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LETTERS TO THE READER

v

Dear Friends:

On behalf of the National Minority AIDS Council, I am pleased to share with you this report,
Extending the Reach of the Ryan White CARE Act: The Minority AIDS Initiative. The report
highlights the extraordinary work that sixteen community-based organizations and states
have been able to accomplish with support from the Minority AIDS Initiative (MAI) through
the Ryan White CARE Act.

Our nation has made remarkable progress in combating HIV/AIDS in the past 20 years.
However, the dynamic nature of this evolving epidemic presents complex challenges and
requires intensified efforts to respond effectively. The disproportionate impact of HIV/AIDS
on communities of color is not a new phenomenon. The trends in HIV/AIDS over the last
decade clearly reflect a growing burden on ethnic and racial minorities. Consider these facts:

* People of color made up 58% of the cumulative AIDS cases and 70% of the new
AIDS cases reported to the CDC at the end of 2001.

* Men of color accounted for 65% of the new AIDS cases reported among men.

e Women of color made up 81% of new AIDS cases reported among women.

First funded by the U.S. Congress in 1999, the MAI has been a critical tool for addressing
the complex and expanding HIV/AIDS epidemic among communities of color. The MAI was
developed by the Congressional Black Caucus, with the critical support of the Congressional
Hispanic and Asian Pacific American Caucuses, to target funds to eliminate the persistent
HIV/AIDS-related health disparities among ethnic and racial minorities. Now in its 4th year
of funding, it is critical that as community we work to sustain and build upon its initial
efforts to more fully address the health care needs of people of color living with and affected
by HIV/AIDS.

NMAC was established in 1987 to promote and mobilize leadership within communities

of color to combat HIV/AIDS. We work to strengthen the capacity and infrastructure of
minority community-based organizations and to promote sound, national HIV/AIDS policies
that are responsive to the unique needs of these communities. We hope that as you work

to meet the needs of your community, this report will provide you greater insight into the
kinds of success the MAI can produce.

Yours in the struggle,

Paul A. Kawata
Executive Director



Dear Reader:

It gives me great pleasure to present the enclosed report entitled Extending the Reach of the
Ryan White CARE Act: The Minority AIDS Initiative. The report summarizes the history of the
Minority AIDS Initiative (MAI) and highlights the work of several Ryan White Comprehen-
sive AIDS Resources Emergency (CARE) Act grantees who have worked to fulfill its vision.

The Health Resources and Services Administration’s HIV/AIDS Bureau (HAB) maintains its
long standing commitment to addressing the needs of communities most severely impacted
by HIV/AIDS. Recent surveillance data from the Centers for Disease Control and Prevention
(2001) show that racial and ethnic minorities represent about 60 percent of newly reported
AIDS cases. Responsive to changes in the epidemic, CARE Act funded programs in 2002
served over 70 percent persons of color.

Our commitment to addressing disparities in HIV/AIDS is strengthened by MAI funding.

Since 1999, Congress has appropriated MAI funding to the various Titles and programs of
the CARE Act to increase the availability of medications, primary care, support services, and
outreach services to communities of color. The AIDS Education and Training Centers pro-
gram under Part F of the CARE Act, also receives funds to increase professional training op-
portunities for minority clinicians caring for people living with HIV/AIDS. In addition, the
Secretary of Health and Human Services has allocated HAB additional MAI funding each year
to increase the skills and capacity of community based organizations, support service
providers, and consumers working to respond to this epidemic.

We are very proud of the grantees featured in this report. They are just a sample of the many
MAI-funded CARE Act programs across the United States and surrounding territories work-
ing to address the HIV-related needs in our communities.

Sincerely,

Lolored) 2 Lo Ao

Associate Administrator

Health Resources and Services Administration
HIV/AIDS Bureau

Department of Health & Human Services






INTRODUCTION

HIV/AIDS in Communities of Color
People of color in the United States have
been affected disproportionately by HIV/
AIDS since the earliest years of the epi-
demic; however, this trend has grown sig-
nificantly worse over time. In December
1985, 25% and 14% of cumulative AIDS
cases were reported among African Ameri-
cans and Latinos, respectively.' In 1996, the
proportion of AIDS cases among African
Americans surpassed those among whites
for the first time.? And in 2001, African
Americans and Latinos represented an
alarming 49% and 19% of newly reported
AIDS cases, respectively.’ Together,
Asian/Pacific Islanders and American In-
dian/ (Alaskan Natives) represent another
1-2% of new AIDS cases.* (See Table 1)
The particularly severe impact of HIV in
African American and Latino communities
in the U.S. is seen in all major transmission
categories. Men who have sex with men
(MSM) continue to represent the largest
proportion of reported AIDS cases within
these two groups,” with young MSM of
color demonstrating alarmingly high rates

of new infections.® Among men of color,
injection drug use is the second largest
risk factor.” Among adult and adolescent
women, who represent a growing propor-
tion of new AIDS cases in the U.S., African
Americans and Latinas represent 63%

and 17% of newly reported cases in 2001,
respectively.® Similarly, of the 175 children
with AIDS reported in 2001, 65% were
African American and 15% were Latino.’

The Ryan White CARE Act: A Cornerstone
in America’s Response to HIV/AIDS

Next to Medicaid and Medicare, the Ryan
White Comprehensive AIDS Resources
Emergency (CARE) Act represents the
largest source of Federal funding for HIV
care in the United States. The Health Re-
sources and Services Administration’s
HIV/AIDS Bureau (HRSA/HAB) administers
the many programs of the CARE Act, cur-
rently funded at $1.9 billion. The CARE
Act was created in 1990 and named after
Ryan White, an Indiana teenager whose
courageous struggle with HIV/AIDS and
against AIDS-related discrimination helped

Table 1. Comparison of New AIDS Cases and U.S. Population

by Race/Ethnicity, 2001

% of U.S. Population

White 69.0
Latino 13.0
African American 12.7
Asian/Pacific Islander 4.0
American Indian/(Native Alaskan) 0.9

% of New AIDS Cases
30.7
19.0
48.7
1.0
0.45

Sources: U.S. Census Bureau, Population Division, Table US-EST 2001-ASRO-04 — National Population Estimates —
Characteristics; Centers for Disease Control and Prevention, HIV/AIDS Surveillance Report (Year-end 2001 Edition),

Volume 13, Number 2.



educate the nation. The CARE Act subse-
quently was reauthorized in 1996 and 2000
to improve the quality and availability of
care for low-income uninsured and under-
insured individuals and families affected by
HIV. HRSA/HAB works in partnership with
cities, states, local community-based organ-
izations and people living with HIV/AIDS
to plan and provide CARE Act funded serv-
ices to approximately 533,000 individuals
each year."” The CARE Act is considered
the “payer of last resort” and the majority
of funds pay for primary medical care and
essential support services. A smaller por-
tion is used to fund technical assistance,
clinical training and research on innovative
models of care.

For the past twelve years, the CARE
Act has had great success in bringing those
most severely impacted by HIV/AIDS into
care. Reflecting the epidemic itself, 47%
of clients served by the CARE Act in 2000
were African American and 21% were
Latino." In this same year, approximately
67% of CARE Act clients were male, and
33% were female.'”* HRSA/HAB’s
diverse partnerships, along with the CARE
Act’s mandate to provide HIV care to those
with the greatest need, make the program
well-suited to respond to the goals of the
Minority AIDS Initiative.

Congressional Response to

Growing Disparities

In Fiscal Year (FY) 1999, Congress created
the Congressional Black Caucus (CBC) Ini-
tiative to address racial/ethnic disparities in
HIV-related health outcomes, and expand
community-based capacity to serve people
of color living with HIV/AIDS, particularly
African Americans. The following year, the

CBC Initiative was
broadened to in-
clude other com-
munities of color

affected dispropor-

tionately by HIV, anc
has since been referrea to
as the Minority AIDS Initiative (MAI).

Each year since 1999, Congress has
appropriated funds to various Federal
agencies within the Department of Health
and Human Services (DHHS) to implement
the MALI (See Appendix A for total MAI
funding by agency). In FY 2002, HRSA/
HAB received $123.2 million to support
expanded HIV service delivery, community-
based organizational infrastructure and
other efforts in communities of color.
Organizations receiving MAI funds under
all Titles and Part F of the CARE Act have
expanded their services and increased their
capacity in an effort to reduce racial and
ethnic disparities and expand access to care
for low-income, uninsured people of color
living with HIV/AIDS.

Overview of this Report

Section II of this report provides an over-
view of the MAI, including a brief history
of events leading to its development.
Section III describes HRSA/HAB' role in
the Initiative, including new strategies the
agency has adopted in response to the
Initiative. Section IV provides examples of
some of the many local CARE Act programs
supported with MAI funds, illustrating in
concrete ways how the MAI has made a
lasting difference in local communities’
response to the epidemic. Additional MAI
funding information and Congressional
report language is found in the Appendices.

EXTENDING THE REACH OF THE RYAN WHITE CARE ACT



HISTORY OF THE

MINORITY AIDS INITIATIVE II

The Call for Inmediate Action

In March 1998, the Centers for Disease
Control and Prevention (CDC) convened a
meeting of 33 African American community
leaders and HIV service providers in At-
lanta, GA. During the meeting, CDC offi-
cials presented new HIV data that demon-
strated the epidemic’s overwhelming and
disproportionate impact on African Ameri-
cans. In outrage over these findings, the
community leaders stopped the meeting.
Together, they developed a Call to Action
consisting of nine demands, including one
that called for the President and Surgeon
General to declare HIV/AIDS a “state of
emergency” in the African American com-
munity. The group insisted on an immediate
meeting with administrators at the CDC and
presented them with this list of demands.

Later that month, representatives of the
33 African American leaders presented the
list of demands to the Presidential Advisory
Council on HIV/AIDS (PACHA), which also
endorsed the leaders’ call for the declara-
tion of a state of emergency.”

In April 1998, the 33 African American
leaders — represented by Dr. Beny Primm
of New York'* — presented the group’s con-
cerns during testimony before the CBC at
its Health Braintrust Forum. Dr. Primm
urged then CBC Chair, Representative
Maxine Waters, and Health Braintrust
Chair, Representative Louis Stokes, to sup-
port the call for a “state of emergency” so
that all agencies of the Federal government
could gather their collective expertise and
resources to address the crisis. The next

month, the CBC convened a forum of more

than 100 African American AIDS experts —

including service providers, community

leaders and people living with HIV/AIDS —

to hear testimony on the impact of the

epidemic in their local communities. At

the conclusion of the forum, the CBC held

a press conference and called on the Secre-

tary of HHS to declare a public health

emergency. This request was further out-

lined in a letter sent

by the CBC to then Community leaders stopped

Secretary Donna

Shalala in May 1998.
In the summer of

1998, African Ameri-

the meeting. Together, they
developed a Call to Action

consisting of nine demands,

can HIV/AIDS advo- including one that called for
cates worked with key the President and Surgeon
CBC staff to draft General to declare HIV/AIDS a
Congressional report “state of emergency” in the
language targeting African American community.

new funds to the crisis

of HIV/AIDS in the

African American community.” This report
language was included in the FY 1999 Om-
nibus Appropriations Bill, thereby creating
the CBC Initiative.

In October 1998, President Clinton de-
clared a “severe and ongoing health care
crisis” with respect to HIV/AIDS for racial
and ethnic minorities, especially African
Americans. Together with members of Con-
gress, he also announced the creation of the
CBC Initiative to be implemented within
DHHS. The Initiative coincided with former
U.S. Surgeon General David Satcher’s con-
certed efforts to eliminate racial and ethnic



health disparities related to six health con- acknowledge this cross-caucus support and
ditions, including HIV/AIDS.

In 1999, the Congressional Hispanic

reflect the true goals of the Initiative, it
was renamed the Minority AIDS Initiative
(MAI). In June 2001, the three caucuses
convened an historic, first-ever joint hear-
ing entitled, “HIV/AIDS: The State of the
Epidemic within Communities of Color.”

Caucus (CHC) and Congressional Asian
Pacific American Caucus (CAPAC) joined
the CBC in strong support for expansion
of the Initiative. The
CHC Health Task
Force held hearings
on HIV/AIDS in
September of that
with respect to HIV/AIDS for year, and the issue
of HIV/AIDS was
also a part of the

In October 1998, President .
n Hetober residen The Goal of the Minority AIDS Initiative

The overall goal of the MAI is to improve
HIV/AIDS-related health outcomes for
communities of color. As a targeted sup-

Clinton declared a “severe

and ongoing health care crisis”

racial and ethnic minorities, plement to the much larger Federal HIV/

especially African Americans. AIDS budget, the MALI essentially serves

CHC Institute’s

Legislative Issues
Conference. CHC Health Task Force
Chair, Representative Ciro Rodriguez,
also voiced strong support for the dec-
laration of a “state of emergency” in a
September 1999 press conference. All
three caucuses requested increased fund-
ing for the CBC Initiative as part of their
FY 2000 appropriations testimony. To

as a booster shot. It allows communities
to expand local service capacity primarily
through minority community-based or-
ganizations (MCBOs), improve service
delivery, and support the development of
new and innovative programs designed to
reduce HIV-related health disparities. In
its first four-year history, overall MAI
funding has grown from $156 million in
FY 1999 to $381 million in FY 2002.

EXTENDING THE REACH OF THE RYAN WHITE CARE ACT



THE HEALTH RESOURCES
AND SERVICES ADMINISTRATION

RESPONDS

111

An Introduction to HRSA Programs
HRSA’s mission is to improve and expand
access to quality health care for all by mov-
ing toward the goal of assuring access for
all Americans. Four bureaus and one office
within HRSA are responsible for several
major programs through a $6.2 billion total
budget. The Bureau of Primary Health Care
administers the community and migrant
health center program providing primary
health care to the medically underserved.
The Healthy Start programs and the mater-
nal and child health block grants fall under
the direction of the Bureau of Maternal

and Child Health. Training and education

of health care professionals is available

through the Bureau of Health Professions,
which also administers the National Health

Service Corps program. The Office of

Special Programs works to increase organ

and tissue donation. Finally, the HIV/AIDS

Bureau administers the CARE Act, HRSAs

highest funded program.

The CARE Act consists of several pro-
grams, including:

O Title I, which provides emergency relief
to metropolitan areas that are dispropor-
tionately affected by HIV/AIDS;

O Title 11, which provides assistance to
states to improve the quality, availability
and organization of health care and sup-
port services, as well as access to needed
pharmaceuticals through the AIDS Drug
Assistance Program (ADAP);

O Title III, which provides funding to or-
ganizations for early intervention and

primary care services for people living
with HIV/AIDS, in addition to funds for
planning and capacity building;

Title IV, which provides funding to

provider networks for comprehensive

care for infected women, infants, chil-

dren and youth and their affected fami-

lies, as well as access to clinical research;

Special Projects of
National Signifi-
cance (SPNS),
which support the
development of in-
novative service de-
livery models that
have potential for
replication;

AIDS Education and
Training Centers
(AETCs), which
support training

for health care
providers to coun-
sel, diagnose, treat
and manage individ-
uals with HIV infec-
tion and help
prevent high risk
behaviors that cause
infection;

Dental Reimburse-

For more information
about HRSA, contact:

Health Resources and
Services Administration
5600 Fishers Lane
Rockville, MD 20857
(888) ASK-HRSA
(275-4772)
www.hrsa.gov

For more information
about the CARE Act,
contact:

HIV/AIDS Bureau
Health Resources and
Services Administration
5600 Fishers Lane
Rockville, MD 20857
(301) 443-1993
www.hab.hrsa.gov

ment Program (DRP), which provides

support to dental schools, postdoctoral

education and hygiene programs for

non-reimbursed care provided to per-

sons with HIV disease; and



[0 The new Community Dental Program
designed to increase access to oral health
care for underserved rural and urban
HIV-positive populations, in addition to
training providers in community settings.

A Shift in CARE Act Programs

In October 2000, Congress reauthorized
the CARE Act for a five-year period and
adopted a number of important program
changes. These included an increased em-
phasis on individuals who know their HIV
status but are not yet in care, and a specific
commitment to identifying and addressing
disparities in access and utilization of HIV
services for historically underserved popu-
lations. These changes coincided with the
MAT’s attempt to develop innovative strate-
gies focusing on high-risk and hard-to-
serve populations, which had eluded more
traditional programs.

In response to reauthorization and the
MAI, HRSA/HAB took a number of steps to
broaden the pool of CARE Act applicants to
include more minority community-based
organizations. Through the DHHS Office of
HIV/AIDS Policy (OHAP) Plain Language
Initiative, HRSA/HAB project officers at-
tended a series of trainings on writing in
plain language. Early in 2000, project offi-

cers began to rewrite CARE Act program
guidances to reduce the use of government
of jargon and encourage the submission of
applications by new, less experienced or-
ganizations. The agency also gave the Na-
tional Minority AIDS Council funds to
provide pre-application technical assistance
workshops for organizations interested in
applying for Planning Grants under Title IIT
of the CARE Act. Beginning in 1999, HRSA
also supported a series of regional work-
shops for local providers. These workshops
provided free training in the areas of finan-
cial management, resource development
and board development.

The MAI Increases

Total CARE Act Funding

The allocation of MAI funds across the
CARE Act is determined largely by Con-
gress in the annual Labor, Health, Human
Services and Education Appropriations Bill.
However, in addition to agency-specific al-
locations, and Title-specific allocations in
the case of the CARE Act, each year Con-
gress has appropriated $50 million to the
HHS General Management Fund (GMF).
(Previously, these funds were appropriated
to the Secretary’s Public Health and Social
Services Emergency Fund.) The Secretary

Table 2: Minority AIDS Initiative Funding Appropriated to CARE

Act Titles and Programs, FY 1999-2002 (in $ millions)

Title | Title 1l Title 11l
FY 1999 5.0 0 3.0
FY 2000 26.5 0 27.4
FY 2001 34.0 7.0 44.4
FY 2002 41.8 7.0 49.4

Source: Health Resources and Services Administration.

Title IV AETC Other Total
12.1 2.0 0.2 22.3
12.2 6.8 0.2 73.1
15.7 7.7 0.4 109.2
17.0 8.0 0 123.2

Note: The “Other” column includes SPNS and TA set-asides, but not other MAI funds allocated to HRSA. See Appendix
A for all MAI funds to HRSA. Totals in Table 2 may not equal amounts in report language in Appendix C due to the re-
programming of additional funds to the CARE Act for the MAI by HRSA.

EXTENDING THE REACH OF THE RYAN WHITE CARE ACT



has distributed these funds across agencies
for specific MAI-related programs. In FY
2002, HRSA received $123.2 million in
MALI funds appropriated to specific Titles
of the CARE Act, and an additional $6 mil-
lion from the HHS General Management
Fund for various training, education and
capacity building activities. (See Appendix
A for General Management Funds to
HRSA, FY 1999-2002).

Each year, HRSA issues MAI guidance to
current and potential CARE Act grantees.
The guidance describes how MAI funds
may be used, how to apply for funding, and
MAI-specific reporting requirements. This
guidance is program-specific, and is based
on Congressional intent, as indicated in re-
port language that Congress adopts each
year during its appropriations process. (See
Appendices B and C for CARE Act-specific
MALI report language for FY 1999 through
FY 2002).

The Role of Minority Community-

Based Organizationss

Because Congressional report language
for the MAI has changed somewhat from
year to year, HRSA requirements for MAI-
funded programs and grantees also have
changed. In FY 2002, Congress adopted
its most detailed MAI report language
yet, which states clearly that one of the
central goals of the MAI is to improve
the capacity of MCBOs to more effectively
serve their communities. In the FY 2002
report language Congress states: “In dis-
tributing these funds, the Committee ex-
pects HRSA to tailor the portion of the
Ryan White programs that are funded
under the Minority HIV/AIDS Initiative
as tightly as possible in order to address
the growing health problem and maximize
the participation of minority community-
based organizations.”'

THE MINORITY AIDS INITIATIVE






THE MAI: MAKING A DIFFERENCE

IV

IN LOCAL CARE ACT PROGRAMS

Communities in Action

Despite important increases in MAI appro-
priations since 1999, requests for this
targeted funding continue to exceed the
amount of funds available. Community-
based providers have proposed a wide
range of programs and services targeting
racial and ethnic minorities, each of which
is based on an assessment of service deliv-
ery needs in their local community. As the
examples in the following section illustrate,
these programs range in scope from pri-
mary medical care to targeted outreach
and intensive case management.

Less tangible than direct services, yet
still significant, is the way in which the
MALI has focused attention on HIV/AIDS in
racial and ethnic communities. In so doing,
the MAI has helped community leaders and
public officials ensure that this issue gets
and remains on the radar screen. A recent
survey by the Kaiser Family Foundation re-
flects a significant concern about HIV/AIDS
among people of color. When asked to rank
the number one health issue facing the na-
tion in 2000, 41% of African Americans and
40% of Latinos ranked AIDS as number
one, compared to 26% of whites."” In this
same survey, seven in ten (70%) African
Americans and nearly two-thirds (64%) of
Latinos viewed AIDS as a more urgent
health problem for the country today than

it was a few years ago. In 1997, prior to the
MALI, the proportions of African American
and Latinos who held this view were 58%
and 67%, respectively.

The following programs illustrate some
of the many successful CARE Act programs
supported with MAI funds. The sixteen
programs highlighted were chosen in con-
sultation with HRSA/HAB project officers
to illustrate the broad range of CARE Act
services supported with MAI funds, as well
as the diversity in geographic locations and
populations served.

These MAI-funded CARE Act grantee
programs are just a few examples of the
many and varied ways in which communi-
ties have implemented the overall goal of
the MAI — to improve HIV-related health
outcomes for people of color — consistent
with the needs of their local communities.
Similar efforts are underway throughout the
country. The MAI has led to new and ex-
panded services for people of color and has
strengthened the organizational capacity of
community-based organizations. Given the
CARE Act’s shared goal of reaching out and
bringing into care hard to reach popula-
tions, the MAI has evolved into an impor-
tant component of the CARE Act. It also
plays a crucial role in broader efforts across
all DHHS agencies to assure access to care
for all Americans.



“There are people alive today

TITLE |
Denver Eligible Metropolitan Area

The Denver Title I Eligible Metropolitan
Area (EMA) encompasses a five-county re-
gion of 2.2 million residents, including the
City and County of Denver. As of March
2002, an estimated 6,900 residents of the
Denver EMA are living with HIV or AIDS.
The majority of these individuals are white
(70%) or male (92%);
however, women rep-

resent a growing pro-

who wouldn’t be were it not portion of reported

for the MAI. But the program cases (13% in the last

has done more than just keep two years, compared

Director, Treatment Education

and Advocacy, PWACC

10

the quality of their lives.”

people alive; it has improved O 3% in 1985).

African Americans, in
general, bear a dispro-

— Shelly Cohen McKittrick, Portionate burden of

cases. Although they
comprise just 6% of
the EMA population,
African Americans
represent 14% of reported AIDS cases. Lati-
nos, who comprise 19% of the population,
represent 14% of people living with HIV/
AIDS. Men who have sex with men (MSM)
represent over two-thirds (67%) of HIV/
AIDS cases in the Denver EMA, and injec-
tion drug use is associated with nearly one
in five cases (18%).

The Mayor’s Office of HIV Resources
(MOHR) administers the Denver EMA’s
Title I funding in close collaboration with
the HIV Resources Planning Council. The
Planning Council establishes priorities for
the use of all Title I funds, and has played
an active role in shaping implementation of
the Minority AIDS Initiative (MAI) locally.
For example, in 1999, as part of its MAI-re-
lated planning, the Planning Council’s

Needs Assessment, Cultural Competency
and People of Color Committees developed
a collaborative plan to identify and respond
to barriers to care for people of color. As
early as FY 2000, the Planning Council pro-
posed that MAI funds be targeted to minor-
ity community-based organizations, and
also required additional staff training for
MAL providers.

Mayor Wellington E. Webb and the
MOHR also played a leadership role in
promoting AIDS awareness among African
Americans. In addition to organizing four
community forums, the MOHR sponsored
the screening of a film entitled, “House
on Fire: African Americans Respond to
AIDS” at the 2000 Denver International
Film Festival. Mayor Webb declared Sep-
tember African American AIDS Awareness
Month in 2001 and 2002. And a local con-
ference focusing on HIV and African Amer-
icans has been held for the past two years.
During this same period, the MOHR has
partnered with local community leaders
to make presentations to various African
American community groups to encourage
their participation in AIDS service deliv-
ery. As a result of this outreach, two new
agencies began providing HIV services in
March 2002.

The Denver EMA has used MAI funds
to expand its continuum of care to include
two new service categories: 1) Health Care
Referral and Related Support Services; and
2) Client Advocacy. Client advocacy was
the first new service funded with MAI
funds in FY 1999. The purpose of client
advocacy is to reduce disparities in health
outcomes by providing peer-based educa-
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tion and support to people of color who
need help navigating the continuum of HIV
care. Each year, the demand for client advo-
cacy services has exceeded available re-
sources, and clients involved in the
program demonstrate significantly im-
proved health outcomes. In fact, the pro-
gram’s success has prompted the MOHR
and the Planning Council to expand fund-
ing for client advocacy services using both
MALI and base Title I funding so that even
more clients who are having trouble man-
aging their HIV disease may benefit from
the service.

The People With AIDS Coalition
Colorado (PWACCQ) is a bilingual, multi-
cultural and minority-based organization
run by and for people living with HIV/
AIDS. Tts mission is to empower people
living with HIV/AIDS through informa-
tion, education and advocacy. In FY 1999,
PWACC became the first MAI-funded
sub-grantee to provide client advocacy
services. Documented improvements in
health outcomes for program participants
reflect the program’s success in referring
new clients into primary medical care, the
AIDS Drug Assistance Program, and sup-
portive services. For example, in the first
six months of FY 2002, the program served
137 African American and Latino clients
(more than 90% of whom were mono-lin-
gual Spanish-speaking). During this period,
these clients experienced an aggregate de-
crease of 97% in viral load (from 500,000
to 14,000) and a 46% increase in CD4
counts (from 334 to 486).

Through PWACC's Peer Advocacy Pro-
ject, trained peer advocates work with
clients who may not be experiencing the
same positive health outcomes as the ma-
jority of people living with HIV/AIDS. The
support that peer advocates provide is

based on each client’s individual needs.

This often includes assistance in under-

standing the disease process, accessing pri-

mary medical care, and adhering to

medical, mental health, or substance abuse

treatment plans. Given a critical shortage
of affordable housing in the EMA, peer
advocates often are asked to help locate

and maintain stable housing. Advocates
also have helped clients through the diffi-
cult process of disclosing their HIV status

to family members or
friends, the fear of
which can interfere
with clients’ willingness
to adhere to medica-
tions and access med-
ical care consistently.
The peer-to-peer nature
of the program ensures
that clients learn from
those who share their
experiences.

In FY 2002, Servi-
cios de la Raza — a
bilingual/bicultural,
minority community-
based organization
located in the heart
of Denver’s Latino
community — received
MALI funding to expand

For More Information:

Robin Valdez, Director
Mayor’s Office of

HIV Resources

(720) 865-5415 or
valdezr@ci.denver.co.us

Shelly Cohen McKittrick
Director, Treatment
Education and Advocacy,
PWACC

(303) 329-9379 or
shelmckittrick@aol.com

Lisa Gomez, Social
Services Manager |
Servicios de la Raza
(303) 458-5858 or
socsvcmgr@aol.com

its five-year-old HIV case management

program (La Gente) to include client

advocacy. Though the agency does not

limit its services to Latinos, its location

and bilingual/bicultural staff, as well as

its long history of providing mental health,

substance abuse and social services to the

Latino community, have established its

strong reputation in that community. The

majority of La Gente clients who receive

client advocacy services are monolingual,
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Spanish-speaking immigrants. Translation
assistance in accessing community-based

services, including primary medical care,

is therefore critical. The important bonds

that have been established between La

Gente case managers and clients are en-

abling people living with HIV/AIDS to
become active participants in their own
health care, and helping many address
other mental health or substance abuse
issues that may have interfered with con-
sistent care in the past.
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Philadelphia Eligible Metropolitan Area

The Philadelphia Title I Eligible Metropoli-
tan Area (EMA) extends across nine counties
and two states and includes the Philadelphia,
Pennsylvania, and Camden, New Jersey. The
Philadelphia Department of Health’s AIDS
Activity Coordinating Office administers
Title I funds in the Philadelphia EMA. This
is done in close collaboration with the Inte-
grated HIV Planning Council, which serves
as the planning body for AIDS care, preven-
tion and housing services.

In 2002, the majority (82%) of reported
HIV/AIDS cases in the EMA were reported
in the City of Philadelphia, and the demo-
graphics of HIV/AIDS in the EMA reflect a

disproportionate impact on people of color.
Between January 2000 and December 2001,
African Americans represented 66% of
new AIDS cases, though they represented
just 20% of the EMA’s general population.
Another 9.7% of new AIDS cases were
among Latinos, who represented just 5%

of the population. During this same two-
year period, women accounted for 28% of
newly reported AIDS cases, with the vast
majority of these cases occurring among
women of color. Injection drug use (IDU)
is the single largest reported risk factor in
the EMA, accounting for 38% of AIDS diag-
noses in this same period. This is followed

= i
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Ricardo Tull, Program Coordinator for Transition to Hope @ BEBASHI and David
Valentine, Program Analyst for AACO.
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Philadelphia doesn’t fail those

“The system of care in

by heterosexuals, who represent 32% of
new AIDS cases, and men who have sex
with men who represent 30% of new cases.
Using Title I Minority AIDS Initiative
(MA]) funding, the
Philadelphia EMA has
embarked upon an in-
novative model of

in care; it fails those people  outreach, case man-
not yet in care. Outreach is agement and HIV

therefore critical.” treatment advocacy

through five new

Pat Bass, former Co-Director, storefront locations.
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Coordinating Office

Philadelphia AIDS Activity Developed in FY

2000, these street-
level service sites rep-
resent important new
points of access to the larger system of
community-based HIV care. The primary
goal of the storefronts is to identify indi-
viduals living with HIV/AIDS who are not
accessing care and link them directly with
primary care providers. All of the store-
fronts offer a range of basic support serv-
ices, as well as HIV counseling and testing
and substance abuse treatment either on-
site or by referral. HIV and sexually trans-
mitted disease (STD) prevention education
also is provided on-site using other fund-
ing sources. In FY 2001, the five store-
fronts served over 1,400 clients, nearly
three-quarters (1,038) of whom were
served using MAI funds.

Two of the five new storefronts are the
direct result of a 1999 MAI-funded Rapid
Assessment, Response and Evaluation
(RARE) project. Through this effort, local
officials and community leaders partnered
with a multidisciplinary team of federal ad-
visors to identify strategies to improve care
and enhance HIV prevention in the EMA.
All five sites are located in communities of
color and target African Americans and

Latinos. Each involves a new partnership
between two or three service providers, the
large majority of which are minority com-
munity-based organizations (MCBOs).
Three of the fourteen MAI-funded agencies
in FY 2001 were organizations with a his-
tory of service in the African American
community that had not previously pro-
vided HIV services.

Positive Effect Outreach Ministry
(PEOM) is a minority, faith-based, com-
munity organization incorporated in 1998
by a group of individuals from various
churches in the Philadelphia area. In part-
nership with Germantown Settlement and
Albert Einstein Medical Center, PEOM cre-
ated the Germantown storefront. Since it
opened its doors in FY 2000, the store-
front has served 230 clients. In addition to
providing a range of social services on-
site, the program uses a mobile van to
bring HIV testing and other services to
areas where high-risk activities, such as
drug use and prostitution, occur.

While no one is excluded from care,
the Germantown storefront serves prima-
rily members of the low-income, African
American and Latino communities near
the agency’s location. This includes a sig-
nificant number of women and families.
In the past year, PEOM’s treatment out-
reach and primary care program expanded
to include peer-based adherence counsel-
ing. A new women’s support group enables
clients to help each other deal with the
many non-HIV related issues, such as vio-
lence and drugs, that can interfere with
treatment adherence and overall wellbeing.
In this way, the storefront’s programs are
building a sense of community among the
participants, many of whom have been
alienated from family due to drug use or
other conflicts.
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In addition to the storefronts, the
Philadelphia EMA uses MAI funds to en-
sure continuity of care for individuals being
released from state prison through the
Transition to Hope program, which is ad-
ministered by Blacks Educating Blacks
About Sexual Health Issues (BEBASHI).
BEBASHI was established in 1987 in re-
sponse to the increasing incidence of
HIV/AIDS among African Americans in
Philadelphia. It is now the largest minority
AIDS program serving African Americans in
the Commonwealth of Pennsylvania, and
its services include prevention education
and counseling, HIV testing, and case man-
agement.

Since FY 1999, the Transition to Hope
program has worked with 24 correctional
institutions in the state of Pennsylvania to
provide discharge planning in the prisons
and case management upon release in order
to ensure continuity of medical care for
Philadelphia-area-bound inmates who have
HIV/AIDS. Through a partnership with
the AIDS Law Project of Pennsylvania,
the program also provides legal assistance
to clients, and helps them access other
support services such as health insurance,
housing and employment to facilitate tran-
sition back into the community. One of
the most dynamic features of the program
is its use of Peer Treatment Associates —
previously incarcerated, HIV-positive staff
who provide intensive treatment adherence
education. These peer advocates also facili-
tate support groups designed to help with
re-entry and prevent recidivism.

Each year since FY 1999, the Transition
to Hope program has exceeded expectations

for the number of clients it expected to
serve. In FY 2001, Transition to Hope served
98 clients. All of these individuals were
linked to primary medical care, and 60% re-
mained in care one year later. Though con-
tinuity of medical care is the primary goal
of the program, important secondary goals
include helping clients reclaim their lives,
become part of the community and stay out
of prison.

Through its experience implementing
the MAI, the AIDS Activity Coordinating
Office has seen how targeted efforts to
bring very marginalized populations into
care often requires increased spending on
so-called “collateral care” — the deferred
health and other needs this population
requires. At the same time, they have wit-
nessed the tangible, positive effects that
such programs have on getting and keep-
ing people in care.

For More Information:

Derick Wilson, Program Analyst
Philadelphia AIDS Activity
Coordinating Office

(215) 685-5224 or
Derick.B.Wilson@phila.gov

Liz Minor, Executive Director
Positive Effect Outreach Ministry
(215) 848-6010 or
poseffect@aol.com

Gary Bell, Executive Director
BEBASHI

(215) 769-3561 or
bell@critpath.org
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nutritional education program

importance of proper nutrition

“The objective of our

Trinity Ministries Adult Day Care Center

Trinity Ministries Adult Day Care Center,
Incorporated (Trinity Ministries) is a mi-
nority, faith-based social services agency af-
filiated with the New Testament Pentecostal
Church in Broward County, FL. Prior to re-
ceiving Minority AIDS Initiative (MAI)
funding through the
Broward County Title
I Eligible Metropolitan
Area (EMA) in FY
2001, Trinity Min-
istries provided adult

is to teach clients the

as a strategy to combat day health care serv-

HIV disease.” ices for low-income

seniors, including on-

Gifford Louden, Administrator, Site Vocational therapy
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Trinity Ministries  Since March 2001, the

agency also has run a
food bank, which supplies weekly food bas-
kets to over 475 people living with
HIV/AIDS throughout the county.

Broward County is the second largest
metropolitan area in Florida, and its largest
city is Fort Lauderdale. As of June 2001,
Fort Lauderdale had the third highest AIDS
incidence rate among U.S. metropolitan
areas with a population of at least 500,000
(47.8 new cases per 100,000 persons). Just
over half (51%) of all new AIDS cases re-
ported in the EMA in 2000 and 2001, and
81% of new HIV cases among women,
were among African Americans, though
this group represents just 21% of the EMA
population. Another 10% of newly reported
AIDS cases were among Latinos. Women
comprised 28% of AIDS cases reported in
Broward County in the last two years. An
estimated one in five (19%) people living
with AIDS in the county were born in the
Caribbean or Latin America.

As part of its 2002 Title I planning
process, Broward County surveyed con-
sumers of CARE Act services in the EMA.
When asked to identify services they
needed but were unable to get, 39% of
clients surveyed chose food vouchers and
another 17% selected food bank services,
making nutritional services the number
one unmet service need. This same survey
asked clients to identify the main barriers
to medical care. Fear of disclosure was
the number one reason given and was a
greater barrier for women than for men.
As a group, Haitians cited fear of disclo-
sure most often, with language identified
as another significant barrier.

Almost 90% of Trinity Ministries’
HIV/AIDS clients have incomes below the
federal poverty level, and the majority
(70%) are either African American (56%)
or Hispanic (14%). Because Broward
County serves as a major gateway to the
Caribbean, Central and South America, a
significant number of the agency’s clients
are immigrants, including a large Haitian
population. Approximately 40% of the
agency’s clients are women.

In FY 2001, Trinity Ministries provided
nutritional counseling to 310 clients
through the support of MAI funding.
These services are designed to prevent
severe AIDS-related weight loss (wasting),
and help clients alleviate some of the side
effects that can accompany HIV/AIDS
medications through proper diet. Nutri-
tional services begin with an initial assess-
ment conducted by a certified dietician,
who is a member of the agency’s staff.
The dietician reviews the protocols related
to a client’s medication and determines
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their nutritional needs. She develops a nu-
trition plan tailored to the client’s medical
needs and cultural traditions. In the food
bank, the contents of food baskets are
chosen to reflect the variety of clients’
cultural traditions in order to maximize
the usefulness of the service.

In FY 2002, Trinity Ministries received
additional Title I MAI funding to establish
client support groups. Some of the groups
are designed primarily to disseminate med-
ical and other educational information in a
setting that allows clients to ask questions
of experts. Other support groups that in-
volve the sharing of more private informa-
tion have a closed membership. All clients
agree to respect the confidentiality of group
members. Another type of support group
offered by the agency targets specific popu-
lations, such as women, men who have
sex with men, Haitians or Latinos. These

groups are co-facilitated by an HIV-positive
member of the group.

AIDS-related stigma is one of the many
issues Trinity Ministries hopes to address
through its HIV/AIDS programs. At the re-
quest of clients, some of the support groups
specifically have involved family members
in an effort to help them deal with the mis-
conceptions of what it means to be living
with HIV disease. As a faith-based institu-
tion whose focus is not exclusively AIDS,
Trinity Ministries hopes that its role as a
service provider also leads to greater AIDS
awareness in Broward County’s African
American and immigrant communities.

For More Information:

G. Horatio Louden, Administrator
Trinity Ministries

(954) 581-4214, x 11 or
sirgiff@stis.net
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combination of case manage-

ment, outreach and supportive

the community who has a

counseling skills. The Bridge

TITLE 1l
State of California

In April 2002, the California State Office of
AIDS (SOA) provided Title II Minority AIDS
Initiative (MAI) funding to nine local health
departments to expand a year-old demon-

stration program

“To find and link hard to  called the Bridge Pro-
reach populations with care, ject. This project is an

we needed someone from ¢hhancement to Cali-

fornia’s Early Interven-
tion Program (EIP), a
multidisciplinary pro-
gram providing care,

treatment and preven-

Project gives us the flexibility tion services to people

to fill this gap.” living with HIV/AIDS.
As its name implies,

Fernando Gomez-Benitez (he goal of the Bridge

HIV Services Director, MNHC  Project is to “bridge
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the gap” between
African American and Latino individuals’
knowledge of their HIV infection and en-
rollment in care, treatment and prevention
services. The promise of new HIV medica-
tions available through California’s AIDS
Drug Assistance Program (ADAP) further
underscores the importance of early entry
into care.

The Bridge Project was created in FY
2001 in response to the SOAs concern that,
for many people of color, too great a time
passes between receipt of an HIV-positive
test result and initiation of care and treat-
ment. With the help of Bridge workers, this
linkage takes place among clients identified
as HIV-positive at testing sites, emergency
rooms, or other community-based locations
such as food banks or housing programs.
Outreach to clients who were enrolled pre-
viously in California’s EIP program, but

have dropped out of care, is also an impor-
tant part of the program. Once a link to
care is established, Bridge workers are avail-
able to help clients understand their treat-
ment options, identify and resolve ongoing
barriers to care, and be active participants
in the development of their care and treat-
ment plans. The Bridge Projects dual focus
on treatment outreach and HIV-prevention
means that staff also engage clients in risk-
reduction counseling and education.

One of California’s Bridge Project sites
is Mission Neighborhood Health Center
(MNHC), a 35-year old, minority commu-
nity-based health center located in San
Francisco’s Mission District. Each year,
MNHC provides primary health care services
to 12,000-15,000 individuals, most of whom
are monolingual, Spanish-speaking residents
of the Mission. In 1989, with state EIP fund-
ing, MNHC created Clinica Esperanza, the
first HIV clinic in San Francisco dedicated
to serving Latinos. Clinica Esperanza uses
EIP’s comprehensive, multidisciplinary
model, which combines medical care with
treatment and prevention education, psy-
chosocial support, and case management
services. In 2002, Clinica Esperanza received
MALI funding through the Bridge Project to
create the Enlace para Tratamientos program
(also known as Enlace).

The Enlace program works closely
with homeless and marginally housed
clients of the Mission Neighborhood
Resource Center (Resource Center), a
new medical and social service center
established by MNHC and the San Fran-
cisco Community Clinic Consortium
in March 2002. The Resource Center
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provides supportive services (such as
laundry, showers and storage facilities)
integrated with primary medical care,
mental health and substance-abuse coun-
seling, and housing assistance. With more
than 50 single room occupancy (SRO)
hotels in the Mission, the Resource Center
is already a service hub for many hard-
to-reach clients, including young people
living on the streets, in shelters and
hotels. In addition to meeting and coun-
seling clients at the Resource Center,
Enlace staff work closely with MNHC’s
HIV-testing program and provide in-
service training for housing case man-
agers in supportive housing programs.

As part of the Enlace program, the
Bridge worker uses an adherence model de-
veloped by MNHC through a 1999 CARE
Act Special Projects of National Significance
(SPNS) grant. The underlying belief of the
model is that treatment adherence improves
with patient readiness. The Bridge worker
meets with each client to assess his/her
knowledge of HIV illness, disease progres-
sion, treatments and HIV transmission. He
also works with clients to identify and re-
solve any outstanding barriers to care. At
the conclusion of this assessment, the client
and Bridge worker prepare a client-cen-
tered, goal-oriented service plan, which
describes how the client wishes to address
their health needs. In order to encourage
client participation in the assessment and
development of the plan, the program uses
non-cash incentives, including food and
clothing vouchers.

Although the Enlace program is still
quite new, preliminary evaluation data from
other Bridge sites that were funded a year
earlier using CDC funding appear promis-
ing. Client statistics from the initial eleven
Bridge sites show that, in the first 18
months, the program served 384 clients
statewide, including large numbers of
African Americans (53%). African Ameri-
cans represent less than 7% of the state’s
population, yet accounted for almost 24%
of newly reported AIDS cases in 2001. Per-
haps most striking, however, is the finding
that, upon entering the Bridge Project, 53%
of clients reported that it had been at least
one year since they learned of their HIV
status (including 23% and 17% who re-
ported that it had been five and ten years,
respectively). Although some of these
clients may have received care elsewhere
during this period of time, it is also likely
that many who were very isolated and not
in care are now accessing medical care and
treatment as a result of the Bridge Project.

For More Information:

Carol Russell, Chief

Early Intervention Section,
CA State Office of AIDS
(916) 327-6774 or
crussell@dhs.ca.gov

Fernando Gomez-Benitez
HIV Services

Director, MNHC

(415) 552-1013, x 203 or
fernandogomez@mnhc.org
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of disclosure prevents people

“In this rural area, confiden-

tiality is a huge issue. Fear

to teach people that, with

State of Missouri

As the administrator of CARE Act Title II
programs, the Missouri Department of
Health and Senior Services (DHSS) manages
the Missouri AIDS Drug Assistance Program
(MO ADAP). DHSS also administers Mis-
souri’s Title IT Minority AIDS Initiative
(MAI) grant, designed to increase minority
participation in MO ADAP. These MAI funds
support educational and outreach activities
in the Bootheel region
of southeast Missouri,
which encompasses six
rural counties with a
combined population

from getting tested. | try ¢ 125,000 residents.

MALI funds were

regular care, they can have used to target Mis-

a good, healthy life.” souris Bootheel area

for a number of rea-

Marilyn Jimerson, RN, STD/HIV  sons. First, due to the

Outreach, Education and Case limited availability of
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Management Program

medical and dental
care services in the re-
gion, the Bootheel is a
federally designated Health Professional
Shortage Area. Prior to the availability of
MAI-funded services, the closest HIV case
management agency and disease-interven-
tion specialists were a 1.5-hour drive away.
Ability to pay for medical services also is
limited in this area. Twenty percent of the
region’s population has an income below
the federal poverty level. The percentage of
non-elderly residents enrolled in the Medic-
aid program ranges from 22% to 36%, com-
pared to a statewide average of 14%.

In addition, apart from the state’s two
major metropolitan areas of St. Louis and
Kansas City (both of which are Title I Eligi-
ble Metropolitan Areas), three of six coun-
ties in the Bootheel region have some of the

highest proportions of African American
residents in the state (Mississippi-23%,
New Madrid—19%, and Pemiscot-30% vs.
11% statewide). However, less than half
(45%) of African Americans living with
HIV/AIDS in this region were enrolled in
ADAP and case management services as of
December 2000.

To address these problems, the Missouri
DHSS contracted with Southeast Missouri
Health Network (SEMO) in December 2001
to provide outreach and educational efforts
in the region. SEMO is a federally qualified,
community/migrant health center located in
New Madrid, MO. Established in 1978, the
agency serves an estimated 15,000 patients
at six clinic sites. SEMO’ mission is to de-
liver comprehensive primary care services to
the underserved population in the Bootheel.
A ten-person board of directors that in-
cludes six consumers, a migrant farmworker
representative, and three at-large commu-
nity members governs the agency. Five
physicians, eight advanced-practitioner
nurses and three dentists provide a range of
primary medical care and dental services.

SEMOQO’s MAI-funded STD/HIV Outreach,
Education and Case Management program
is run by an African American registered
nurse with training in HIV testing and case
management. As a long-time resident of the
Bootheel, she has an intimate knowledge of
the geography and people of the region,
and reportedly, is rarely found behind the
desk in her office. Instead, she is meeting
with individuals and small groups, educat-
ing them about the risk of HIV/AIDS and
the benefits of early testing and treatment.
Some of her outreach has targeted churches
in hopes that faith-based and other commu-
nity leaders will help spread the news.
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Through word of mouth she is connected
to individuals who are willing to get tested.
Health fairs that use different types of in-
centives to encourage attendance are an-
other strategy employed by the program.
With so few health education and health
care resources available in the Bootheel,
SEMO coordinates its efforts with programs
such as Healthy Start, and also is a part of
the Southeast Missouri Minority Alliance, a
coalition dedicated to improving minority
health status in the region.

One unique feature of the STD/HIV
Outreach, Education and Case Management
Program is its seamless integration of pre-
vention with HIV case-finding and ADAP
outreach efforts targeting those living with
HIV/AIDS. This integration has happened
at the provider level, with SEMO staff pro-
viding both prevention and care-related
counseling in its program. It also has hap-
pened at the state level. In the DHSS, for
example, MAI-related planning contributed
to a reorganization of the prevention and
care sections under a single section chief.
DHSS also initiated an effort to identify in-
dividuals who have tested positive for HIV
but are not yet enrolled in state-funded case
management services. When a client tests
positive for HIV, the Disease Intervention
Specialist who gives the test results imme-
diately requests the client’s consent to refer
them to case management services. With
consent, SEMO’s MAI-funded case manager
then makes contact with clients who live in
the Boothel in an effort to link them to pri-
mary medical services.

Missouri's MAI-funded education and
outreach program is relatively new. However,
in the first nine months, the staff partici-
pated in trainings on case management, HIV
counseling and oral testing methods. They
also have begun to manage a small number

of cases that previously
had been managed from
a great distance due to
the lack of services lo-
cally. In addition, the
program has reached
more than 275 people
through 10 group and in-
dividual outreach inter-
ventions.

Fortunately, the State
of Missouri has so far
avoided the need to es-
tablish a waiting list for

ADAP services, as has

Marilyn Jimerson of Southeast
Missouri Health Network.

been the case in other
states. Given the goal of
this program — to link HIV-positive indi-
viduals with primary medical care and en-
roll them in ADAP — the continued
availability and stability of MO ADAP is

critical.

For More Information:

Barbara Boshard, Assistant
Section Chief for STD/HIV,
Missouri DHSS

(5673) 751-6439 or
boshab@dhss.state.mo.us

Marilyn Jimerson, RN,
Special Projects, Southeast
Missouri Health Network
(573) 379-3259 or
specialprojectsprogram@
hotmail.com

Dan Brachman, Chief Executive
Officer, Southeast Missouri
Health Network

(573) 748-2404 or
dbrachman@
semohealthnetwork.org
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The Texas Department of Health’s (TDH)
Bureau of HIV and STD Prevention was
awarded Title II Minority AIDS Initiative
(MAD funding in FY 2002 to provide inten-
sive case management services for minority
individuals with HIV who recently have
been released from city or county jails or
from state prison into Dallas and Harris
Counties. The overall goal of the program
is to improve minority ex-offenders’ HIV-
related health outcomes through increased
enrollment and sustained participation in
the Texas AIDS Drug Assistance Program,
which is referred to as the Texas HIV Med-
ication Program (THMP). Related goals in-
clude: ensuring continuity of primary

medical care for minority ex-offenders
upon release; linking clients to other com-
munity-based HIV services; and improving
coordination between the prisons and jails,
the TDH, and community-based service
providers. TDH contracts with three com-
munity-based organizations for these serv-
ices — the Urban League of Greater Dallas,
Incorporated, AIDS Arms, Incorporated,
in Dallas, and AIDS Foundation Houston,
Incorporated.

The Texas Department of Criminal
Justice (TDCJ) operates the largest correc-
tions system in the world, composed of 114
facilities, including prisons, jails and sub-
stance abuse treatment centers. According

Inmates receive their HIV daily medication through the Texas HIV Medications
Program.
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to the TD(]J, the prevalence of HIV/AIDS
among the incarcerated population in Texas

has partnered with the TDCJ and other

community-based organizations to train
is estimated to be more than four times over 325 peer health educators at 22 cor-
higher than that of the general population. rectional facilities across the state. In No-
In addition, though African Americans are vember 2001, AFH convened a statewide
represented disproportionately among peo-

ple living with HIV and AIDS in Texas, they

are under-represented in the THMP. African

Public Health Corrections Leadership
Forum to identify barriers to services for
HIV-positive offenders.

Based on recommenda- The strength of the Get

Americans represent over 36% of persons
known to be living with HIV or AIDS in
Texas but account for only 27% of THMP

enrollees. These factors make outreach to

tions made at the Forum Started program is the overlay

AFH, the TDCJ, the
University of Texas

system of care it provides,

with interventions during

this population for THMP enrollment and School of Public Health, incarceration and upon transi-

provision of community-based case man- Sage Associates and

tion to the free world, and

agement an important priority. Management Assistance

} intensive case management
In Houston, the Department of Health Corporation are now

and Human Services reports that nearly upon release.
three-quarters (74%) of all new HIV infec-

tions reported in the county between 1999

conducting a compre-

hensive needs assess- . .
Michael Mizwa

ment, which will include

Chief Executive Officer,

and 2001 were among African Americans a survey of offenders.

AIDS Foundation Houston,

and Latinos. Moreover, of the 1,000 in-
mates living with HIV/AIDS released
statewide in 1999, one-third (35%) were re-
leased in Harris County alone. In fact, the
Houston HIV Prevention Community Plan-
ning Group has identified incarcerated and
newly released individuals as their number-
one priority population for 2002-2003, and
other regional planning groups in the state,
including the Houston Area Title I Planning
Council, continue to prioritize the unmet
needs of this population.

The non-profit, community-based AIDS
Foundation Houston, Incorporated (AFH)
provides direct services to over 3,400 peo-
ple living with HIV/AIDS in the Houston
metropolitan area, and reaches an estimated
50,000 through its prevention program-
ming. For ten years, AFH has partnered
with the Harris County adult and juvenile
probation systems to provide probationers
with health education and risk-reduction
information. In addition, since 1997, AFH

The needs assessment is
funded privately by the Incorporated
National AIDS Fund.

In July 2002, AFH began seeing clients
in the MAI-funded pilot program, Get
Started. In its first year, the program hopes
to meet face-to-face with 180 potential
male and female clients, enroll 90% of these
clients in the THMP through involvement
in an intensive case management program,
and ensure that at least 80% maintain
THMP enrollment for at least six months.
Through collaboration with prison health
care providers, peer educators and other
outreach efforts, Get Started staff attempt
to identify HIV-positive minority offenders
while they are still in prison and begin col-
lecting documentation for THMP enroll-
ment. Upon release, the Get Started case
manager and Benefits and Resources coun-
selors in AFH’s Client Services Department
ensure that clients make contact with a pri-
mary care provider, complete the THMP

THE MINORITY AIDS INITIATIVE
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enrollment process, and have access to
other services available through more than
50 community-based organizations (e.g.
employment training, legal services, sup-
port groups/counseling, household furnish-
ings, etc.).

One of the more effective features of
Get Started is the program’s reliance on a
system of incentives to encourage clients
to begin and continue meeting with pro-
gram staff. For example, during their first
visit with a case manager, clients are pro-
vided a one-month METRO bus pass,
clothing vouchers, food vouchers and a
hygiene kit. Depending on the circum-
stances, emergency housing also may be
available to those without a place to stay.
On an ongoing basis other incentives,
such as a dinner or entertainment voucher,
are used to encourage monthly meetings
between the client and the Get Started
case manager.

The direct contact between Get Started
staff and clients is designed to provide to
clients ongoing support and education to
help them better understand their illness
and treatment needs. Monthly meetings
also offer staff the opportunity to distribute

safer sex resources and counsel clients on
HIV risk-reduction methods.

As a pilot program, AFH will evaluate
the effect of this intensive case management
model by comparing the long-term health
and THMP enrollment of Get Started
clients who received education and out-
reach while in prison and intensive case
management services upon release with
those of other ex-offenders who came to
the program on their own. The hope is that
these enhanced services will contribute to
improved health outcomes for minority of-
fenders and serve as a model for similar
programs in other parts of the state.

For More Information:

Janet Lawson, MD

Acting Chief, Bureau of

HIV and STD Prevention, TDH
(512) 490-2505 or
janet.lawson@tdh.state.tx.us

Michael Mizwa

Chief Executive Officer,
AIDS Foundation
Houston, Incorporated
(713) 623-6797 or
mizwam@AFHouston.org
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Concilio Salud Integral de Loiza

Beginning in FY 2000, Concilio Salud Inte-
gral de Loiza (Concilio) received Minority
AIDS Initiative (MAI) funding to provide
comprehensive primary medical care for
people living with HIV/AIDS through the
CARE Act Title III Early Intervention Ser-
vice (EIS) program. Concilio is a 30-year
old community/migrant health center on
the northeast coast of Puerto Rico and is
funded under Section 330 of the Public
Health Service Act. As the major provider
of primary health care services to the mu-
nicipality of Loiza and the adjacent area,
Concilio serves a largely Black Hispanic
population with above average rates of un-
employment. More than 80% of the popula-
tion lives below 200% of the poverty level.
Due to the limited availability of health care
services in the area, the region qualifies
both as a Health Professional Shortage Area
and a Medically Underserved Area.

In 2001, Puerto Rico had an AIDS inci-
dence rate (cases per 100,000 persons) of
32.3, compared with 14.9 for the United
States as a whole. The island also ranks
within the top 10 states and territories in
terms of cumulative AIDS cases.

Concilio had provided care to people
living with HIV/AIDS for more than six
years prior to receiving MAI funding.
However, these services were limited due
to the lack of staff assigned to this popula-
tion. HIV testing services were available
just two mornings per week. The coordi-
nation of care for people living with
HIV/AIDS often fell through the cracks
due to high demands placed on the
agency’s limited case management staff.
Prior to FY 2000, the closest Title III EIS
program was located an hour away in the
San Juan area. In addition, the lack of

public transportation in the area posed a
significant barrier to care.

Concilio staff play an active role in HIV
services planning through membership on
the Board of the Metropolitan East Consor-
tium, a Title II regional planning body
whose members provide support services in
Loiza and the surrounding region. To sup-
port the involvement of people living with
HIV/AIDS in planning,

Concilio amended its

agency by-laws to des-  “This new funding has greatly

ignate new seats on its
Board of Directors for

provide comprehensive HIV

people living with

improved Concilio’s ability to

care, and to more proactively

HIV/AIDS.

With MAI funding,
Concilio hired two
full-time staff — an
HIV Program Coordi-
nator and a Case
Manager. Both the
Program Coordinator
and the Case Manager
have completed certification in HIV coun-
seling and testing. As a result, in March
2001, the clinic was able to make HIV test-
ing services available five days per week.
Currently, when a patient tests positive for
HIV infection, the case manager enrolls the
client in the EIS program, makes arrange-
ments for an evaluation by a primary care
physician, and also makes referrals to other
support services the patient may need.
These support services may include home
health care, housing assistance, legal assis-
tance, and/or substance abuse counseling
and treatment. Clients are provided educa-
tional literature, and at each visit, receive a
card containing written information regard-
ing the results of their most recent lab tests.
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manage the full range of

services our clients need.”

Edwin Pérez Peréz, MD,

Medical Director,

Concilio Salud Integral de Loiza
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With Title III MAI funding, Concilio
also supports a half-time nutritionist who
consults with clients on medication proto-
cols and counsels them on nutrition needs
that can affect their ability to adhere to HIV
treatments. The nutritionist also conducts
two nutritional evaluations per year for
each client. Though MAI funding covers a
small portion of a medical internist’s time,
most other clinical staff positions that sup-
port the EIS program, including dentists,
are funded through other Federal sources.

In FY 2001, Concilio provided compre-
hensive primary medical care to 55 individ-
uals living with HIV/AIDS, representing an
increase from the previous year. By the end
of FY 2002, the number of clients grew to
86 individuals. However, program staff be-
lieve that even this number is less than
those with need based on HIV/AIDS sur-
veillance data.

Providing consistent care to individuals
who are homeless or marginally housed is

a significant issue for the program, espe-
cially after the damage to housing caused
by Hurricane George in 1998. Concern
about confidentiality in this largely rural
area also continues to be an issue that pre-
vents some from getting tested and access-
ing care. Still, the agency has seen a real
difference in quality of life for clients re-
ceiving the program’s comprehensive pack-
age of services and expects the number of
clients served by the program to expand
further in the year ahead.

For More Information:

Edwin Pérez Peréz, MD

Medical Director,

Concilio Salud Integral de Loiza
(787) 876-2042 or csiloi@prtc.net

Maria Lanzot, Executive Director
Concilio Salud Integral de Loiza
(787) 876-3130 or csiloi@prtc.net
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TITLE I
Near North Health Services Corporation

Through the use of Title IIT Minority AIDS
Initiative (MAI) funding, Near North
Health Services Corporation (NNHSC) has
established an Early Intervention Services
(EIS) program to serve predominately low-
income African Americans and Latinos liv-
ing with HIV/AIDS in the South Side, West
Side and Near North areas of Chicago. The
opening of the EIS program followed a
year-long planning process, during which
the agency assessed the need for additional
primary care services in these communities,
and identified resources needed to provide
comprehensive HIV care at three of the
agency’s clinic sites. This planning process
included a survey of current HIV and non-
HIV clients at the agency to identify unmet

service needs.

NNHSC is a minority-run community
health center funded under Section 330 of
the Public Health Service Act. The agency
has served the Chicago area for over 35
years, and in 2001, provided primary health
care to over 20,000 clients. Of these clients,
approximately three-quarters (73%) were
African American, and 20% were Latino.
Over 40% of the residents in the agency’s
service area have incomes below the
poverty level, and approximately 20% of
the adult population is unemployed.

Prior to receiving EIS funding in FY
2002, NNHSC provided primary care serv-
ices to people living with HIV/AIDS as a
sub-contractor to two programs funded
through Titles II and III of the CARE Act.
However, as the overall need for services in

Komed Holman Health Center, one of the Near North Health Services Corporation’s
three service delivery sites in Chicago, IL.
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“MAI funding has had an

enormous impact on the

the community continued to grow, the staff
increasingly felt that the complex service
needs of clients required a more compre-
hensive and multidis-
ciplinary approach to
HIV service delivery.
Title 111 MAI fund-

quality of HIV care our clients ing allowed NNHSC

receive. New case manage- to hire a clinical ad-

ment services support clients herence counselor to

who are struggling with treat-

Tim Long, MD, Interim Medical

28

freeing up staff time for

oversight and quality

work with clients to
address barriers that

ment adherence, thereby

interfere with consis-
tent use of medical
services and adher-

improvement activities.”  .nce to treatment

Such barriers might
include medication

Director, Near North Health ;¢ effects, substance

Services Corporation yse, mental health

issues or unstable
housing. The program hired a full-time
nutritionist. Also, it is now able to pay for
a dentist to come to the agency to provide
on-site dental services. Though NNHSC
had conducted HIV testing on site for
years, the availability of dedicated, EIS
staff has enabled the agency to expand pa-
tient education efforts focused on the need
for testing.

In addition to an increased client demand
for HIV services, NNHSC staff also observes
that clients new to care often require serv-
ices related to other health issues that are
chronic in the African American community,
such as asthma, diabetes and hypertension.
These needs, combined with the fact that
many of NNHSC’s HIV clients often enter
care in the later stages of their illness, means
that providing care to clients living with HIV
disease is often more costly and time inten-

sive than for other clients.

NNHSC is part of a network of four
community health centers referred to as
the Alliance of Chicago Community Health
Services (the Alliance). HIV/AIDS is one
of four diseases that the Alliance has priori-
tized for coordinated action, and NNHSC
is the last of the four agencies to begin
providing comprehensive HIV care. One
of the efforts the Alliance has pursued is
the development of a joint quality improve-
ment plan. Using a national quality im-
provement program known as HIV-Qual,
the four agencies collect, pool and compare
client data on eleven different clinical out-
come measures to monitor the quality of
their programs.

NNHSC has taken further steps to im-
prove the quality of its EIS program through
staff participation in professional trainings
provided through the Mid-West AIDS Edu-
cation and Training Center (MAETC). To
support the agency’s expansion of HIV test-
ing services, all advanced staff were trained
in pre- and post-test counseling. The nursing
staff received additional training on HIV sen-
sitivity and awareness, and several physi-
cians, including the Medical Director, will
participate in an intensive training on HIV
treatments sponsored by the MAETC.

For More Information

Tim Long, MD

Interim Medical Director

Near North Health Services Corp.
(312) 337-1073, x 212 or
tlong@nmh.org

Lawanda Gardner

Early Intervention Services
Coordinator, NNHSC

(773) 268-7600, x 177 or
Ilgardner_nnhsc@yahoo.com
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Tri-County Community Health Center

In FY 1999, Tri-County Community Health
Center (TCCHC) received CARE Act Title
11T Minority AIDS Initiative (MAI) funding
to expand Positive Life, a comprehensive,
Early Intervention Services (EIS) program
funded initially with Title Il CARE Act fund-
ing. The program’s expansion followed a
two-year, Title III Planning Grant received in
1997. Positive Life serves approximately 200
people living with HIV/AIDS each year, 90%
of whom are either African American (55%)
or Latino (35%). Women represent over half
of the program’s clients, and in FY 2001,
Positive Life also became a Title IV program
to better address the needs of women. In ad-
dition to living with HIV/AIDS, over 75% of
the clients in the HIV program struggle with
mental health issues and/or substance abuse.
TCCHC is a minority-run,
community/migrant health center funded
under Section 330 of the Public Health Ser-
vice Act. For more than 20 years, the
agency has provided primary medical care
to a rural, three-county area of eastern
North Carolina. TCCHC is the only bilin-
gual health care provider in the state, which
enables Positive Life to fill a significant
unmet service need identified in the EIS
planning process. Approximately 60% of the
agency’s clients overall, and 40% of those in
its HIV program, are migrant and/or sea-
sonal farm workers who travel throughout
the region to follow employment opportuni-
ties. The staff of the HIV clinic reflects the
gender and ethnicity of the clients it serves.
Through the use of Title IT and ADAP
funding, TCCHC has provided primary
medical and dental care to individuals liv-
ing with HIV/AIDS since 1990. However, in
the late 19905, the agency began to see a
significant increase in both the number and

complexity of cases, particularly among
women. It became increasingly clear that
the agency’s basic primary medical care
program was unprepared to address the
full range of support services that clients
needed to help them adhere to treatment.
TCCHC staff recognized the need to work
with clients to assess their readiness prior
to initiating HIV treat-
ment, and to provide
more intensive sup-
port to help them
manage frequent side
effects. This need led
TCCHC to apply for
a Title III Planning
Grant. The agency
used these funds to
work collaboratively
with other health

and social service
providers, as well as
the county HIV Task
Force, to document the range of HIV serv-
ices available in the region, identify unmet
need, and develop a plan for the coordina-
tion of care.

Positive Life’s multidisciplinary model
of care provides to clients a wide range of
services, all of which are located within
the clinic. The program combines primary
medical care and dental services with case
management, benefit counseling, pharmacy
and nutritional services. The agency also
runs a residential substance abuse treat-
ment program for men. HIV testing has
been available at the clinic since 1991.

The case management program has
taken a number of steps to encourage the
use of Positive Life services by women
living with HIV/AIDS. This includes paying
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“One of the strengths of

Positive Life is that compre-

integrated into an existing

has served migrants and
communities of color in this

rural area for many years.”

Anne Doolen, Director of
Development, Tri-County

Community Health Center

hensive HIV services are fully

community health center that
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for child care during clinic visits and pro-
viding medical care to the children of HIV-
infected women’ regardless of whether they
are living with HIV/AIDS. EIS and Title 11
funding also has enabled TCCHC to open
two half-day satellite clinics in remote areas
of the region so that clients who live a great
distance from the clinic itself are able to see
a physician regularly.

From the agency’s perspective, Positive
Lifes team approach to providing care has
improved the quality of the program, and
also has contributed to increased partici-
pation by clients. Many times, rather than
speaking with their physicians, clients ap-
proach the case manager when they are
having problems with medications. The
case manager is able to help facilitate a
conversation with the physician and make
referrals to other community-based serv-
ices, as needed. The program also has seen
a dramatic increase in the active involve-
ment of people living with HIV/AIDS in
the administration of the program. In FY

2001, the program hired two part-time,
HIV-positive peer advocates to assist in
various capacities. In addition, a very ac-
tive 25-member Consumer Advisory Board
meets monthly. Periodically, these advisory
board meetings are conducted in Spanish
to ensure that monolingual clients are able
to participate fully.

In the past year, through its involvement
in Community Partners HealthNet — a net-
work of rural community health centers —
TCCHC has started planning for the expan-
sion and improved coordination of services
for people living with HIV/AIDS in eastern
North Carolina.

For More Information:

Anne Doolen

Director of Development
Tri-County Community
Health Center

(910) 567-6154, x 5013 or
adoolen@aol.com
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Whatley Health Services, Incorporated

In FY 2000, Whatley Health Services,
Incorporated (WHSI) received Title 11
Minority AIDS Initiative (MAI) funding
to expand primary medical services
provided through the HOPE Clinic,

the agency’s two-year old HIV program.
Since that time, the number of active
clients served by the clinic has grown
from 85 to 137. Approximately three-
quarters of the clinic’s current clients are
African American, though this group repre-
sents just 28% of the general population
in the agency’s service area. Women repre-
sent 20% of all HOPE Clinic clients.

WHSI is a 25-year old federally qualified
community health center whose main site
is located in Tuscaloosa, AL. Each year,
the agency serves nearly 11,000 patients
through its eight health centers. In the
agency’s ten-county service area, which
encompasses more than 7,500 square miles,
transportation is a major problem. In the
case of HIV services, concerns about confi-
dentiality also are an issue, and a number
of clients travel significant distances to
Tuscaloosa in search of confidentiality.

Beginning in 1998, HOPE Clinic oper-
ated for three hours every other week at
WHSI's main health center in Tuscaloosa.
However, as the number of clients and the
complexity of their HIV conditions grew,
this level of service was insufficient. Title
I1I funding has enabled the clinic to expand
the number of hours the infectious disease
specialist is available to spend with clients.
It also allows the clinic to provide a com-
prehensive and multidisciplinary set of
services. WHSI now operates HOPE Clinic
one full day a week, and also supports
services at a second site located in Walker
County. Beginning in 2003, the agency will

offer HIV services at a third site in the
southern section of WHSI’s service area.
The comprehensive set of services avail-
able on-site at WHSI HOPE Clinic includes
primary medical care, dental care, nutrition
counseling, case management and phar-
macy services, as well
as mental health and
substance abuse as-

“Every day, the HOPE Clinic

bridges the gap for our clients

sessment. Referrals
for legal services, as
well as dental and
medical subspecialty

by eliminating the barriers that
interfere with consistent care

— whether it’s a lack of trans-

care, also are available.  portation, the severe shortage

The clinic provides
Medicaid verification

services on-site, as

well as housing assis- Donnie Lewis, RN, Program

tance funded through  pjrector, HOPE Clinic,

the Housing Opportu-
nities for People with
AIDS Program
(HOPWA).

In FY 2001, an expansion of Title IIT
MALI funding enabled HOPE Clinic to hire
an outreach worker. In the past year, she

Incorporated

has met with other local service agencies to
educate their clients and staff about the risk
of HIV and inform them of the clinic’s serv-
ices. Through presentations at health fairs
and one-on-one meetings, the outreach
worker emphasizes the importance of
knowing one’s HIV status and offers HIV
testing using the Orasure system. She also
makes multiple attempts to contact clients
who have not been to the clinic in the past
six months to help them address whatever
barriers are interfering with consistent care.
In many cases, lack of transportation
is the major barrier in this rural area.
Although the availability of the satellite
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of health services in the area,
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clinic has helped, many clients still must
travel an hour or more to receive services,
and public transportation is poor. Using
MALI funds, the clinic has contracted with a
local AIDS service organization to provide
van service. The availability of this service
has led to a reduction in the number of
missed medical appointments.

Another significant barrier to consistent
care is access to HIV treatments. The ma-
jority of HOPE Clinic clients are low-in-
come and uninsured, making the cost of
HIV drugs prohibitive. Were it not for the
efforts of clinic staff, clients would simply
go without. The high cost of drugs is made
worse by the fact that, due to insufficient
funding, in March 2003 the Alabama AIDS
Drug Assistance Program (ADAP) has a
waiting list of more than 150 persons. Even
those clients who are fortunate enough to

be enrolled in ADAP must deal with the
program’s limited formulary that does not
always cover all the HIV-related medica-
tions that clients need. By working closely
with pharmaceutical companies’ patient as-
sistance programs, and using Title III funds
when necessary, WHSI staff have been able
to ensure that even the most needy clients
living with HIV/AIDS have access to

life-saving treatments.

For More Information:

Donnie Lewis, RN,

Program Director

HOPE Clinic, Whatley Health
Services,

Incorporated

(205) 349-3250 or
dlewis@whatleyhealth.com
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TITLE IV

Family Connections

Since FY 1999, the Washington, D.C.-based
Family Connections program has used
MALI funding to expand outreach and
strengthen the role of consumers in HIV
planning and services received through
Title IV of the CARE Act. The primary goal
of Family Connections is to prevent perina-
tal transmission of HIV and increase access
to and improve the quality of care for HIV-
infected or affected children and pregnant
women in the District of Columbia. The
program also seeks to provide women liv-
ing with HIV/AIDS information about HIV
research and clinical trial opportunities.

The District of Columbia has the highest
AIDS incidence rate (new cases per 100,000
population) of any large metropolitan area
in the country. According to the D.C. De-
partment of Health, the proportion of new
AIDS cases that occurred among women
tripled between 1990 and 2001, from 11%
to 33%. Over three-quarters of recently
reported AIDS cases in the District of
Columbia were among African Americans,
who represented approximately two-thirds
(63%) of D.C. residents in the year 2000.

Each year, the Family Connections
program provides comprehensive, family-

Children in the Family Conections Program at play.
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centered case management and support
services to more than 600 clients. The pro-
gram’s four partner agencies are: Children’s
National Medical Center; Washington
Hospital Center; the D.C. Department of
Health; and Howard University Hospital.
Another nine community-based agencies
throughout

significant number of pregnant adolescents
and young women. In the past year, this
success has led the program to seek other
Federal funding to expand its outreach and
education efforts in local high schools and
youth halfway houses.

Title IV MAI funding also has enabled
Family Connections to create a consumer in-

“Family Connections has the District volvement coordinator (CIC) position to

successfully blended MAI and provide a
range of sup-

strengthen consumer ownership of the pro-

other funding streams to . gram. The CIC oversees the work of eight
. . port services consumer staff, and also supports the work
provide outreach services that . , .
to clients of the program’s Consumer Advisory Board.

are fully integrated into the

based on refer- The CIC initiated a women’s group that is

local Healthy Start program.”  4]s from the very well attended. This group is an oppor-

program. tunity for women living with HIV/AIDS to
Ann Scher, LICSW, Director,
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In 1999,
Family Connections Eamily Con-
nections used
Title IV MAI funding to hire two advocates
to expand outreach in the African American
community through D.C.’s Healthy Start
program. Given both programs’ emphasis
on targeting high-risk pregnant women, co-
locating staff was viewed as a way of target-
ing efforts to the population in greatest
need of HIV prevention and care. Through
the screening of all Healthy Start clients in
areas of the city with the highest AIDS inci-
dence rates, Family Connections staff have
been able to identify women who are not
yet aware of their HIV status or are not yet
in care. These women are then linked to
care and informed of treatment options to
reduce the risk of perinatal transmission.
The one-on-one support provided by staff
makes a huge difference in the lives of
pregnant women and families, many of
whom are struggling with other non-health
related issues, in addition to HIV/AIDS.
Through Family Connections’ linkage
with Healthy Start, the program reaches a

share information and provide peer support
to newly diagnosed women. The CIC is
currently working with families who come
to the clinic to determine how best to
design a new family resource center.

In FY 2001, Family Connections ex-
panded the scope of its Title IV MAI-
funded services to include the use of
advocates to work with clients on keeping
medical appointments. Staff proactively
remind clients about upcoming appoint-
ments, and assist with transportation or
other service needs that interfere with
consistent care. Following implementation
of this initiative, the rate of kept appoint-
ments for referred Family Connections
clients exceeded 70% at Children’s National
Medical Center and was 80% at Howard
University Hospital.

For More Information:

Ann Scher, LICSW, Director
Family Connections

(202) 884-4734 or
ascher@cnmc.org
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Memphis HIV Family Care Network

Since FY 1999, the Memphis HIV Family
Care Network has used Minority AIDS
Initiative (MAI) funding received through
Title IV of the CARE Act to fund a part-
time consumer advocate and support the
public education and outreach efforts of
the African-American Pastors’ Consortium
(AAPC).

The Memphis HIV Family CARE Net-
work (the Network) is a coalition of five
social service and four health care providers
that offer HIV services to women, children
and families in the Memphis area. Services
provided through the Network include
primary medical care, case management,
transportation, health education, support
groups and day care for children. The Net-

work’s fiscal agent is the Methodist Health-
care Foundation, which received Title IV
funding for the first time in FY 1998.

The AAPC is a network of more than
45 pastors whose mission is to provide
HIV education, assist and encourage the
development of AIDS ministries, and pro-
vide pastoral counseling and support to
individuals living with HIV/AIDS. The
AAPC serves the Memphis Metropolitan
Area, which includes the city of Memphis
and five surrounding counties.

African Americans now represent the
largest racial and ethnic group in the Mem-
phis area. African Americans represented
90% of newly reported AIDS cases in the
five-county Greater Memphis region in

Members of the African-American Pastor’'s Consortium (AAPC).
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“With MAI support, the African
American Pastors’ Consortium

provides ministries for those

2001. Over 90% of the 602 clients served
through the Network in FY 2001 were
African Americans.

Seven pastors established the AAPC in
1995. By 2002, the organization had grown
to more than 45 member churches. Accord-
ing to the Network, the approval and ac-
ceptance of faith
leadership has been
extremely important
to congregants.

One of the goals of

devastated by HIV/AIDS, and in the APPC is to encour-

so doing, demonstrates com- 348¢ the early identifi-
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passion toward all people.”

Macedonian Baptist Church,

African American Pastor’s

. cation of HIV infection
by promoting HIV

Reverend Melvin Lee, testing. In 1999, APPC

members met with the
Shelby County Health
. Department to request
Consortium . . .
assistance in making
HIV testing available
through their churches on a quarterly basis.
Meeting this request was the first time that
the health department had provided off-site
testing. The AAPC has since expanded its
efforts to encourage HIV testing beyond
church locations to health festivals and
other community events. Members also are
actively involved in National HIV Testing
Day activities.
One of the specific challenges the Net-
work and AAPC are addressing together is

the stigma, denial and isolation that many
women living with HIV/AIDS face. These
conditions often contribute to clients
dropping out of care. As the mother of an
HIV-positive woman, the Consumer Advo-
cate hired by the Network is able to speak
with others about how HIV has affected
her life. She encourages and supports con-
sumers to learn more about their condi-
tions, adhere to treatment and take an
active role in their care.

Although the MAI-funded outreach and
public education activities that the Network
and AAPC provide have focused on women
and families broadly, the efforts have served
a significant number of young women. In
FY 2001, more than 17% of the Network’s
clients were young women between the
ages of 13 and 24.

For More Information:

Karen Carothers Coleman
Project Director, Community
HIV Programs, Methodist
Healthcare Foundation

(901) 545-6578 or
kccoleman@the-med.org

Sudie Cushman, Program
Coordinator, AAPC

(901) 543-9600 or
aapci1@bellsouth.net
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San Diego Family CARE Partnership

Since FY 2001, the San Diego Family Com-
prehensive AIDS Resources Emergency
(CARE) Partnership (CARE Partnership)
has used Minority AIDS Initiative (MAI)
funding received through Title IV of the
CARE Act to strengthen existing and de-
velop new collaborations with African
American community and faith leaders in
the San Diego area. Through such efforts,
the CARE Partnership hopes to broaden
awareness of the epidemic’s disproportion-
ate impact on African Americans and ex-
pand access to testing, treatment and
research. The CARE Partnership is a net-
work of primary health care and support
service providers funded through Title IV
of the CARE Act. Its goal is to provide a
comprehensive, culturally competent sys-
tem of HIV care for families living with
HIV/AIDS, the large majority of whom are
African American (23%) or Latino (60%).
The University of California, San Diego
Mother, Child & Adolescent HIV program
serves as the lead agency.

The CARE Partnership’s expanded effort
to increase AIDS awareness and strengthen
collaboration with African American com-
munity leaders began with a series of out-
reach efforts in FY 2000. These were led by
a newly funded community liaison posi-
tion, which was filled by an African Ameri-
can woman with professional training in
social work. The community liaison works
closely with an African American peer ad-
vocate to increase awareness of the disease
and link women and families living with
HIV to care. The peer advocate position
was an important addition to the program,

spokesperson and role model, helping other

women to accept their HIV-positive status
and teaching them how to advocate for the
needs of families living with HIV/AIDS.

In January 2000, the CARE Partnership

co-hosted a community-wide roundtable on

AIDS prevention, care
and treatment in the
African American
community, which
was attended by 35
leaders. During the
discussion, a number
of barriers to preven-
tion and care were
identified, including:
denial, silence, homo-
phobia, distrust of in- Mary Caffery
stitutions, and the ’
competing demands of
other health, eco-

nomic and psychoso- Adolescent HIV Program

cial issues affecting

this population. During this same year,

the CARE Partnership reached over 1,100
individuals through outreach at church
fairs and youth group activities. More than
1,500 community members attended the
play “Before It Hits Home,” which illus-
trated the importance of HIV issues for
African American families, and was pro-
moted by the community liaison. The CARE
Partnership also co-sponsored a conference
on women and HIV with the San Diego
Black Nurses’ Association. Sixty-five health
care workers attended the conference,
many of whom were African Americans or
provided healthcare to African Americans.

“The Minority AIDS Initiative
has helped our program ad-

dress the pervasive denial

and families living with HIV.”

Program Coordinator,

UCSD Mother, Child &

and apathy that exists in our
community. By working with
community leaders, we have
been able to reach and serve

greater numbers of individuals

given concerns that many African American The community liaison also began con-

women have about disclosing their HIV sta- ducting outreach to traditional community

tus publicly. She has served as an effective leaders, including African American faith
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leaders. Written information on HIV/AIDS
was distributed to over 200 congregations
in 2000. That year, more than 35 churches
participated in at least one AIDS awareness
activity, including 16 ministers who ad-
dressed the issue of AIDS in church bul-
letins or from the pulpit that year. Several
local ministers attended The Balm in
Gilead’s 2001 Black Church HIV/AIDS
Training Institute, held symbolically in
Tuskegee, AL. These ministers subse-
quently formed a group called Concerned
African American Clergy and Laity. The
CARE Partnership continues to work with
this group, providing technical assistance
with programs, workshops, information
sessions and materials development. Later
that year, nine ministers and five local
African American leaders met with clini-
cians and researchers to discuss issues re-
lated to African Americans’ participation in
clinical trials.

These new collaboration and outreach
efforts have led to increased involvement of
minority community-based organizations in
the CARE Partnership’s strategic planning
process and in monthly network meetings.
In FY 2001, MAI funding was provided to
expand HIV service delivery to families
through the Southeast Abundant Resource
Center (SEAR) and the Center for Support-
ive Service and Education’s Women of Glory
program. SEAR is an African American,
faith-based agency that provides HIV test-
ing, peer advocacy, and emergency and

permanency planning services in San
Diego’s southeast neighborhood. The
agency’s trusted reputation in the commu-
nity and its convenient location on the trol-
ley line has helped facilitate the use of its
services by people living with HIV/AIDS.
Women of Glory is a faith-based outreach
and education program that provides pre-
vention information to small groups within
women’s homes. As a result of MAI fund-
ing, these programs were able to obtain ad-
ditional educational materials and expand
support staff to reach more women.

The CARE Partnership also used MAI
funding to improve access to care for immi-
grant populations in the San Diego area
through outreach and an expansion of
translation services. In an effort to ensure
that monolingual Spanish-speaking con-
sumers are involved in service planning,
the CARE Partnership provides simultane-
ous translations at its meetings, and pro-
duces materials in both English and
Spanish. The CARE Partnership also pro-
vides translation services for African immi-
grants living with HIV/AIDS to ensure that
these women receive consistent health care.

For More Information:

Mary Caffery, RN, MSN, UCSD
Mother, Child & Adolescent
HIV Program

(619) 543-8080 or
mcaffery@ucsd.edu
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OTHER CARE ACT PROGRAMS

National Minority AIDS Education and Training Center

Since its creation in FY 1999, the National
Minority AIDS Education and Training
Center (NMAETC) has provided training
in the clinical management of HIV disease

Washington, D.C.; Drew University of Med-
icine in Los Angeles, CA; Meharry Medical
School in Nashville, TN; and Morehouse
School of Medicine in Atlanta, GA. Each

to primarily African American health care of these partners has established a local
practitioners across the country. The
NMAETC was created and funded by
HRSA/HAB through Minority AIDS Initia-

tive (MAI) funding allocated to the agency

network of primarily

African American ., .
Many participants are drawn

providers, which
towards the NMAETC'’s

meets at least monthly.
These local networks trainings in part because
allow the NMAETC to  they are peer-based and

interact with providers emphasize the use of

from the Secretary’s General Management
Fund. The goals of the program are
twofold: (1) to improve the quality of care
for people of color living with HIV/AIDS;
and (2) to strengthen the HIV/AIDS capaci-
ties of Historically Black Colleges and Uni-
versities (HBCUs). In the past year, the
NMAETC has expanded its initial partner-

on a regular basis to African American faculty.”

identify training and
information needs and John McNeil, Principal
barriers to patient Investigator, NMAETC,

care. The NMAETC Howard University

ships to include other universities and na-
tional organizations that target providers
who serve large numbers of Latinos and
Native Americans.

While less than 4% of U.S. physicians
are African American, these providers often
practice in settings that serve large numbers
of African American and other minority
patients. These clinicians may not care for
large numbers of minorities living with
HIV/AIDS currently, but they are in a posi-
tion to identify new cases of infection and
encourage newly diagnosed patients to en-
gage in ongoing care and treatment. A cen-
tral component of the NMAETC’s training
is the provision of culturally competent
care that respects the traditions and social
environments of patients’ racial or ethnic
backgrounds.

At the request of Congress, the
NMAETC has partnered with four HBCU
medical schools: Howard University in

offers members con-
tinuing education opportunities on such
topics as treatment adherence, antiretroviral
therapies, opportunistic infections, and co-
morbidities such as substance abuse and
hepatitis. In FY 2001, approximately 1,725
clinical providers received training through
the four provider networks.

In order to respond to the need for
training of minority providers nationally,
in FY 2000, the NMAETC expanded its
program beyond the four areas served by
the HBCUs through additional partnerships
with the National Medical Association, the
National Dental Association, the National
Black Nurses Association, and the National
Pharmaceutical Association. In collabora-
tion with these organizations, the NMAETC
held trainings at the associations’ national
conventions and hosted regional trainings
on HIV care in cities with the highest num-
bers of AIDS cases reported among African
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Americans. Representatives from the re-
gional AIDS Education and Training Cen-
ters (AETCs) also participated in planning
for these regional trainings.

The NMAETC provides five levels of
training designed to meet the varied needs
of providers including lectures, clinical
trainings or preceptorships, clinical consul-
tations and on-site technical assistance.
Lectures help to strengthen providers’ skills
related to HIV testing and counseling and
the development of patient care plans, in-
cluding the use of referrals. Three of the
four HBCU partners also offer on-site pre-
ceptorships ranging in length from one day
to one week. These preceptorships provide
more advanced training in the clinical man-
agement of HIV disease and opportunities
for hands-on observation of direct patient
care. Clinical consultations are available to
assist individual providers with specific
questions related to an actual patient. Fi-
nally, on-site technical assistance is made
available to help clinics and other provider
groups develop quality improvement plans
and strengthen physicians’ ability to pro-
vide care that conforms to HHS Guidelines
for the Use of Antiretroviral Agents in a
culturally competent manner. This techni-
cal assistance often includes training on
adherence strategies, treatment and preven-
tion of opportunistic infections, and link-
ages to clinical trials and new therapies. In
FY 2001, a total of 3,235 clinicians partici-
pated in the NMAETC’s training programs.

The direct training of medical providers
is the NMAETC’s primary activity. However,
it recently revamped its website to enhance

its educational capabilities. Posted on the
site are actual clinical cases, descriptions of
models of care and a clinician’s pocket
guide on working with African Americans
living with HIV/AIDS, which was developed
by NMAETC staff. The NMAETC hopes to
reproduce and expand this guide in the
coming year to include additional informa-
tion related to the care and treatment of
Latinos and Native Americans.

Serving African American providers
continues to be the main focus of the
NMAETC. However, in the past year, it
has also begun to work more closely with
Latino medical providers in Washington,
D.C. and Los Angeles, and has participated
in efforts to address poor access to health
care, including HIV care, along the U.S.-
México border. Through its longstanding
partnerships with HBCUs and national
African American organizations — as well
as more recent collaborations with such
groups as the National Hispanic Medical
Association, the National Native American
AIDS Prevention Center and several His-
panic colleges and universities — the
NMAETC hopes to continue providing
culturally competent training that con-
tributes to improved clinical care for all
people of color living with HIV/AIDS.

For More Information:

John McNeil
Principal Investigator
NMAETC,

Howard University
(202) 865-3300 or
jmcneil@howard.edu
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Phoenix Indian Medical Center

Beginning in FY 2002, HRSA/HAB in col-
laboration with the Indian Health Service
(THS), used Minority AIDS Initiative (MAI)
General Management Funds allocated to
HRSA to support the development and im-
plementation of the Phoenix Indian Med-
ical Center’s (PIMC) Fundamentals of
HIV/AIDS Preceptorship for American In-
dian/Alaska Native Communities. The pre-
ceptorship is a hands-on, three-day training
for health care providers working in Ameri-
can Indian/Alaska Native communities.

As one of the three largest medical
centers in Indian country, the PIMC’s
mission is to offer quality health care that
is uniquely tailored to American Indian
and Alaska Native people. PIMC is a 127
bed general medicine and surgical hospital
that serves an estimated 50,000 American
Indians and Alaska Natives from the met-
ropolitan Phoenix and central Arizona
area. Because of PIMC'’s size and scope,
it provides specialty care for over 100,000
others from IHS Tribal or Urban Indian
health programs across the southwest. In
1996 PIMC established an HIV Center of
Excellence to provide preventive, clinical
and educational programs for this special
population. As part of the Center, primary
care physicians, dentists, nurses and a
pharmacist provide clinical services, and
a director and two case managers coordi-
nate a variety of other HIV-related serv-
ices. As of July 2002, PIMC provided
direct services to 110 active clients living
with HIV/AIDS.

According to the CDC, American Indi-
ans and Alaska Natives accounted for 2,537
of cumulative AIDS cases through Decem-
ber 2001. While relatively small in number,
these figures are widely considered to un-

derestimate the magnitude of the problem.

The rate of increase in this population also

is alarmingly high. For example, according

to the Arizona Department of Public Health

Services, while the
proportion of AIDS
cases among Native
Americans in Arizona
has remained fairly
constant for some
time (at 2-3% of re-
ported cases), Native
Americans represented
6% of reported AIDS
cases in 2000 and
2001. Moreover, the
rural, isolated location
of many people living

“By giving practitioners a
chance to observe HIV care
in a clinical setting, we hope

to demystify it and break

down barriers that may exist

in smaller communities with

lower prevalence.”

Charlton Wilson, MD

Associate Director,

Phoenix Indian Medical Center

on reservation communities and the dis-

placement experienced by many urban-liv-

ing people may result in limited testing and

counseling practices and create additional

barriers to appropriate HIV care.
One challenge faced by the IHS is how to
train providers working in local communi-

ties to provide high quality, state of the art

care for a small number of patients living

with a complicated and evolving disease.
PIMC’s Fundamentals of HIV/AIDS Preceptor-
ship is designed to address this challenge by
teaching THS, Tribal or Urban health care
providers — including physicians, nurses,

physician assistants and case managers —

how to identify new cases of HIV, provide

basic medical care and use information

technology to assist in patient care after pa-

tients return to their communities. The

training is designed specifically to be peer-

based, utilizing clinician mentors with

more experience in the treatment of

HIV/AIDS.
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PIMC’s preceptorship consists of three
half-day lectures on the epidemiology and
fundamentals of HIV disease, the compo-
nents of counseling and testing and legal
issues surrounding patient consent and
confidentiality. A second component of
the program teaches participants how and
where to access expert consultation on
HIV care and treatment using the Internet
and/or telephone consultation lines. Use
of a state of the art computer lab gives par-
ticipants an opportunity to test new skills
by conducting on-line research. In the
third component of the preceptorship, each
afternoon participants choose from a vari-
ety of opportunities to observe their peer-
clinicians as they provide pre- and post-test
counseling or HIV care. These sessions take
place at PIMC, the Maricopa County Health
Department Sexually Transmitted Disease
Clinic, Phoenix Children’s Hospital, the
Veteran’s Administration HIV Clinic, or the
McDowell Comprehensive Health Care
Center — a CARE Act-funded clinic spe-
cializing in the care of people living with
HIV/AIDS.

In FY 2002, PIMC’s Fundamentals of
HIV/AIDS Preceptorship program held
four sessions for more than 32 trainees
from six different states. In the future,
in addition to repeating the Fundamentals
courses for more clinicians, PIMC will
provide an advanced level preceptorship
for those who seek more experience in
the clinical management of American In-
dian and Alaska Native people living with
HIV disease.

For More Information:

Charlton Wilson, MD
Associate Director

Phoenix Indian Medical Center
(602) 263-1587 or
charlton.wilson@pimc.ihs.gov

Erica Avery, RN, BSN, MBA/HCM
Director

HIV Center for Excellence, PIMC
(602) 263-1541 or
erica.avery@pimc.ihs.gov
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Targeted Provider Education Demonstration Program

The Targeted Provider Education Demon-
stration (TPED) program was a three-year
training and education initiative targeted
to non-clinical health and social service
providers in minority community-based
organizations (MCBO) and other providers
serving people of color living with
HIV/AIDS. Beginning in FY 1999, the pro-
gram was funded by HRSA using Minority
AIDS Initiative (MAI) funds allocated to
the agency from the Secretary’s General
Management Fund.

TPED was designed to fill a gap in ex-
isting HIV/AIDS training opportunities that
targeted clinical practitioners. Given the
important role of non-clinical health and
support service professionals in the overall
coordination of care for people living with
HIV/AIDS, as well as their increasing im-
portance in efforts to ensure treatment ad-
herence, TPED targeted a broad array of
non-clinical professionals working prima-
rily in communities of color. Staff targeted
by the program included case managers,

The New York State Targeted Provider Education Demonstration Program

(NYS TPED) recognized CBO staff for their individual role in embracing the
program’s model and going above and beyond expectations. From Left to Right:
Maria Rivett, Horizon Health Services; Joan Warner, The Osborne Association;
Lee Ross, Bedford Stuyvesant Family Health Center — Wellness Center; Shari
McCalla and Elaine Reid, Caribbean Women’s Health Association; and James
Learned, AIDS Community Research Inititiative of America (ACRIA)
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the-trainer model was

training capacity within

social workers, health educators, peer
counselors, substance abuse providers and
mental health professionals. Minority
providers funded through the CARE Act
and programs serving
the incarcerated were

“This peer-based, train-

two priority groups
targeted by the pro-

designed to develop internal

gram.
The New York

minority community-based  State TPED (NYS

organizations to ensure that TPED), one of nine

future training is provided in a  1PED sites across the

culturally competent manner.”
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Deputy Medical Director,

country, was adminis-
tered by the New York

Alvaro Carrascal, MD, MPH  State AIDS Institute

(AI) — the agency re-
AIDS Institute sponsible for state

AIDS programming in

New York. Al formed
partnerships with 16 other agencies, in-
cluding five academic medical centers, ten
MCBOs and the New York Academy of
Medicine. The goal of the program was
twofold: (1) to improve the quality of HIV
care provided to people of color through
the training of non-clinical staff; and (2) to
build MCBOSs’ internal capacity for training
on an ongoing basis.

To recruit participating MCBOs, the NYS
TPED targeted areas of the state with high
HIV prevalence, namely Harlem, Brooklyn,
Manhattan, the Bronx and Buffalo. All of
the MCBOs served primarily communities
of color and included a provider serving
migrants in the rural Rochester/Finger Lake
area of the state, two programs targeting the
incarcerated and those recently released
from prison, as well as substance abuse
service providers.

The program consisted of three main
components. The first was a series of two-
day workshops for health and social service

providers at MCBOs designed to teach
these individuals how to train others in
their agency and/or community. In addition
to developing training skills, these train-
the-trainer workshops provided instruction
in three substantive areas: HIV treatment
education, mental health and HIV, and
substance abuse and HIV. The second com-
ponent of the program consisted of work-
site-based training conducted by staff from
five participating academic hospitals. Hos-
pital staff traveled to participating commu-
nity-based organizations (CBO) to train
non-clinical staff in various subjects deter-
mined through a needs assessment con-
ducted at the CBO. Through the third
component, the NYS TPED used distance
learning tools, such as satellite video-
conferences, audio conferences and tapes
of each, to expand the reach of the program
to providers located in more rural or re-
mote areas of the state.

In recognition of the limited staff re-
sources and service demands placed on
community-based service providers, one
of the features of the TPED model was
the provision of financial support to par-
ticipating MCBOs to partially offset the
cost of staff participation. Despite this
feature, the time and organizational com-
mitment required was significant. This,
combined with high turnover among
providers involved in the training pro-
gram, was a challenge for the NYS TPED
in its first year. In subsequent years, the
AT attempted to help agencies address
other organizational capacity issues that
affected their ability to participate in the
program, and encouraged the participa-
tion of more than one representative from
each agency to ensure continuity.

In its three years of existence, the
NYS TPED sponsored five trainings for
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13 train-the-trainer programs involving 147
health and social service providers from
MCBOs. These trained staff in turn con-
ducted 170 trainings for 1,368 providers,
thereby demonstrating the power of the
train-the-trainer model. In the same period,
the program also supported 135 hospital-
sponsored, on-site trainings involving an
additional 2,070 participants and five dis-
tance learning events reaching 1,228
providers. According to evaluation data
collected by the New York Academy of
Medicine, participants felt the program
yielded a number of benefits, including:
increased knowledge, skills, and confi-
dence; improved linkages to other commu-
nity-based organizations; and greater
understanding of client issues.

At the conclusion of the demonstration
project, a streamlined version of the NYS
TPED’s train-the-trainer program was trans-

ferred to a state-run program that author-
izes the delivery of select AIDS-Institute
certified training programs (the Authorized
Training Agency Initiative). This transfer
ensures that the trainings continue in com-
munities where they are most needed and
participating agencies receive seamless sup-
port from the Al As evidence of its lasting
effect, some elements of the NYS TPED
model for developing training capacity
within community-based organizations
have since been incorporated in HRSA
guidance for the national AIDS Education
and Training Centers program.

For More Information:

Alvaro Carrascal, MD, MPH
Deputy Medical Director,
AIDS Institute

(518) 473-8815 or
afcO4@health.state.ny.us
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APPENDIX A

Minority AIDS Initiative Funding by Agency, FY 1999-2002

(in $ millions)

Agency FY 1999 FY 2000 FY 2001 FY 2002

CDC —
Centers for Disease
Control and Prevention 48.1 60.6 88.0 96.0

HRSA —
Health Resources and
Services Administration 24.3 741 110.2 123.2

OMH —
Office of Minority Health 9.7 9.7 9.7 9.7

SAMHSA —
Substance Abuse and Mental
Health Services Administration 26.4 47.7 92.1 102.1

NIH —
National Institutes of Health 7.6 8.7 0 0

Office of the Secretary —

Public Health & Social

Services Emergency Fund/

General Management Fund* 50.0 50.0 50.0 50.0

TOTALS 166.1 250.8 350.0 381.0

Source: Health Resources and Services Administration. Totals for HRSA do not equal those in Table 2 due to additional
MAI funds allocated to HRSA for non-CARE Act programs such as Community Health Centers and Head Start. Totals in
above table may not equal amounts in report language in Appendix C due to the reprogram of additional funds to the
CARE Act for the MAI by HRSA.

*Some of these funds are used by the Office of the Secretary for Minority AIDS Initiative programs such as The Leader-
ship Campaign on AIDS and Crisis Response Teams. However, the majority of these funds are distributed by the Office
of the Secretary to other DHHS agencies for minority-specific programming including: the CDC, HRSA, SAMHSA, OMH,
Office of Women'’s Health, and the Office of Population Affairs. Agency-specific allocations of these emergency funds
vary from year to year. In FY 2002, Congressional report language for the MAI refers to these funds as “General Depart-
ment Management,” or GDM funds.
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APPENDIX B

Minority AIDS Initiative Report Language Related to the CARE Act Overall, FY 1999-2002

FY 1999

The conference agreement provides
$12,000,000 in additional funding to be
targeted to addressing treatment outcome
disparities in communities of color, and
will complement existing and previously
planned targeted HIV/AIDS minority activ-
ities. In allocating these funds, considera-
tion should be given to the territories,
such as in the Virgin Islands, where, for
example, the HIV/AIDS case rate is more
than twice the national case rate of 24.1
per 100,000.

FY 2000

The conference agreement includes a total
of $74,100,000 for Ryan White AIDS activi-
ties that are targeted to address the trend of
the HIV/AIDS epidemic in communities of
color, based on rates of new HIV infections,
minority AIDS prevalence and mortality
from AIDS. These funds are allocated as
follows: [See Appendix C for Title-specific
allocations. ]

FY 2001

The conference agreement includes
$109,200,000 for Ryan White AIDS activi-
ties that are targeted to address the trend
of the HIV/AIDS epidemic in communities
of color, based on the most recent esti-
mated living AIDS cases, HIV infections
and AIDS mortality among ethnic and
racial minorities as reported by the Centers

for Disease Control and Prevention. These
funds are allocated as follows: [see Appen-
dix C for Title-specific allocations.]

FY 2002

Within the total provided, $123,200,000
is for Ryan White AIDS activities that are
targeted to address the growing HIV/AIDS
epidemic and its disproportionate impact
upon communities of color, including
African Americans, Latinos, Native Ameri-
cans, Asian Americans, Native Hawaiians,
and Pacific Islanders. Department statistics
show that racial and ethnic minorities rep-
resent the highest number of new AIDS
cases. While African-Americans and His-
panics are only 12 percent and 13 percent
of the U.S. population respectively, they
account for at least 55 percent and 20 per-
cent, respectively, of all new AIDS cases.
In addition, more than 60 percent of peo-
ple living with AIDS are racial minorities.
Congress began funding the Minority
HIV/AIDS Initiative in fiscal year 1999. It
was designed to focus special attention on
solving a growing public health problem
as well as develop and improve the capac-
ity of minority community based organ-
izations to more effectively serve their
communities. This approach was tailored
to yield innovative and successful strate-
gies specifically targeted to the highest
risk and hardest to serve populations,
which for the past two decades have
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eluded more traditional HIV/AIDS preven-
tion, treatment and education efforts.

In distributing these funds, the Com-
mittee expects HRSA to tailor the portion
of the Ryan White programs that are
funded under the Minority HIV/AIDS
Initiative as tightly as possible to address
the growing health problem and maximize
the participation of minority community
based organizations. In evaluating organiza-
tions' capacities, HRSA should take into
consideration that the board, management
and key staff are representative of the mi-
nority communities served, be situated
closest to the targeted problem, have a his-
tory of providing services to these commu-

nities and have documented linkages to the
targeted populations, so that they can help
close the gap in access to service for the
highly impacted communities of color in
the interest of public health.

These funds are for activities that are
designed to address the trends of the HIV/
AIDS epidemic in communities of color
based on the most recent estimated living
AIDS cases, HIV infections and AIDS mor-
tality among ethnic and racial minorities
as reported by the Centers for Disease
Control and Prevention. Consistent with
this overall direction, these funds are allo-
cated as follows: [see Appendix C for Title-
specific allocations.]
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APPENDIX C

Congressional Report Language for CARE Act Programs Funded through the

Minority AIDS Initiative, FY 1999-2002

FY 1999

Title 1

The conference agreement designates
$5,000,000 in Title I supplemental funding
and directs that these funds be allocated

to eligible metropolitan areas that have
30% or more African American and Latino
HIV/AIDS cases in an effort to improve the
quality of care and health outcomes for
African Americans living with HIV/AIDS.

Title 11
No MALI funds were allocated for Title II
in FY 1999.

Title II1

$3,000,000 in Title III to be used for tar-
geted planning grants designed to build the
HIV primary care capacity of indigenous

FY 2000

Title 1

Within Ryan White Title I, the conference
agreement includes $26,500,000 for supple-
mental funding and directs that these funds
be allocated to eligible metropolitan areas
targeting African Americans, Latinos, Na-
tive Americans, Asian Americans, Native
Hawaiians and Pacific Islanders in highly
impacted communities. These funds are ex-

organizations serving African American

communities highly impacted by HIV/AIDS.

Title IV

$2,000,000 in Title IV to address the preva-
lence of HIV and AIDS among African
American children.

AETC/PART F

$2,000,000 for subcontracts awarded
through the AIDS Education and Training
Centers to the Historically Black Colleges
and Universities for the education of health
care providers serving African American
communities on the Guidelines for the Use
of Anti-retroviral Agents in HIV-Infected
Adults and Adolescents as developed by the
Department of Health and Human Services.

pected to expand service capacity in com-
munities of color, assist children orphaned
by AIDS, and expand peer education to in-
dividuals living with HIV/AIDS.

Title I1
No MALI funds were allocated to Title II in
FY 2000.
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Title I11

Within Ryan White Title III, the conference
agreement includes $27,400,000 for plan-
ning grants, direct service grants and tar-
geted technical assistance and capacity
building grants to minority community-
based health care and service providers
with a history of service provision to com-
munities of color. Funds should also be
made available to national, regional and
local organizations representing people of
color to provide technical assistance collab-
orations, and linkages designed to
strengthen HIV/ AIDS systems of care.

Title IV

Within Ryan White Title IV, the confer-
ence agreement includes $12,200,000 to
fund traditional minority community-
based providers of services to minority
children, youth and families to develop
and implement culturally competent re-

search-based interventions that provide
additional HIV/AIDS care, services and
linkages.

AETC/PART F

Under AIDS education and training cen-
ters, the conference agreement includes
$6,800,000 to increase training and re-
cruitment of community-based minority
health care professionals in AIDS-related
treat-ments, standards of care, guidelines
for the use of anti-retroviral and other ef-
fective clinical interventions, and treat-
ment adherence for HIV/AIDS infected
adults, adolescents and children, as devel-
oped by the U.S. Public Health Service.
Within the funds available for education
and training centers, $350,000 is included
for the AIDS Education Training Center at
the University of California at San Fran-
cisco to establish a national hotline for
health care providers.

FY 2001

Title I

Within Ryan White Title I, the agreement
provides $34,000,000 to the competitive
supplemental allocation targeted to minor-
ity community-based organizations, as de-
fined by the Centers for Disease Control
and Prevention, and directs that these
funds be allocated through the established
planning council processes of eligible met-
ropolitan areas. These funds are designed to
reduce the HIV-related health disparities
and improve the health outcomes for HIV-
infected African Americans, Latinos, Native
Americans, Asian Americans, Native Hawai-
ians and Pacific Islanders. These funds are

expected to expand medical and supportive
service capacity in communities of color,
and expand peer treatment education that
is both culturally and linguistically appro-
priate to individuals living with HIV/AIDS.

Title 11

Within Ryan White Title II, the agreement
provides $7,000,000 for State HIV care
grants to support educational and out-
reach grants to minority community-based
organizations to increase the number of
minorities participating in the AIDS Drug
Assistance Program (ADAP). The continu-
ing under representation of African Ameri-
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cans, Latinos, Native Americans, Asian
Americans, Native Hawaiians and Pacific
Islanders in state run ADAP contributes to
their persistently poor health outcomes in
comparison to other communities.

Title II1

Within Ryan White Title III, the agree-
ment provides $44,400,000 for planning
grants, early intervention service (EIS)
grants to minority community-based
health care and service providers with a
history of service provision to communi-
ties of color. Funds should also be made
available to national, regional and local
organizations representing people of color
to provide technical assistance collabora-
tions and linkages designed to strengthen
HIV/AIDS systems of care. Funds are in-
tended to support the implementation of
the plans developed by minority commu-
nity-based and health care organizations.
The conferees expect that fiscal year 2001
increases to Title III should be directed
primarily towards providing early inter-
vention service grants to those organiza-
tions that received Title III planning grants
in the previous fiscal year and enhancing
the service capacity of existing minority
EIS providers.

Title IV

Within Ryan White Title IV, the agreement
provides $15,700,000 to fund traditional
minority community-based providers of
services to minority children, youth and
families to develop and implement cultur-
ally competent and linguistically appropri-
ate research-based interventions that
provide additional HIV/AIDS care, services
and linkages. Funds are also intended to di-
rectly fund minority community based or-

ganizations and providers to expand or im-
plement programs specifically designed to
provide youth, adolescent, and young
adult-focused HIV/AIDS care and services.
The conferees intend that at least ninety
percent of total Title IV funding be pro-
vided to grantees. The conferees expect the
agency to use the funding increases for
Title IV, with the exception of any increases
provided through the CBC/Minority AIDS
Initiative, to provide, at a minimum, addi-
tional funds to existing grantees to reflect
the increases in the costs of providing com-
prehensive care. The agency should use a
significant portion of the remaining funds
to expand comprehensive services for
youth, both through existing and new
grantees. The conferees believe that the
agency should expand efforts to facilitate
ongoing communication with grantees so
that prospective changes in the administra-
tion of the program can be discussed.

AETC/PART F

The agreement provides $7,700,000 to
AIDS education and training centers. These
funds are intended to increase training of
community-based minority health care pro-
fessionals in AIDS-related treatments, stan-
dards of care, guidelines for the use of
antiretroviral and other effective clinical in-
terventions, and treatment adherence for
HIV/AIDS infected adults, adolescents and
children, as developed by the U.S. Public
Health Service. The training of minority
providers is to be implemented through
collaboration with Historically Black Col-
leges and Universities (HBCU), Hispanic
Serving Institutions and Tribal Colleges.
These efforts are designed to increase the
treatment expertise and HIV knowledg

e of minority front-line providers serving
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individuals living with HIV/AIDS. Funds
are also intended to support minority com-
munity-based organizations to train minor-

ity providers to deliver culturally compe-
tent and language appropriate treatment ed-
ucation services.

FY 2002*

Title 1

Within the total provided, $41,800,000 is
for competitive, supplemental grants to
improve the HIV-related health outcomes
for communities of color and reduce exist-
ing health disparities. Funds should be al-
located through the established planning
council processes of Title I eligible metro-
politan areas. The Committee strongly
urges the Planning Councils to maximize
the participation of minority community
based organizations as defined above.
These funds are expected to improve and
develop the capacity of these organizations
to deliver HIV-related treatment and sup-
portive services within communities of
color, that are both culturally and linguis-
tically appropriate to individuals living
with HIV/AIDS.

Title 11

Within the total provided, $7,000,000 is for
State HIV care grants to support educa-
tional and outreach services to increase the
number of eligible minorities who access
HIV/AIDS treatment through AIDS Drug
Assistance Programs (ADAP). The Commit-
tee strongly urges states to maximize the
participation of minority community based
organizations in delivering these educa-
tional and outreach services. The Commit-
tee is concerned that the continuing under
representation of African Americans, Lati-
nos, Native Americans, Asian Americans,
Native Hawaiians, and Pacific Islanders in

state-run ADAP contributes to their persist-
ently poor HIV/AIDS health outcomes in
comparison to other populations.

Title II1

Within the total provided, $49,400,000 is
for planning grants and Early Intervention
Service (EIS) grants to health care providers
with a history of serving communities of
color. The Committee strongly urges HRSA
to maximize the participation of minority
community-based organizations as defined
above in planning and delivering EIS. Funds
should also be made available to regional
and local technical assistance organizations
to assist service providers in identifying and
increasing the retention of minorities in
care with an emphasis on women and gay
men of color in highly impacted and un-
derserved areas. Within the increase pro-
vided, HRSA is urged to make enhancing
the service capacity of existing minority
EIS providers a priority.

Title IV

Within the total provided, $17,000,000 is to
sustain and expand efforts to deliver com-
prehensive, culturally competent and lin-
guistically appropriate research-based
intervention and HIV care services to mi-
nority women, infants, and children. The
Committee strongly urges HRSA to maxi-
mize the participation of minority commu-
nity-based organizations as defined above in
delivering these services. Priority should be
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given to these organizations and providers
with a history of effectively providing serv-
ices to communities of color to expand or
implement programs specifically designed to
provide youth, adolescent, and young adult-
focused HIV/AIDS care and services. These
funds will help to bridge targeted preven-
tion and medical care and treatment services
to youth and young adults.

AETC/PART F

Within the total provided, $8,000,000 is to
increase the training capacity of AETCs to
expand the number of community-based
minority health care professionals with
treatment expertise and knowledge about
the most appropriate standards of HIV/

AIDS-related treatments and medical care
for HIV infected adults, adolescents and
children as developed by the US Public
Health Service. The training of minority
providers is to be implemented through
collaborations with Historically Black Col-
leges and Universities (HBCU), Hispanic
Serving Institutions and Tribal Colleges.
These efforts are designed to increase the
treatment expertise and HIV knowledge of
minority front-line providers serving indi-
viduals living with HIV/AIDS. Funds are
also intended to support minority commu-
nity based organizations to train minority
providers to deliver culturally competent
and linguistically appropriate treatment ed-
ucation services.

* The FY 2002 Labor, Health, Human Services and Education Conference Agreement states
that the $123.2 million appropriated to the CARE Act for MAI is to be used consistent with
language contained in the House report, which is provided here. Additional text is available

in the FY 2002 Conference Agreement.
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