaza
6722 Reisterstown Road
Baltimore, MD 21215
1-410-764-7897
Baltimore Department of Social Services
SSI Medical Assistance
2000 N Broadway
Baltimore, MD 21213
1-443-423-6300
Medicaid
If you are SSI eligible, you are also
automatically eligible for Health Choice
provided via Maryland Medical Assistance. Call
1-443-423-6300 for more information.

MARYLAND HUMAN SERVICE PROGRAMS
Transitional Emergency, Medical and Housing
Assistance (TEMHA)
Baltimore City Department of Social Services
Family Investment Program (FIP) Center
1-443-423-6300
Food Stamps
Baltimore City Department of Social Services
Family Investment Program (FIP) Center
1-443-423-4600.
Maryland Medical Assistance (MA)/HealthChoice
Baltimore City Department of Social Services
Family Investment Program (FIP) Center
1-443-423-6300
Enrollment
1-800-977-7388
1-800-977-7389 (Hearing impaired)
General Information
1-800-492-5231
1-800-735-2258 (Hearing impaired)
Enrollee Action Line/ HEAL
1-800-284-4510
Provider Hotline
1-800-766-8692
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Maryland Primary Care (MPC)
1-888-754-0095
MPC is a health care program for low-income
adults who are on the Maryland Pharmacy
Assistance Program (MPAP), and have no other
health care coverage, Medical Assistance or
Medicare, and who have medical conditions
requiring ongoing care.
Maryland Pharmacy Assistance Program (MPAP)
P.O. Box 386
Baltimore, MD 21203
1-800-226-2142
MPAP is a state funded program that pays for
prescription drugs for eligible persons.
Maryland AIDS Drug Assistance Program
(MADAP), MADAP-Plus, and Maryland AIDS
Insurance Assistance Program (MAIAP)
500 N Calvert Street, 5th Floor
Baltimore, MD21202
1-410-767-6535
1-800-205-6308 (for clients only)

|

Rental Allowance Program (R.A.P.)
Department of Housing
417 E Fayette Street, Room Suite 356
Baltimore, MD 21202
1-410- 396-4257
This program provides a monthly rental
allowance for up to six months. Homeless or
low-income households with critical housing
needs are eligible.
Department of Social/Human Services (areas
other than Baltimore City)
Anne Arundel County
1-410-269-4500
Baltimore County
1-410-887-2520
Carroll County
1-410-396-3300
Frederick County
1-301-694-4555
Harford County
1-410-836-4787
Howard County
1-410-872-4200
Montgomery County
1-240-777-4600
Queen Anne’s County
1-410-758-8000
Washington DC
1-202-463-6211

SUBSTANCE ABUSE PROGRAMS

INTERVENTION

Alcohol/Drugs

AIDS Unit/Emergency Environmental Services
Unit (EESU)
Baltimore City Department of Social Services
2000 N Broadway
Baltimore, MD 21213
1-443-423-6000 General
Information/Appointments
This is an established single entry point for all
persons at any stage of HIV infection. This
location will be used no matter what address or
district the client resides in.

Addict Referral & Counseling Center
21 W 25th Street
Baltimore, MD 21218
1-410-366-1717

Baltimore City Department of Social Services
Homeless and Environmental Services Unit
(HESU)
24 hour Hotline for Homeless Services
1-800-81SHELTER or 1-410-361-HOME
For utility, homelessness, evictions, and shelter
issues.
Baltimore City Department of Social Services
Eviction Prevention Unit
501 E Fayette Street
Baltimore, MD 21202
1-410-878-8634
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Alcoholics Anonymous Baltimore Area Intergroup
Office
8635 Loch Raven Boulevard
Baltimore, MD 21286
1-410-663-1922
A Woman’s Active Recovery Enterprise
(AWARE)
7801 York Road, Suite 203
Towson, MD 21204
1-410-825-7077
Baltimore Substance Abuse Systems, Inc.
Project Hope
1 N Charles Street
Baltimore, MD 21202
1-410-637-1900
Beginning Effective Recovery Together, Inc.
(BERT)
325 Ilchester Avenue
Baltimore, MD 21218
1-410-662-4058
Addiction and recovery program for women.
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Chase Brexton Health Services
1001 Cathedral Street
Baltimore, MD 21201
1-410-837-2050
Addictions counseling and substance abuse
education group.

Methadone Programs

Echo House
Multi-Service Center
1705 W Fayette Street
Baltimore, MD 21223
1-410-947-1700

People’s Community Health Center
3028 Greenmount Avenue
Baltimore, MD 21218
1-410-467-6040

Bon Secours New Hope Treatment Center
2401 W Baltimore Street
Baltimore, MD 21223
1-410-945-7706

Epoch Counseling
7701-A Dunmanway
Dundalk, MD 21222
1-410-887-7344

Shepard Pratt Health System Partners In
Recovery
6509 N Charles Street
Baltimore, MD 21212
1-410-296-9747

Friends Social Research Center
1229 W Mt. Royal Avenue
Baltimore, MD 21217
1-410-837-3977

South Baltimore Family Health Center
631 Cherry Hill Road
Baltimore, MD 21225
1-410-354-2000

Harbel Community Organization
5807 Harford Road
Baltimore, MD 21214
1-410-444-2100

Addict Referral & Counseling Center
21 W 25th Street
Baltimore, MD 21218
1-410-366-1717

Johns Hopkins Bayview Medical Center
4940 Eastern Avenue, Building D
Baltimore, MD 21224
1-410-550-0051

Baltimore Substance Abuse Systems, Inc.
Project Hope
1 N Charles Street
Baltimore, MD 21202
1-410-637-1900

Center for Addiction & Pregnancy
1-410-550-3066
Johns Hopkins Hospital Comprehensive
Women’s Center
Program for Alcoholism and Other Drug
Dependancies (P.A.O.D.D.)
911 N Broadway
Baltimore, MD 21205
1-410-955-5578

Bon Secours New Hope Treatment Center
2401 W Baltimore Street
Baltimore, MD 21223
1-410-945-7706
Daybreak Drug Rehabilitation Center
2490 Giles Road
Baltimore, MD 21225
1-410-396-1646

Man Alive Research, Inc.
2117 Maryland Avenue
Baltimore, MD 21218
1-410-837-4292

East Baltimore Drug Abuse
707 Constitution Street
Baltimore, MD 21202
1-410-727-8111

Narcotics Anonymous Baltimore Service Center
217 N Warwick Avenue
Baltimore, MD 21223
1-410-566-4022

Glenwood Life Counseling Center
516 Glenwood Avenue
Baltimore, MD 21212
1-410-323-9811
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Johns Hopkins Bayview Medical Center
Southeast Baltimore Drug Treatment Center
4940 Eastern Avenue, Building D
Baltimore, MD 21224
1-410-550-0051
Center for Addiction &Pregnancy
1-410-550-3066
Johns Hopkins Hospital Comprehensive
Women’s Center
Program for Alcoholism and Other Drug
Dependencies (P.A.O.D.D.)
911 N Broadway
Baltimore, MD 21204
1-410-955-5578
Man Alive Research, Inc.
2100 N Charles Street
Baltimore, MD 21218
1-410-837-4900
Sinai Hospital Drug Dependency Program
2401 W Belvedere Avenue
Baltimore, MD 21215
1-410-601-5355
University Of Maryland Drug Treatment Center
630 W Fayette
Baltimore, MD 21201
1-410-837-3313
Veterans Administration
10 N Greene Street
Baltimore, MD 21201
1-410-605-7000

HOUSING/SHELTERS
Long Term Housing
AIRS (AIDS Interfaith Residential Services, Inc.)
1800 N Charles Street, Suite 910
Baltimore, MD 21201
1-410-576-5070
Beginning Effective Recovery Together, Inc.
(BERT)
325 Ilchester Avenue
Baltimore, MD 21218
1-410-662-4058
Residential service for women with or at risk of
HIV infection whose lives have been affected
by abuse or addiction.
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HIV/AIDS Volunteer Enrichment Network
(HAVEN)
Our House
P.O. Box 514
Arnold, MD 21012
1-410-224-2437
Housing Opportunities for Persons with AIDS
(HOPWA)
210 Guilford Avenue, 2nd Floor
Baltimore, MD 21202
1-410-396-3757
Housing Assistance for Families with Disabilities
(HAFTA)
1-410-887-2437
Provides rental assistance for persons with
HIV/AIDS in Baltimore County.
Project HOME/AIDS
Statewide
311 W Saratoga Street
Baltimore, MD 21201
1-410-767-7323
Baltimore City
300 Metro Center
Baltimore, MD 21215
1-410-361-5005, ext. 364

Shelters
24 Hour Shelter Telephone Line
1-410-361-HOME
1-800-81SHELTER
American Rescue Mission
11 W Clement Street
1-410-566-3300
Antioch Shelter
2926 Harford Road
1-410-467-8334
Men, women and children.
Baltimore Rescue Mission
4 N Central Avenue
1-410-342-2533
Men only.
Eutaw Center
700 N Eutaw Street
1-410-225-0981
Emergency men’s shelter.
Fellowship of Lights
1300 N Calvert Street
1-410-385-1200
Children 12-17 years old.
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Heart’s Place Shelter
2640 St. Paul Street
1-410-235-9269
Men, women and children (November
- April).
Helping Up Mission
1029 E Baltimore Street
1-410-675-5016
Men only.
House of Ruth
1-410-889-RUTH
Women & children only.
Brown’s Memorial Baptist Church
3215 Belvedere Avenue
1-410-542-5700
Men, women and children.
Mount Zion Church
10518 Marriotsville Road
1-410-922-8524
Homeless men.
My Sister’s Place
123 W Mulberry Street
1-410-727-3523
Daytime shelter only for women and
children.
Oasis Station
220-222 N Gay Street
1-410-727-8029
For men who are chronic substance
abusers. Open 24 hours.
Project PLASE
201 E North Avenue
1-410-837-1481
For HIV-positive men and women.
Redeemer House
1401 Battery Avenue
1-410-576-9565
Men
Salvation Army
1114 N Calvert Street
1-410-685-8878
Men, women and children.
South Baltimore Station
140 W West Street
1-410-752-5917
Homeless men.
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YWCA Corner House
128 W Franklin Street
1-410-685-1460
Families, women & children

EMERGENCY FOOD
Associated Catholic Charities
19 W Franklin Street
Baltimore, MD 21201
1-410-659-4020
1-410-659-4046 Our Daily Bread
Food referral and emergency services.
Food Stamps
Department of Social Services
Family Investment Program (FIP) Center
2000 N Broadway
1-443-423-6300 for more information and or to
schedule an appointment.
Franciscan Center
AIDS Outreach and Personal Care Program
101 W 23rd Street
Baltimore, MD 21218
1-410-467-5340
Moveable Feast
2620 Wilkens Avenue
Baltimore, MD 21223
1-410-327-3420
Maryland Food Committee
2521 N Charles Street
Baltimore, MD 21218
1-410-366-0600
Clearinghouse for organizations that distribute
emergency food.

TRANSPORTATION ASSISTANCE
Baltimore City Health Department
Medical Assistance Transportation Program
211 E 25th Street
Baltimore, MD 21218
1-410-396-7433 General Information
1-410-396-7007 Clients
Transportation to medical appointments.
HIV/AIDS Volunteer Enrichment Network
(HAVEN)
P.O. Box 514
Arnold, MD 21012
1-410-224-2437
Assistance with travel to and from medical
appointments and support groups.
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Maryland Transportation Authority (MTA)
Handicapped and Senior Citizen Reduced
Fare Program
1-410-767-3441
Applications for reduced fare bus tokens.

Bon Secours Hospital
2000 W Baltimore Street
Baltimore, MD 21223
1-410-362-3000
Financial assistance for clinic patients.

Maryland Transportation Authority (MTA) Mobility
Program
1-410-727-3535
Public transportation for handicapped
and disabled persons.

Chase Brexton Health Services
1001 Cathedral Street
Baltimore, MD 21201
1-410-837-2050
Financial assistance for clinic patients

The Steven Kaufman AIDS Outreach Project
2835 Smith Avenue, Suite 202
Baltimore, MD 21209
1-410-484-2437
Transportation to and from medical
appointments.

Daybreak Clinic
2490 Giles Road
Baltimore, MD 21225
1-410-396-1646
Financial assistance for clinic patients.

FINANCIAL ASSISTANCE
AIDS Action Baltimore, Inc.
10 E Eager Street
Baltimore, MD 21202
1-410-837-AIDS
Financial assistance to persons with HIV
infection. Applications must be accompanied
by appropriate bills and doctor’s certificate.
AIDS Alliance of Howard County
P.O. Box 1784
Ellicott City, MD 21043
1-410-313-2333
Financial assistance for Howard County
residents in any stage of HIV infection.
Anne Arundel County Health
Department
3 Harry S. Truman Parkway
Annapolis, MD 21401
1-410-222-7108
Financial assistance for Anne Arundel County
residents with HIV infection.
Baltimore American Indian Center
113 S Broadway
Baltimore, MD 21231
1-410-563-4600
Financial assistance for persons with HIV
infection.
Baltimore County Department of Health
6401 York Road, 3rd Floor
Baltimore, MD 21212
1-410-887-5918
Financial assistance for Baltimore County
residents with HIV infection.
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Department of Social Services Project
HOME/AIDS Program
1-410-361-5005 ext. 364
Emergency financial assistance only for
persons that are diagnosed as HIV+/AIDS and
suffering from two or more disabling HlVrelated conditions. For Baltimore City residents
only.
Glenwood Life Counseling Center
516 Glenwood Avenue
Baltimore, MD 21212
1-410-323-9811
Financial assistance to clinic patients.
Harford County Health Department
119 Hays Street
Bel Air, MD 21014
1-410-638-8400
Financial assistance for Harford County
residents with HIV infection.
HIV/AIDS Volunteer Enrichment Network
(HAVEN)
P.O. Box 514
Arnold, MD 21012
1-410-224-2437
Financial assistance to Anne Arundel County
residents with HIV infection.
Hemophilia Foundation of Maryland
8043 Kimberly Road
Baltimore, MD 21222
1-410-288-3955
1-800-964-3131
Financial assistance for HIV-positive
hemophiliacs.
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Health Education Resource Organization (HERO)
1734 Maryland Avenue
Baltimore, MD 21201
1-410-685-1180
Financial assistance to persons with
symptomatic HIV infection, limited to $200 per
person per year, for the following categories:
utilities, shelter and prescriptions.
Imani Center
3100 Towanda Avenue
Baltimore, MD 21215
1-410-383-4030
Financial assistance for clinic patients.
Individual Benefits, Inc.
Four Seasons Executive Centre
416-P Gallimore Dairy Road
Greensboro, NC 27409
1-800-800-3264
Individual Benefits is a financial services
company that helps PLWH/As sell their life
insurance policy for a lump sum cash
settlement. AIDS Action Baltimore, Inc., the
Greater Baltimore HIV Health Services
Planning Council, and InterGroup Services,
Inc. neither endorse nor impugn this service,
but merely seek to inform PLWH/As of all
available financial options. People interested in
services of this kind should be aware of the
financial restrictions imposed by such services
and the rights they abrogate once they contract
for services of this kind.
Johns Hopkins Hospital Moore Clinic
600 N Wolfe Street
Baltimore, MD 21287
1-410-955-1725
Financial assistance for clinic patients.
Park West Medical Center
4120 Patterson Avenue
Baltimore, MD 21207
1-410-542-7800 ext. 5348
Financial assistance for clinic patients.
S.A.F.E., Inc. (Susquehanna AIDS Fund for
Emergencies)
P.O. Box 575
Havre de Grace, MD 21078
1-410-939-7440
Financial assistance to persons with HIV/AIDS
living in Harford and Cecil Counties.
Saint Agnes Healthcare
900 Caton Avenue
Baltimore, MD 21229
1-410-368-6000
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Financial assistance for clinic patients.
South Baltimore Family Health Center
631 Cherry Hill Road
Baltimore, MD 21225
1-410-354-2000
Financial assistance for clinic patients.
The Steven Kaufman AIDS Outreach Project
2835 Smith Avenue, Suite 202
Baltimore, MD 21209
1-410-484-2437
Financial assistance to persons with HIV
infection.
Sisters Together and Reaching (STAR)
1505 Eutaw Place
Baltimore, MD 21217
1-410-383-1903
Emergency financial assistance for women
with HIV infection
Total Health Care Family Outreach Program
2305 N Charles Street
Baltimore, MD 21218
1-410-383-8300
Financial assistance for clinic patients.
University of Maryland Medical Center
Evelyn Jordan Center
1-410-328-1900
For University of Maryland patients only.

YANA (You Are Never Alone)
2013 W Pratt Street
Baltimore, MD 21223
1-410-566-7973
Emergency financial assistance for women
with HIV infection.

CASE MANAGEMENT
AIDS Interfaith Residential Services (AIRS)
1-410-576-5070
Anne Arundel County Health Department
1-410-222-7108
Baltimore American Indian Center
1-410-563-4600
Baltimore City Health Department
1-410-396-4528
Baltimore County Department of Health
1-410-887-5918
Baltimore Medical System
1-410-732-8800
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Black Educational AIDS Project (BEAP)
1-410-234-1448

1-410-383-1903
South Baltimore Family Health Center
1-410-354-2000

Bon Secours Hospital
1-410-362-3000

Total Health Care
1-410-383-8300

Carroll County Health Department
1-410-876-4900

UJIMA Outreach Program
1-410-396-1930

Chase Brexton Health Services
1-410-837-2050

University of Maryland Medical Center Evelyn
Jordan Center
1-410-328-1900

Frederick County Health Department
1-301-694-1029
Glenwood Life Counseling Center
1-410-323-9811
GBMC Weinberg Community Health Center
1-410-522-1200
Harford County Health Department
1-410-638-8400
Health Care for the Homeless
1-410-837-5533
Health Education Resource Organization (HERO)
1-410-685-1180
Howard County Health Department
1-410-313-2333
Imani Center
1-410-383-4030
Johns Hopkins Hospital Moore Clinic
1-410-955-1725
Johns Hopkins Hospital Pediatric Clinic
1-410-614-5963
Park West Medical Center
1-410-542-7800 ext. 5348
Project PLASE
1-410-837-1481
Project HOME/AIDS
1-410-361-5005
Queen Anne’s County Health Department
1-410-758-0720

University of Maryland Medical Center Pediatric
Clinic
1-410-706-8220
The Whitman-Walker Clinic
1-202-797-3500
Yorkwood Health Center
1-410-467-6040
You Are Never Alone (YANA)
1-410-566-7973

DAY/RESPITE CARE AND FOSTER CARE
Almost Family
1840 York Road
Timonium, MD 21093
1-410-560-6717
Program for adults seven days a week.
Baltimore Family Center HIV Treatment Foster
Care Program
Family & Children’s Services of Central
Maryland
204 W Lanvale Street
Baltimore, MD 21217
1-410-669-9000
Foster care program providing in-home support
for biological, foster and adoptive parents of
HIV+ children from birth to five years of age.
Baltimore Pediatric HIV Program
P.O. Box 25535
Baltimore, MD 21217
1-410-225-2600
Program for children ages 2-6 years whose
parents have HIV/AIDS.

Sinai Hospital
1-410-601-6207
Sisters Together and Reaching (STAR)
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Chara House of Catholic Charities
4203 Belvieu Avenue
Baltimore, MD 21215
1-410-367-1191
Group home providing long-term or short-term
foster care to children from ages newborn to
three who have or are at risk of having HIV
disease.
HERO Drop In Center
1734 Maryland Avenue
Baltimore, MD 21201
1-410-685-1180
Provides meals, day activities, employment
opportunities and support groups for HIV
positive persons only. Referrals may be made
to the drop in center by any HIV service
provider.
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Chase Brexton Health Services
1001 Cathedral Street
Baltimore, MD 21201
1-410-837-2050
4000 Old Court Road, Suite 203
Baltimore, MD 21208
1-410-486-5991
Mental health counseling, individual and group.
Chesapeake Psychological Services
28 W Allegheny Avenue, Suite 1304
Towson, MD 21204
1-410-321-1091
Fishbein Psychological Associates
1 E Chase Street, Suite 201
Baltimore, MD 21202
1-410-521-2150

The League Adult Day Health Center
1111 E Cold Spring Lane
Baltimore, MD 21239
1-410-323-0500
Daily program for adults with physical
disabilities.

Franklin Square Hospital Center Inpatient
Psychiatry
9000 Franklin Square Drive
Baltimore, MD 21237
1-410-777-7632

Martin Luther King, Jr. Early Head Start
Ashland Support Site
600 W North Avenue
Baltimore, MD 21217
1-410-225-3615
Program for children ages 6weeks- 3 years
whose parents have HIV/AIDS.

Health Education Resources Organization
(HERO)
1734 Maryland Avenue
Baltimore, MD 21201
1-410-685-1180
Neuropsychiatric evaluations, psychotherapy
and psychiatric case management

Mt. Washington Pediatric Hospital
1708 W Rogers Avenue
Baltimore, MD 21209
1-410-578-8600

Impact (Sinai Rehabilitation Center)
2401 W Belvedere Avenue
Baltimore, MD 21215
1-410-601-6008

PROFESSIONAL COUNSELING
Alternatives
Belmont Center for Comprehensive Treatment
4200 Monument Road
Philadelphia, PA19131
1-800-DIAL-GAY
Behavioral health program offering an array of
psychiatric and chemical dependency services
for the gay, lesbian and transgender
community.
Behavioral Science Associates, Inc.
Falls Concourse
10751 Falls Road, Suite 255
Lutherville, MD21093
1-410-339-5370
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J. Shep Jeffreys, Ed.D.
10533 Green Mountain Circle
Columbia, MD 21044
1-410-730-6070
Paula LaSalle, R.N,C.S.,C.C.M.H.C
3649 Ligon Road
Ellicott City, MD 21042
1-410-465-4426
Lambda Center
4228 Wisconsin Avenue, NW
Washington, DC 20016
1-877-2LAMBDA
1-800-369-2273
Behavioral health care programs for the gay,
lesbian and transgender communities.
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Gregory Lehne, Ph.D.
4419 Falls Road
Baltimore, MD 21211
1-410-366-0642

Black Educational AIDS Project (BEAP)
101 W Read Street, Suite 422
Baltimore, MD21201
1-410-234-1448

Life Mastery Center
10635 York Road
Cockeysville, MD 21030
1-410-628-2121

Centennial Caroline United Methodist Church
1029 E Monument Street
Baltimore, MD 21202
1-410-276-3079

Montgomery Hospice Society
1450 Research Boulevard
Rockville, MD 20850
1-301-279-2566

Churches United Against AIDS
1734 Maryland Avenue, Suite 134
Baltimore, MD 21201
1-410-685-1180 ext. 311
A network of churches and other service
providers who are individually providing
support services to families and individuals
living with HIV/AIDS in their congregation and
community.

Psychotherapy & Wellness Associates
340 Park Avenue
Frederick, MD 21701
1-301-663-1683
Individual/couples counseling, yoga,
meditation, massage, and body work.
South Baltimore Family Health Center
631 Cherry Hill Road
Baltimore, MD 21225
1-410-354-2000
Stella Maris Hospice Center for Grief & Loss
2300 Dulaney Valley Road
Timonium, MD 21093
1-410-252-4500
Universal Counseling Service, Inc.
16 S Calvert Street
Baltimore, MD 21202
1-410-752-5525
Douglas Woodruff, M.D.
4419 Falls Road
Baltimore, MD 21211
1-410-889-5455

RELIGIOUS COMMUNITY SERVICE
ORGANIZATIONS/PASTORAL COUNSELING
AIDS Interfaith Network
P.O. Box 1402
Cockeysville, MD 21030
1-410-817-4093
Associated Catholic Charities
19 W Franklin Street
Baltimore, MD 21201
1-410-659-4050
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Episcopal Social Ministries
4 E University Parkway
Baltimore, MD 21218
1-410-467-1264
First & Franklin Street Presbyterian Church
210 W Madison Street
Baltimore, MD 21201
1-410-728-5545
First Unitarian Universalist Church of Baltimore
Charles & Franklin Streets
Baltimore, MD 21201
1-410-685-2330
Homewood Friends Meeting House (Society of
Friends/Quaker)
3107 N Charles Street
Baltimore, MD 21218
1-410-235-4438
Jewish Information Service
5750 Park Heights Avenue
Baltimore, MD 21215
1-410-466-4636
Maintains a list of interested rabbis and phone
numbers
Memorial Episcopal Church
401 W Monument Street
Baltimore, MD 21201
1-410-669-6222
Metropolitan Community Church
1605 St. Paul Street
Baltimore, MD 21202
1-410-234-1676
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Project A.R.I.S.E. (Abstinence, Remembering,
Instilling Pride, Self-worth and Education ensures
prevention)
20 W North Avenue
Baltimore, MD 21201
1-410-837-8660
Faith-based ministry providing HIV/STD
prevention services to African American
families with specific focus on African
American women of childbearing age in
Baltimore City
Our Savior Lutheran Church
141 Laverne Avenue
Baltimore, MD 21227
1-410-242-2141 office
SS. Phillip and James Church
HIV/AIDS Outreach Ministry
2801 N Charles Street
Baltimore, MD 21218
1-410-235-2294
St. Vincent Center (Roman Catholic)
2600 Pot Spring Road
Timonium, MD21093
Father Ray Chase
1-410-252-4700
Sisters Together and Reaching (STAR)
1505 Eutaw Place
Baltimore, MD 21217
1-410-383-1903
The Steven Kaufman AIDS Outreach Project
2835 Smith Avenue
Baltimore, MD 21209
1-410-484-4602
Provides counseling, financial assistance, inhome healthcare, visitors, food pantry,
transportation to and from medical
appointments, outreach and support groups.

SUPPORT GROUPS
Following is a partial list of support groups in the
Baltimore metropolitan area. We suggest that you
call to make sure that the support group is still
meeting at the place and/or time indicated.

Allegany County
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Anne Arundel County
HAVEN
1-410-224-2437

Baltimore City
AIDS Interfaith Network
1-410-242-2141
Group to meet the specific religious and
spiritual needs of people with HIV infection,
their family, friends and significant others
meets as need arises.
Beginning Recovery Together, Inc. (BERT)
1-410-662-4058
Group for women with or at risk of HIV infection
whose lives have been affected by abuse or
addictions.
Black Educational AIDS Project (BEAP)
1-410-889-8822
Group for men, women and children infected or
affected by HIV disease.
Black Mental Health Alliance
1-410-837-2642
Group for women who are HIV+, have AIDS or
are at high risk.
Chase Brexton Health Services
1-410-837-2050 ext. 1428
HIV positive gay men’s group, HIV positive
women’s group, and substance-abuse group.
Churches United Against AIDS
1-410-685-1180 ext. 311
Groups for HIV-positive individuals and families
Grateful, Inc.
1-410-728-5711
Groups for HIV-positive individuals and families
HARBEL Community Organization
1-410-444-2100 ext. 42
Adult HIV/AIDS group.
HERO
1-410-685-1180
Women’s group, opposites attract, spiritual
group, narcotics anonymous group, addictions
group, night riders group for sex-workers, gay
men group; additional groups are forming.

Allegany County Health Department
1-301-777-2178
Group for people at any stage of HIV infection
meets as need arises
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HOPE Programs
1-410-466-1529
Rafiki Youth Group for children 6-12 years old
who have a relative or friend living with
HIV/AIDS. Rafiki Teen Group for adolescents
who have a relative or friend living with
HIV/AIDS. Camp Matumaini is an annual
weekend bereavement camp for families to
address issues of loss and grief.
Johns Hopkins Hospital
HIV-positive Women’s Group
1-410-614-5014
HIV/Substance-abuse Group
1-410-955-1169
Johnson Square Day Care Program
1-410-225-2600
Group for grandparents who are caregivers of
HIV+ children.
Martin Luther King, Jr. Early Head Start Ashland
Support Site
1-410-225-3615
Group for families with HIV-positive children.
The New Psalmist Church
1-410-945-3000 ext. 3012
Group providing spiritual and emotional
support for persons living with HIV and AIDS.
Positive Power Group
1-410-963-7329
Group for HIV+ African-American gay and
bisexual men.
St. Agnes Hospital
1-410-947-6267
Group for all people with HIV disease.
Sisters Together and Reaching (STAR)
1-410-383-1903
Group for HIV+ women.
Stella Maris Hospice Center for Grief and Loss
1-410-252-4500 ext. 291
Adult bereavement groups and individual
counseling, sudden loss group, parent loss
group, and widow and widowers group
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The Steven Kaufman Outreach Project
1-410-484-2437
Group based on a Jewish family approach to
HIV disease and AIDS.
University of Maryland Medical Center Evelyn
Jordan Center
1-410-328-1900 ext. 4
Groups for adult men and women with HIV
disease. Women’s group, art therapy group,
recovery group, women’s addiction group,
Evelyn Jordan Center group, adherence group
and relapse prevention group.
STAR TRACK Program
1-410-706-7356/2000
Teen group for HIV-positive adolescents
Veteran’s Administration
1-410-605-7288
Group for veterans with HIV disease.

Baltimore County
Baltimore County Department of Health
1-410-887-6696
For people at any stage of HIV infection.
Behavioral Science Associates
1-410-339-5370
Groups for gay and bisexual men form as need
arises.
Reisterstown United Methodist Church
1-410-833-5919
Group for family and friends affected by HIV
disease.
Stella Maris Hospice Center for Grief and Loss
1-410-252-4500 ext. 291
Adult bereavement groups and individual
counseling, sudden loss group, parent loss
group, and widow and widowers group
1-410-252-4500 ext. 287
Children’s bereavement group (Me Too),
teenager group (Single Steps) and individual
counseling.

Harford County
1-410-252-4500 ext. 287
Children’s bereavement group (Me Too),
teenager group (Single Steps) and individual
counseling.
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Harford County Health Department
1-410-638-8419
Group for adults and children infected or
affected by HIV disease, their family members
and support persons.
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Howard County
Family and Children Services
Family Life Center
1-410-997-3557
Group for people at any stage of HIV infection.

Montgomery County
Montgomery County Public Health Department
1-240-777-1775

Prince George’s County
The Whitman-Walker Clinic
1-301-439-0731
Group for men and women living with
HIV/AIDS.

FUNERAL HOMES/MORTUARIES/BURIAL
ASSISTANCE
InterGroup Services, Inc. neither endorses nor
impugns the services provided by these vendors,
but merely seek to inform PLWH/As of all
available options.
Maryland State Board of Morticians
4201 Patterson Avenue
Baltimore, MD 21215
1-410-764-4792
Maryland State Funeral
Directors’ Association
7347 Old Alexandria Ferry Road
Clinton, MD 20735
1-301-877-4003
Ambrose Funeral Home
1328 Sulphur Spring Road
Baltimore, MD 21227
1-410-242-2211
Betts Funeral Home
1129 N Caroline Street
Baltimore, MD 21223
1-410-522-0552
Joseph Brown Funeral Home
2140 N Fulton Avenue
Baltimore, MD 21217
1-410-383-2700
Bradley Ashton Funeral Home
2134 Willow Spring Road
Dundalk, MD 21222
1-410 284-2600
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Loring Byers Funeral Directors
8728 Liberty Road
Randallstown, MD 21133
1-410-922-6400
Chatman-Harris Funeral Home
5240 Reisterstown Road
Baltimore, MD 21215
1-410-578-3822
Leroy O. Dyett Funeral Home
4600 Liberty Heights Avenue
Baltimore, MD 21207
1-410-664-6800
Evans Funeral Chapel
2325 York Road
Timonium, MD 21093
1-410-252-8720
George J. Gonce Funeral Home
4001 Ritchie Highway
Baltimore, MD 21225
1-410-789-1800
Jenkins Funeral Home
4905 York Road
Baltimore, MD 21212
1-410-435-0200
Sol Levinson and Brothers, Inc.
8900 Reisterstown Road
Baltimore, MD 21208
1-410-653-8900
Lilly and Zeiler, Inc.
1901 Eastern Avenue
Baltimore, MD 21231
1-410-327-1442
March Funeral Home
1101 E North Avenue
Baltimore, MD 21202
1-410-727-3300
McCully-Polyniak Funeral Home
130 E Fort Avenue
Baltimore, MD 21230
1-410-752-6456
Jeff Miller Funeral Home
1639 N Broadway
Baltimore, MD 21213
410-327-2777
Mitchell-Wiedefeld Home
6500 York Road
Baltimore, MD 21212
1-410-377-8300
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James A. Morton & Sons
1701 Laurens Street
Baltimore, MD 21217
1-410-728-1100
Calvin B. Scruggs Funeral Home
1412 E Preston Street
Baltimore, MD 21213
1-410-837-4926
Sterling Ashton-Schwab Funeral Home
736 Edmondson Avenue
Catonsville, MD 21228
1-410-747-5324
Weber Funeral Home
401 S Chester Street
Baltimore, MD 21231
1-410-276-6600
Zannino Funeral Home
263 S Conkling Street
Baltimore, MD 21224
1-410-327-4220

Burial Assistance
AIDS Interfaith Network of Central Maryland
P.O. Box 1402
Cockeysville, MD 21030
1-410-817-4093
Cremation and Funeral Alternatives
8717 Green Pastures Drive
Towson, MD 21286
1-410-321-1005
The Cremation Society of Maryland
299 Frederick Road
Baltimore, MD 21228
1-410-788-1800
Social Security Survivor Benefit
Contact your local Social Security office for
information about a burial assistance grant to
help with the burial costs of a spouse.

LEGAL ASSISTANCE
Organizations
Attorney General’s Office
Health Advocacy Unit
200 St. Paul Place, 16th Floor
Baltimore MD 21202
1-410-528-1840
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Baltimore Community Relations Commission
10 N Calvert Street, Suite 915
Baltimore, MD 21202
1-410-396-3141
Discrimination cases re: race, religion, national
origin, ancestry, age, sex, physical or mental
disability, including AIDS, and sexual
orientation in the areas of employment, public
accommodations, education and health and
welfare services.
Equal Employment Opportunity Commission
10 S Howard Street, 3rd Floor
Baltimore, MD 21201
1-410-962-3932
Investigates charges of discrimination based
on age, color, sex, religion, national origin.
Disability Advocates
301 N Charles Street, Suite 401
Baltimore, MD 21201
1-410-223-2877
Representation of people with HIV/AIDS and
people seeking Social Security Disability
benefits.
Health Education Resources Organization
(HERO)
1734 Maryland Avenue
Baltimore, MD 21201
1-410-685-1180
Living wills, powers of attorney, entitlement
benefits, permanency planning for minor
children, insurance, bankruptcies and
discrimination Issues.
Lambda Legal Defense and Education Fund
120 Wall Street, Suite 1500
New York, NY 10005
1-212-809-8585
Legal Aid Bureau
Central Office
500 E Lexington Street
Baltimore, MD 21202
1-410-539-5340
Maryland Disability Law Center
1800 N Charles Street, Suite 400
Baltimore, MD 21201
1-410-727-6352
1-800-233-7201
1-410-727-6387 TTY
Legal representation including counseling and
referral services for disabled persons
regardless of income.
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Maryland Human Relations Commission
6 St. Paul Street, 9th Floor
Baltimore, MD 21202
1-410-767-8576
AIDS discrimination cases re: employment,
housing, medical & dental treatment, etc.
Maryland State Insurance Administration
Life/Health Insurance Investigation
525 St. Paul Place
Baltimore, MD 21202
1-410-468-2235
Maryland Volunteer Lawyer Service
16 S Clinton Street
Baltimore, MD 21202
1-410-547-6537
Free legal assistance with wills, guardianship,
powers of attorney, bankruptcies, housing and
employment issues.
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University of Maryland Clinical Law Office
PLWH/A Assistance
510 W Baltimore Street
Baltimore, MD 21201
1-410-706-8316
University of Maryland patients receive
preference.

Private Attorneys
Elliott A. Brager, Esq.
8631 Liberty Road
Randallstown, MD 21133
(410) 655-4757
Lynda Dee, Esq.
201 N Charles Street, Suite 2300
Baltimore, MD 21201
(410) 332-1170
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APPENDIX G
ADDENDUM TO CHAPTER 8 OF THE COMPREHENSIVE
PLAN FOR HIV SERVICE DELIVERY IN THE BALTIMORE
EMA 2003 – 2005
The Comprehensive Planning, Health Services, Support Services and Counties Committees have
reviewed the goals, objectives and strategies set forth in the Comprehensive Plan for HIV Service
Delivery: Baltimore EMA 2003 through 2005. This addendum documents:


Activities accomplished by the planning council in 2003 and 2004



General comments



Recommendations for changes in 2005 (noted in italic type)

Goal 1
Identify individuals who know their HIV status but who are not in care and inform these individuals about
HIV-related services and enable their use of them.
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Objectives

Comments

1. Identify the number of Ryan White (RW) clients receiving
Ryan White Services but not primary medical care (PMC)

Number estimated around 3,300.
Maryland AIDS Administration will be
collecting data on HIV test results, which
will further indicate number in care.

2. Identify the number of RW individuals who have
previously received PMC but have dropped out.

Issue discussed, difficult to document
this number.

Strategies

Comments

Review the existing Congressional Black Caucus (CBC)
outreach project, now Minority AIDS Initiative, to determine
effectiveness and revise objectives if necessary.

MAI outreach will be re-bid.

Revise the Passport to Managed Care (NAPWA 2000).

Completed.

Issue a directive to the administrative agency (AA) to require
all RW Title I providers to document each client’s enrollment
in PMC and/or linkage to case-management services if the
client is not in PMC.

Completed - Providers report this
information on Form 8.

Request that the AA extract baseline data from the clientlevel database to determine (a) the total number of
unduplicated clients served as reported by providers, (b)
who, by demographic type, used and did not use services
and (c) what services were used.

Completed - Council receives this
information.

Review the latest HIV/AIDS statistics reported by Maryland
AIDS Administration to determine (a) the number of
individuals with HIV and AIDS and (b) where they are
located within the Baltimore eligible metropolitan area.

Completed.

Review best-practice models for outreach services that
target hard-to-reach populations.

Outreach is under review and will be rebid for FY 2005.
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Goal 2
Coordinate services with HIV-prevention programs, including outreach and early intervention services.
Objectives

Comments

1. Identify linkages and gaps between RW Title I and HIVprevention services within the EMA.

Collaboration with the Maryland AIDS
Administration on prevention programs linkages with new RFP on prevention.

2. Identify best-practice models that link HIV-prevention
programs with HIV care and treatment that can be
implemented within the EMA.

2005 Recommendation: add CDC’s
Prevention with Positives strategy.

3. Develop programs and activities to address identified
gaps where applicable.

2005 activity: possible collaboration with
State AIDS.

4. Recommend strategies to AA to bridge gap between RW
Title I and HIV-prevention services.

2005 Recommendation: all primary care
providers to have at least one MOA with
a prevention program.

Strategies

Comments

Review existing initiatives, reports and funds regarding HIV
prevention - e.g., Commission on HIV/AIDS Prevention and
Treatment report (CHPT 2002) - to assess the gaps and
linkages with RW Title I.

Continue into 2005.

Gather information from consumers and providers about the
successful linkages, gaps and strategies to eliminate
identified gaps between HIV-prevention programs and RW
Title I.

An independent group will be conducting
interviews with providers regarding
prevention.

Collaborate with key stakeholders - e.g., CPG and Title II
consortia - to discuss possible solutions to address gaps in
services.

Completed.

Goal 3
Coordinate services with substance abuse prevention and treatment programs.

|

Objectives

Comments

1. Identify best-practice models that link substance abuse
treatment and prevention that can be implemented within
the EMA.

Discussions took place, collaborations
with BSAS.

2. Identify existing linkages and gaps between substance
abuse treatment and substance abuse prevention,
funded by RW and other funding sources.

Discussion between the Substance
Abuse Task Group and BSAS resulted
in opening services throughout the EMA.

3. Revise the substance abuse Standards of Care (PC
2001b) sections to see if they appropriately link
substance abuse treatment with substance abuse
prevention services.

Standards reviewed in 2003.

4. Recommend new programs and strategies to AA to
bridge gaps between substance abuse treatment and
substance abuse prevention services.

Directives for 2005 are in place to
address substance-abuse treatment.
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Goal 3 (continued)
Coordinate services with substance abuse prevention and treatment programs.
Strategies

Comments

Review existing initiatives, reports and funds regarding
substance abuse treatment and prevention to assess gaps
and linkages with RW Title I (e.g., U.S. Substance Abuse
and Mental Health Services Administration [SAMHSA]
materials, Maryland Lieutenant Governor’s Task Force on
Substance Abuse and Availability report and Alcohol and
Drug Abuse Administration [ADAA] materials).

Completed.

Review current RW standards of care and directives to the
AA regarding substance abuse treatment to see if revisions
need to be made to meet identified gaps.

Completed - gaps have been identified,
directives for 2005.

Collaborate with key stakeholders and policy makers (e.g.,
AADA and SAMHSA) to discuss possible solutions to
address gaps in services.

Completed.

Allocate additional funds for substance-abuse treatment
category to link treatment with prevention, as deemed
necessary.

Completed - CPC has requested
information regarding prevention.

Goal 4
Eliminate disparities in access and service for historically underserved populations.
Objectives

Comments

1. Identify the currently underserved populations.

Populations include minorities (AfricanAmerican, Hispanic), minority women,
recently incarcerated, homeless.

2. Identify issues of disparities in access and services
among the underserved populations.

(2/15/05) 2005 activity: Possible
resource is DHMH health disparities
committee.

3. Identify best-practice models to eliminate disparities in
access and service that can be implemented within the
EMA.

Directives for 2005 in place regarding
women, youth, incarcerated population.

Strategies

Comments

Review existing initiatives and projects designed to eliminate
disparities in access and services for under-served
populations (e.g., Minority AIDS Initiative).

Completed - MAI outreach project was
very successful in Baltimore EMA
counties.
Hispanic provider has been identified for
2005.

|

Work with program support/community education to develop
activities to reach the under-served population and inform
them of available RW resources.

Directive for 2005 to inform the
incarcerated population of services.

Review current directives to AA to determine if they
appropriately address issues of disparities in access and
services among the underserved populations within the
EMA.

Directives for 2005 to increase access to
information about RW services.

Review best practice models to eliminate disparities in
access and service for underserved populations.

(2/15/05) Committee to review models in
2005, possible resource is DHMH health
disparities committee.
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Goal 4 (continued)
Eliminate disparities in access and service for historically underserved populations.
Collaborate with the key Maryland human-services
providers, such as the Department of Corrections (DOC),
Department of Human Resources (DHR), Department of
Juvenile Justice (DJJ), Department of Health and Mental
Hygiene (DHMH) and/or Department of Social Services
(DSS) possibly to develop solutions to eliminate disparities in
access and service.

Activities will be moving forward in 2005.

Review latest needs assessment data

Completed.

Goal 5
Ensure quality of care to improve the overall health of the HIV patient.
Objectives

Comments

1. Assess the current quality of RW Title I care within the
EMA.

Quality Improvement Program (QIP).

2. Revise the Standards of Care.

Standards of care have been revised for
PMC, case management, client
advocacy, substance abuse,
psychosocial support, mental health,
legal services and enriched life skills

3. Improve RW providers’ compliance with standards of
care.

2005 activity:

Strategies

Comments

Review the latest advances in HIV care and treatment to
assess areas of strength and weakness in order to improve
the level of service provided.

Completed - Committees receive
updates and incorporate to improve
services.

Involve RW providers in the review and revision of the
existing standards of care to foster a collaborative effort in
adding delivery of care to people living with HIV/AIDS.

Completed - RW providers participate in
revision of standards.

Review site-visitation reports to assess level of
documentation and ultimately improve the quality of service
provided.

Completed - Health Services and
Support Services committees review
QIP reports.

Review data from BCHD quality-improvement plan and
accept recommendations for possible incorporation into
standards of care.

Completed - Health Services and
Support Services review QIP reports
and revise standards when necessary.

Goal 6
Increase capacity building efforts within the EMA.

|

Objectives

Comments

1. Identify existing issues of capacity within the EMA.

Completed - directives for oral health,
outreach, case management, client
advocacy, EFA, substance abuse,
transportation, PMC and MAI
categories.

2. Increase the number of clients and the number of service
units.

Number of providers has doubled
through capacity building efforts.
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Goal 6 (continued)
Increase capacity building efforts within the EMA.
Strategies

Comments

Work with program support/capacity building contractor to
ascertain gaps in access and service in the EMA.

Completed.

Work with program support/community education to provide
HIV/AIDS and RW service information to potential RW
providers to encourage participation.

Directives for 2005.

Review reports provided by the AA regarding providers
expenditures and capacity.

Completed.

Review the latest needs assessment data.

Completed.

Goal 7
Ensure culturally appropriate service delivery of Ryan White services
Objectives

Comments

1. Develop a standard education and training program on
culturally appropriate service delivery to be utilized within
the EMA.

Completed.

2. Hold at least one training on culturally appropriate
service delivery for all RW Title I providers based on the
newly developed training module.

Completed.

Strategies

Comments

Review reports and guidelines on culturally appropriate
delivery of health care services (e.g., National Standards for
Culturally and Linguistically Appropriate Services in Health
Care, published by the U.S. Department of Health and
Human Services, Office of Minority Health, March 2001).

Directive for 2005 to ensure the EMA
training meets HRSA guidelines.

Review current standards of care and directives to AA to see
if they sufficiently promote and address culturally appropriate
service delivery.

2005 Recommendation: Ensure
information is available in multiple
languages.

2005 Recommendation: Training
program addresses issues of groups
most affected by HIV in the EMA.

Recommendation (2/15/05): survey by
Title II will capture consumer opinion of
culturally appropriate services.
Recommend that program support/capacity development
contractor develop a standards education and training
program on culturally appropriate service delivery.

Completed.

Issue a directive to the AA to contractually require all RW
Title I funded staff to receive cultural education and training.

2005 Recommendation: Each RW
provider to send at least one employee
to training each year. (Mandatory, with
possible penalty for not sending
representative)
(2/15/05) It is Title I funding requirement
that vendors can address cultural
competency.

Allocate additional funding to program support/capacity
development to develop a standard training on culturally
appropriate service delivery for the Baltimore EMA.

|
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Goal 8
Implement mechanisms to appropriately identify and treat dually and triply diagnosed HIV-positive
individuals that focus on co-management of illnesses.

2005 Recommendation: Clearly define “dually and triply diagnosed” as homelessness, mental illness and
substance abuse.
Objectives

Comments

1. Identify best-practice models that appropriately identify
and treat dually and triply diagnosed HIV-positive
individuals that can be effective in the EMA.

Goal is addressed through EMA’s comorbidity programs.

2. Create new and/or revise existing programs/services that
focus on treating the dually and triply diagnosed (e.g.,
primary medical care/co-morbidity, substance-abuse
treatment, mental health therapy and case
management).

Conference on co-morbidity held in 2004.

Strategies

Comments

Review local studies, services and programs targeted to the
HIV population and co-morbid conditions (e.g., Johns
Hopkins’ Mental Hygiene Administration’s Mobile Treatment
Service).

Project under SPNS is being piloted to
allow PMC doctors to administer
buprenorphine.

Review best practices to identify and treat the dually and
triply diagnosed HIV-positive individuals.

Programs are providing closer linkages
to PMC and hepatitis.

Review current standards of care and directives to AA
regarding services that support or are related to co-morbid
conditions (e.g., primary medical care/co-morbidity,
substance-abuse treatment and case management) to
assess if they incorporate “state of the art” practices to
identify and treat the dually and triply diagnosed.

Co-morbidity standards of care require
co-located services or linkages.

Issue a directive to the AA to require all RW non-substanceabuse treatment providers to have memoranda of agreement
with substance-abuse treatment providers for client referrals.

Co-morbidity standards of care require
co-located services or linkages.

Issue a directive to AA to require all RW non-mental health
therapy providers to have memoranda of agreement with
mental health therapy providers for client referrals.

Co-morbidity standards of care require
co-located services or linkages.

Issue a directive to AA to require all RW providers to provide
or refer clients to “intensive case management” if they
demonstrate existing co-morbid conditions.

Co-morbidity standards of care require
co-located services or linkages.

Goal 9
Increase public education of HIV/AIDS and available RW Title I services.

|

Objectives

Comments

1. Increase distribution of RW information and HIV
materials within the EMA.

Directives in place for 2005.

2. Increase the HIV community knowledge of existing HIV
services funded by RW.

Directives in place for 2005.

3. Increase non-RW providers’ knowledge of HIV and RW
services.

Directives in place for 2005.
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Goal 9 (continued)
Increase public education of HIV/AIDS and available RW Title I services.

|

Strategies

Comments

Revise Passport to Managed Care (NAPWA 2000).

Completed.

Work with program support/community education to develop
activities to increase knowledge of HIV/AIDS and Title I.

Completed; directives for 2005 in place.

Develop RW Title I and HIV informational materials.

Completed.

Attend community meetings and events.

Completed.

Use relevant activities and materials to educate other public
health agencies, Medicaid MCOs, private health-care
agencies and providers about RW Title I services and
HIV/AIDS.

Completed; activities currently moving
forward.

Conduct activities, e.g., community forums and health fairs,
to increase the public awareness of HIV and RW services.

Completed.
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APPENDIX H
USEFUL PUBLICATIONS AND INTERNET SITES FOR HIV
PLANNERS
AIDS Treatment Information Services. Miscellaneous information of interest. Internet site
(http//www.hivatis.org).
U.S. Centers for Disease Control and Prevention. HIV/AIDS Surveillance Report. Internet site
(http://www.cdc.gov/hiv/stats/hasrlink.htm).
Greater Baltimore HIV Health Services Planning Council. Standards of Care. Internet site
(http://www.baltimorepc.org/PDFs/standards.pdf).
Johns Hopkins University, AIDS Service. Miscellaneous information of interest. Internet site
(http://www.hopkins-aids.edu).
State of Maryland, Department of Health and Mental Hygiene, AIDS Administration.
Miscellaneous information of interest. Internet site (http://dhmh.state.md.us/AIDS).
U.S. Department of Health and Human Services, HIV/AIDS Bureau. Miscellaneous information
of interest. Internet site (http://hab.hrsa.gov).
U.S. Department of Health and Human Services, Office of Minority Health (OMH).
Miscellaneous information of interest. Internet site (http://www.omhrc.gov).
U.S. Department of Housing and Urban Development, Office for Community Planning and
Development. “HIV/AIDS Housing.” Internet site
(http://www.hud.gov/offices/cpd/aidshousing/index.cfm).
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