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I. Contributors 
 
The Massachusetts Department of Public Health Office of HIV/AIDS would like to thank all of the 
participants in the process to develop this documented.  Please see page 51 for a list of those 
contributors and the organizations and Ryan White funded Part they represent.  
 
 
II. Introduction 
 
State health departments play a vital role in the delivery of HIV/AIDS care and prevention services in 
our jurisdictions. We are charged with the responsibility to administer responsive public health activities 
within our state borders, and mandated to collect and monitor HIV/AIDS surveillance and outcomes 
data. The development of planning documents for submission to the Health Resources Services 
Administration (HRSA) and the Centers of Disease Control and Prevention (CDC) represent a critical 
opportunity for Massachusetts to describe the coordination of efforts across HIV prevention, care, and 
treatment. This process also informs our efforts to develop a coordinated HIV prevention and care 
plan state plan consistent with expectations articulated in the President’s National HIV/AIDS Strategy 
(NHAS, 2010).  
 
This year, Massachusetts has elected to provide an identical introduction to our jurisdictional planning 
documents to both federal agencies (HRSA and CDC). The core content and supporting details in each 
report are tailored to the funded scope of our efforts under each agency award. We believe the 
articulation of a shared foundation for HIV prevention and care work is imperative to maximize the 
impact of federal and state investments in the HIV/AIDS response, and to ensure coordination 
between these efforts that is necessary to fully accomplish the goals of the NHAS.  
 
Massachusetts is the only state in the nation to have accomplished health care reform.  In many ways 
our experience in the administration of HIV/AIDS services to date is predictive of what the rest of the 
country may experience upon implementation of the Affordable Care Act (ACA), including Medicaid 
Expansion, elimination of pre-existing condition exclusions for insurance coverage, definition of an 
Essential Benefits Package coverage scope, and availability of subsidized and non-subsidized insurance 
plans through Health Insurance Exchanges—just to name a few. Expansion of insurance and increased 
access to care and treatment  will have a profound impact on persons living with and at risk for 
HIV/AIDS in the country, as it has in Massachusetts.  
 
Massachusetts accomplished Medicaid expansion for non-disabled persons with HIV in 2001 through 
an 1115 Medicaid waiver process, and implemented state health care reform in 2006. Between the years 
2000 and 2010 (during which both the Medicaid expansion and health care reform were accomplished) 
Massachusetts has experienced a range of positive outcomes:  
 

• decline in new HIV diagnoses of 45% 
• decline in deaths among people with HIV of 34%  
• increase in the number of people living with HIV in the state of 42% 
 

During the same time frame, enrollment in the state’s HIV Drug Assistance Program (HDAP) has 
tripled, and enrollment in medical case management services has increased by 67%. In calendar year 
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2011 over 64,000 HIV tests were performed by state-funded Prevention and Screening contracts, and 
collectively those tests identified half of all newly diagnosed cases in the state during that year.  
 
Despite profound gains in public health efforts to advance HIV/AIDS care and treatment, significant 
challenges remain. Even in Massachusetts, where we believe HIV testing, care, and treatment services 
are broadly accessible, 31% of recently diagnosed individuals are concurrently diagnosed with AIDS—
potentially indicating a late presentation to care.  In addition, health disparities persist. Gay and bisexual 
males and other men who have sex with men (MSM) continue to be the most disproportionately 
impacted population group both newly diagnosed and living with HIV/AIDS—40% of recent HIV 
diagnoses between 2008 and 2010 we in MSM and 50% of all people living with HIV/AIDS in the state 
reported an MSM exposure mode. The state epidemic also disproportionately impacts racial/ethnic 
minority populations—in a state that is 83% white (non-Hispanic), 57% of persons living with 
HIV/AIDS and 61% of recently diagnosed individuals are racial/ethnic minorities. Although the state 
has reduced the proportion of new HIV diagnoses attributable to injection drug use by 91% in the past 
ten years—accounting for 9% of recent HIV diagnoses—rates of hepatitis C acquisition remain high in 
this population. 
 
Yet the most powerful finding in Massachusetts by far is that once HIV+ individuals are engaged in 
service system, they experience very positive health outcomes; and furthermore these health gains are 
experienced relatively equally across population groups. At a state-level, engagement and retention in 
medical care, and guaranteed access to HIV treatment through a comprehensive HIV Drug Assistance 
Program (HDAP) results in higher rates of viral suppression and reduced HIV transmission. Two 
recent, large scale studies of over 1,000 HIV+ residents each demonstrated that over 95% of 
respondents were in consistent medical care, 91% were on highly active antiretroviral therapy 
(HAART), and 71%-72% were virally suppressed.  
 
As evidence has emerged in the literature over the past two years about the significance of treatment as 
prevention (TasP), we believe the Massachusetts experience further substantiates this approach—that 
an accessible and responsive care and treatment system  may in fact be the essential foundation to end 
the epidemic. The United States is about to enter a new phase of the public health response to 
HIV/AIDS. With the framework of the National HIV/AIDS Strategy, the promise of health care 
reform, and the opportunities of treatment as prevention, we have the ability to advance responsive 
care systems and optimize HIV prevention efforts.  The ways in which we blend and leverage 
HIV/AIDS prevention and care resources must evolve as the science of prevention and care reveals 
optimally effective approaches. The SCSN and the Comprehensive Prevention Plan, alongside our 
Jurisdictional Prevention Plan for HIV/AIDS reveal a coordinated approach. These documents are 
supported by the state’s newly formed HIV Planning Group, the Massachusetts Integrated Prevention 
and Care Committee (MIPPC)—which provides advisory across prevention and care arenas.  
 
In order to prepare this updated document, representatives from all Parts, including consumers, 
reviewed and amended information from the combined SCSN/Comprehensive Plan submitted to 
HRSA in 2009. After further revisions, this draft was distributed to providers and consumer 
representatives from all Parts for final comments.  As required, the integrated document identifies 
epidemiological and service trends for people living with HIV/AIDS in Massachusetts, current and 
unmet needs, barriers to services, a vision for the future, how the state will get there, and how progress 
will be monitored.  It serves as a shared understanding of need across all Parts and will be used for 
effective planning, efficient use of resources, and collaboration and coordination of HIV services 
throughout Massachusetts. 
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Representatives from all Parts have agreed on three broad goals for provision of HIV/AIDS services in 
Massachusetts.  These goals include: (1) decreasing the number of new HIV infections, (2) increasing 
the number of people who know their HIV status, and (3) increasing the number of HIV-positive 
individuals leading healthier lives.  Massachusetts has a history of effective collaboration across all Parts 
and seeks to expand such efforts.  In this spirit, the grantees from all parts work together to provide 
services for those living with HIV in Massachusetts. We look forward to consultations with both CDC 
and HRSA to continue to inform our efforts, and to advance the health and well being of persons living 
with and at risk for HIV/AIDS both here in Massachusetts and the country. 
 
 
III. Where Are We Now? 
 
A. Description of the State 
 
Geographically, Massachusetts is 190 miles long and 50 miles wide at its most distant points. 
Massachusetts is bordered by New Hampshire and Vermont in the north. In the south, Massachusetts 
is bordered by Connecticut and Rhode Island. To the east lies the Atlantic Ocean and to the west 
Massachusetts shares a border with New York. Massachusetts covers 10,555 square miles, making it the 
44th largest state of the 50 states.  

 
General Demographics of the State  
According to the 2010 U.S. Census Bureau ACS estimate as of 10/13/11, Massachusetts had a 
household population of 6.5 million.  This population is 52% female/48% male, with 22% below age 
18 and 14% aged 65 and older.  Among those reporting only one race, 80% are White; 7% are Black or 
African American; 0.3% are American Indian and Alaska Native; 5% are Asian, and 3% are two or 
more races.  Persons of Hispanic or Latino origin comprise 10% of the population. Fourteen percent of 
the population is foreign born, and 20% speak a language other than English at home.  In 2009, 
approximately ten percent of the population lived under the poverty level. 
 
 
B. Epidemiological Profile 
 
The following is a description of trends and changes in the State’s HIV/AIDS cases, including 
comparative analysis of the number of new AIDS cases reported; the number of people living with 
AIDS; and the estimated number of people living with HIV, based on the latest State HIV/AIDS 
Epidemiological Profile. 
 
HIV/AIDS Trends from 2000 to 2010 
Every year the number of people living with HIV/AIDS has increased annually as new HIV infection 
diagnoses continue to exceed the number of deaths among people reported with HIV/AIDS.  
Since 2000, there are more people living with HIV/AIDS in Massachusetts and fewer people being 
diagnosed with HIV infection. From 2000 to 2010, the number of people living with HIV/AIDS 
increased by 42%. During the same time period the number of HIV infection diagnoses decreased by 
45% and the number of deaths among people reported with HIV/AIDS decreased by 34%. 
Massachusetts is the only state in the nation with a declining HIV epidemic in terms of new diagnoses. 
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General Statistics 
 
• As of December 31, 2011, a cumulative total of 30,790 individuals were diagnosed with HIV 

infection and reported in Massachusetts, with or without an AIDS diagnosis.  

o 41% (N=12,620) have died and 59% (N=18,170) are living with HIV/AIDS 

o As of December 31, 2011, there were 18,170 people living with HIV/AIDS who were 
diagnosed in Massachusetts. An additional 2,116 people living with HIV/AIDS in 
Massachusetts were first diagnosed in another state.i 

• Including estimates of Massachusetts residents infected with HIV who do not yet know their status, 
who have not been reported, or who were first reported in another state, there are 26,000 – 28,000 
individuals currently living with HIV/AIDS in the Commonwealth.   

o An estimated 21% of people with HIV infection do not know their status ii 

 
Who is currently living with HIV/AIDS?  
 
• Forty-four percent of people living with HIV/AIDS in Massachusetts are white (non-Hispanic), 

30% are black (non-Hispanic), 25% are Hispanic/Latino, 2% are Asian/Pacific Islander, and less 
than 1% are of other/undetermined race/ethnicity.  To illustrate racial and ethnic disparities, black 
(non-Hispanic) individuals make up 6% and Hispanic/Latino individuals 8% of the total 
Massachusetts population.  

• Male-to-male sex and injection drug use are the leading reported exposure risks for HIV infection 
among all people living with HIV/AIDS, accounting for 36% and 21% of all exposures, 
respectively.iii 

                                                 
i Effective January 1, 2011, the Massachusetts Department of Public Health (MDPH), Bureau of Infectious Diseases, HIV/AIDS fact sheets, 
epidemiologic reports and other HIV data presentations have been updated to remove all HIV/AIDS cases who were first diagnosed in another state 
before being reported in Massachusetts. As of January 1, 2012, this resulted in the removal of 2,924 HIV/AIDS cases, of which 808 have died and 2,116 
were living. These persons living with HIV/AIDS may still continue to reside and receive care in the Commonwealth. The total number of persons living 
with HIV/AIDS, irrespective of location of diagnosis, is the basis for MDPH service planning. This change is partially a result of increased activities 
required by the Centers for Disease Control and Prevention (CDC) for de-duplication among states in an effort to identify cases that are counted multiple 
times in the National HIV/AIDS surveillance system. The cases are assigned to the state that reports the earliest date of AIDS diagnosis if available. If the 
case has not progressed to AIDS, the case is assigned to the state with the earliest HIV diagnosis date. Please note that all previous HIV/AIDS fact sheets, 
data reports and presentations include cases that may have been first diagnosed in another state. 
 
ii Centers for Disease Control and Prevention. HIV Prevalence Estimates — United States, 2006. MMWR 2008;57:1073-1076 
 
iii Effective January 1, 2011, the Massachusetts Department of Public Health (MDPH) HIV/AIDS fact sheets, epidemiologic reports, and other data 
presentations have been updated to eliminate the presumed heterosexual exposure mode category for males; those cases have been reassigned to the no 
identified risk (NIR) exposure mode category. The presumed heterosexual exposure mode category was used with the intention of identifying HIV 
exposure mode for females when sex with males is the only reported risk factor, there is no evidence of current or past injection drug use (IDU), and 
behavioral risk and HIV status information about male sexual partners are unknown. Twenty-nine percent of females living with HIV/AIDS and 40% of 
recent female HIV diagnoses are reported in the presumed heterosexual exposure mode category. The application of the presumed heterosexual exposure 
mode category to males is overly inclusive in that female to male HIV transmission is biologically less probable, and there are alternate exposure modes that 
are possible for males, including sex with other men (MSM) or IDU. The CDC reports males diagnosed with HIV/AIDS who report sex with females as 
their only risk factor, without corresponding partner risk or HIV status information, in the NIR exposure mode category. This revision to report presumed 
heterosexual male HIV/AIDS cases as NIR will bring Massachusetts HIV/AIDS case reporting for males in alignment with CDC standards. The MDPH 
will maintain presumed heterosexual and heterosexual exposure mode categories for females.  
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• Among males living with HIV/AIDS, 51% are white (non-Hispanic), 24% are black (non-Hispanic) 
and 23% are Hispanic/Latino.  

• Among females living with HIV/AIDS, 26% are white (non-Hispanic), 44% are black (non-
Hispanic) and 28% are Hispanic/Latina. 

 
Who is experiencing differential impact from HIV/AIDS?  
 
• With age-adjusted prevalence rates of 1,512 and 1,162 cases per 100,000, black (non-Hispanic) and 

Hispanic/Latino populations are affected by HIV/AIDS at levels 11 and eight times that of white 
(non-Hispanic) individuals (137 per 100,000).  

• With age-adjusted prevalence rates of 1,853 and 1,665 cases per 100,000, black (non-Hispanic) and 
Hispanic/Latino males are each affected by HIV/AIDS at levels eight and seven times that of 
white (non-Hispanic) males (233 per 100,000).  

• With age-adjusted prevalence rates of 1,226 and 719 cases per 100,000 population, black (non-
Hispanic) and Hispanic/Latina females are affected by HIV/AIDS at levels 26 and 15 times that of 
white (non-Hispanic) females (47 per 100,000).  

 
Who is most at risk of HIV infection?  
 
Trends in the distribution of HIV infection diagnoses from 2001 to 2010 are used to highlight 
populations at elevated risk of HIV infection. These trends, as well as the distribution of 1,994 people 
who were recently diagnosed with HIV infection within the three-year period 2008 to 2010, provide 
useful information for planning HIV prevention programs. 
 
• The number of HIV diagnoses reported decreased annually from 985 in 2001 to 653 in 2009.  

• As of January 1, 2012, 648 HIV diagnoses were reported for 2010.  

• From 2001 to 2010, the distribution of people diagnosed with HIV infection by gender ranged 
from 68% to 75% male and 25% to 32% female.  

• From 2001 to 2010, 38% to 43% of HIV diagnoses were reported in white (non-Hispanic) 
individuals; from 30% to 35% in black (non-Hispanic) individuals; and from 23% to 27% in 
Hispanic/Latino individuals. 

• From 2001 to 2010, the proportion of HIV diagnoses where injection drug use was the mode of 
exposure decreased from 20% to 11%. 

• Among individuals recently diagnosed with HIV infection (within the three-year period 2008 to 
2010), male-to-male sex was the leading reported exposure mode, accounting for 40% of diagnoses, 
followed by people of undetermined risk (24%). 
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• Among males diagnosed with HIV infection, the proportion of HIV diagnoses with male-to-male 
sex as the primary reported exposure mode increased from 44% in 2001 to 51% in 2010.  

• From 2001 to 2010, the proportion of HIV diagnoses among females exposed to HIV through 
reported sex with males of unknown risk and HIV status (presumed heterosexual sex) increased 
from 32% to 43%. 

• From 2001 to 2010, the proportion of people born outside the US among those diagnosed with 
HIV infection remained between 29% and 33%. 

• During the same time period the proportion of individuals born outside the US among females 
increased from 37% to 52%.  

• Ninety-two percent of white (non-Hispanic) individuals diagnosed with HIV infection within the 
three-year period 2008 to 2010 were born in the US, compared to 48% of black (non-Hispanic) 
individuals and 32% of Hispanic/Latino individuals.  

• During the same time period, 51% of black (non-Hispanic) individuals diagnosed with HIV 
infection within the three-year period 2008 to 2010 were born outside the US, compared to 35% of 
Hispanic/Latino individuals and 8% of white (non-Hispanic) individuals. An additional 33% 
percent of Hispanic/Latino individuals diagnosed with HIV infection during this time period were 
born in Puerto Rico or another US Dependency, compared to less than one percent of both black 
(non-Hispanic) and white (non-Hispanic) individuals. 
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Who is being concurrently diagnosed with HIV and AIDS?  
 
“Concurrent diagnosis”, diagnosis with both HIV infection and AIDS within two months, likely occurs 
in people who have been infected for some time prior to learning of their status and are therefore late 
to access HIV-related care and treatment. As such, concurrently diagnosed individuals may not 
experience the full benefits of these services, including improved health, better quality of life, longer 
survival and reduction in the likelihood of transmitting HIV to others. 

• From 2008 to 2010, 626 people had AIDS when HIV infection was diagnosed (or were diagnosed 
with AIDS within two months), representing 31% of the 1,994 diagnoses of HIV infection during 
this time period. 

• For the first time in recent years, the proportion of people concurrently diagnosed is similar for all 
regions of birth: 33% in people born outside the US, 31% in those born in the US and 28% in 
those born in Puerto Rico/US Dependency. In prior years, the proportion of concurrent diagnoses 
was much higher among those born outside the U.S. compared to those born in the U.S. or its 
dependencies. 

 
How have patterns of AIDS diagnoses changed over time? 
 
• After reaching a plateau of incidence approaching 900 new AIDS diagnoses each year from 1997 to 

1999, reported AIDS incidence declined from 2000 to 2010, when 394 cases of AIDS were 
reported.  

• From 2001 to 2010, the proportion of newly diagnosed AIDS cases among white (non-Hispanic) 
individuals ranged from 36% to 43%. The proportion of AIDS cases among Hispanic/Latino 
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individuals from 2001 to 2010 ranged from 23% to 27%. The proportion among black (non-
Hispanic) individuals ranged from 30% to 36% from 2001 to 2010. 

• For 12 years, from 1992 through 2003, the number of new AIDS diagnoses with injection drug use 
as the reported exposure mode surpassed the number of AIDS diagnoses with male-to-male sex as 
the reported exposure mode (625 MSM vs. 668 IDU in 1992 and 145 MSM vs. 176 IDU in 2003). 
From 2004 through 2010, the trend reversed with the number of new AIDS diagnoses with male-
to-male sex exceeding the number of those with injection drug use (178 MSM vs. 164 IDU in 2004 
and 109 MSM vs. 79 IDU in 2010).  

 
Who is dying with HIV/AIDS and how has this changed over time? 
 
• After reaching a peak of 1,156 in 1994 (data not shown), deaths among people reported with AIDS 

declined each year until 1998, when there were 320 deaths. (Deaths in people reported with HIV 
infection [non-AIDS]iv are not available prior to 1999 because HIV infection was not a reportable 
condition before that time.) 

 

 
 

• In 2010, the annual number of deaths of people reported with HIV (non-AIDS)v and AIDS 
declined to a low of 232. 

                                                 
iv People with HIV infection (non-AIDS) refers to those who were reported with an HIV infection diagnosis and did not progress to AIDS before death. 

 
Data Sources: 

HIV/AIDS Case Data: Massachusetts Department of Public Health, HIV/AIDS Surveillance Program, all data as of 1/1/12 
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• From 2001 to 2010, the proportion of deaths among males reported with HIV/AIDS ranged from 
66% to 74% and among females from 26% to 34%.  

• From 2001 to 2010, the proportions of deaths among people reported with HIV/AIDS by 
race/ethnicity remained fairly stable with roughly half of deaths each year among white (non-
Hispanic) individuals and roughly one quarter each among black (non-Hispanic) and 
Hispanic/Latino individuals. 

• From 2001 to 2010, the distribution of deaths among people reported with HIV/AIDS by 
exposure mode remained fairly stable, with roughly half of deaths each year in people with a 
primary reported risk of injection drug use and 15% to 23% in people with a risk of male-to-male 
sex.  

• From 2001 to 2010, the proportion of deaths among people reported with HIV/AIDS with a 
primary reported risk of heterosexual sex (with partners of known risk and/or HIV status) ranged 
from 6% to 12%; presumed heterosexual sex (female reporting sex with male of unknown risk and 
HIV status) from 2% to 6%; male-to-male sex and injection drug use (MSM/IDU) from 3% to 9%; 
other risks <1% to 2%; and undetermined exposures 7% to 14%.  

 

D. Assessment of Need 
 
1. Introduction  
 
In 2009 MDPH and the Boston Public Health Commission (BPHC) collaborated to fund John Snow 
Inc. (JSI) to conduct a state- and EMA-wide consumer needs assessment of persons living with 
HIV/AIDS. The final report, Massachusetts and Southern New Hampshire HIV/AIDS Consumer Study 
details health status, service needs, and level of connection to medical and social support services of a 
subgroup of HIV+ residents. The survey engaged over 1,000 consumer respondents, making this the 
largest local sample of People Living with HIV/AIDS (PLWHA) in Massachusetts to date—
representing 5.8% of all HIV+ cases reported to the state surveillance program.  
 
Community input, including feedback input from consumers, was a key component of each stage of the 
project. Before the survey was drafted, JSI attended several regularly-scheduled meetings of local 
advisory groups and community planning bodies to solicit input on the project. Draft versions of the 
survey tools were pilot-tested with group of PLWH, all of whom were members of either the Part A 
Planning Council or the OHA Statewide CAB. Participants provided feedback on the process of 
completing the surveys, the content of the questions, as well as the appropriateness of the proposed 
incentives. Once the survey tools were finalized in English, the surveys were translated into Spanish, 
Portuguese and Haitian-Creole representing the major linguistic minorities affected by HIV in the state.  
 
The survey process involved two phases. In Phase I, short form surveys were distributed by mail to 
PLWH through funded HIV case management service providers, as well as to participants in the 
Massachusetts HIV Drug Assistance Program (HDAP). To reach homeless PLWH, JSI worked with 
Boston Health Care for the Homeless Program (BHCHP), a local organization that provides primary 
care and other services for individuals who are homeless. To reach PLWH who are not in care, JSI 
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worked with HIV peer support providers asking them to distribute survey packets to PLWH who they 
knew or suspected were not in care. 
 
Questions on the Phase I (short form) focused on HIV service needs and barriers to care. In Phase II, 
Phase I participants who volunteered could fill out a more in depth long form online, by phone, or by 
mail. Each Phase II participant received a unique code that would enable their Phase II surveys to be 
linked to their Phase I responses. 
 
The Consumer Study was distributed in four languages, English, Spanish, Haitian-Creole, and 
Portuguese. Methodologies included strategies to engage hard-to-reach populations, such as homeless 
individuals and individuals not in care. Survey content addressed a range of issues including connection 
to health services, service gaps, barriers to care, and stigma in addition to detailed questions about care 
patterns, co-morbidities, mental health, substance use, disability, aging, and employment.  
 

Description of the needs of individuals with HIV and affected subpopulations  
Key results of the Consumer Study pertaining to Massachusetts residents include the following: 
 
Health Status 
• Ninety-nine percent (99%) of the sample was currently receiving medical care, and 96% were also 

receiving other HIV/AIDS services. 
• Seventy-two percent (72%) of respondents reported an undetectable HIV viral load—more than 

three times the rate of viral suppression reported nationallyvi.  
• Seventy percent (70%) of respondents reported that their health was good, very good, or excellent. 
 
Stigma 
• Issues related to stigma and disclosure persists in the population. Between 54% and 79% of 

respondents reported feeling stigmatized by their HIV status according to different scales. 
• Fifty-five percent (55%) of respondents said they agreed (or strongly agreed) with the following 

statements: “I worry that people who know I have HIV will tell others” and “Most people are 
uncomfortable around someone who has HIV.”  

• Additionally, 48% agreed (or strongly agreed) with the statement “I work hard to keep my HIV a 
secret from others.” 

  
Needed and Used Services 
• The top two “needed and used” services were Primary Care (92%) and Drug Reimbursement (86%) 

confirming that these services were readily available and accessed with limited barriers. 
• Ninety-eight percent (98%) of Massachusetts respondents reported visiting their medical provider 

within the 12 months prior to the survey, and 95% had done so within the prior six months.  
• Ninety-one percent (91%) of respondents indicated they were taking HIV medications, and the 

majority of the sample relied on one or more forms of public assistance to cover medication costs. 
 

Service Gaps 

                                                 
vi “New Hope for Stopping HIV: Testing and Medical Care Save Lives”, CDC Vitalsigns (December 2011) 
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• The top three service gaps (“needed and couldn’t get”) included Rental Assistance (25%), Food 
Bank/Food Vouchers (21%), and Dental Services (18%). 

• Service gaps were experienced most acutely by HIV+ individuals who were women, people of color, 
living at or below the federal poverty level, and non-U.S. born. 

 
Essential Services 
• Survey respondents identified primary care, HIV medications, help with benefits, dental services, and 

case management as the most essential services. 
• These services were even more likely to be identified as essential by HIV+ individuals who were 

women, people of color, living at or below the poverty level, living with a disability or other chronic 
condition, and non-U.S.-born. 

• Of those services rated “essential,” only dental services were also identified as a service gap. 
 
Substance Abuse 
• Thirty-nine percent (39%) of respondents said they had ever been diagnosed with an alcohol or drug 

abuse problem.  
• The vast majority of these respondents (96%) said they had used some form of drug/alcohol 

services, underscoring the accessibility of substance use treatment services for respondents. 
 
Mental Health 
• Forty-seven percent (47%) of respondents reported they had been diagnosed with a mental health 

condition in the three months prior to the survey, including depression (83%) and an anxiety disorder 
(61%). 

• Of those respondents reporting mental health symptoms in the last thirty days, 75% reported that 
someone had talked with them about mental health in the prior six months. 

 
The findings from the Consumer Study reinforce that the majority of PLWHA in Massachusetts are in 
good health. Due to the availability of a full range of high-quality clinical and non-clinical support 
services and progressive public health policies including the implementation of state health care reform, 
reported access to medical care and engagement and retention in care and treatment is high. While 
there have been many successes, some challenges remain. Of particular note is the continued impact of 
stigma in the lives of PLWHA, and how perceptions of stigma negatively impact the ability of 
respondents to seek support from family and friends. There remains a small but significant group of 
PLWHA who waited more than one year after an HIV diagnosis to enter medical care, and another 
group who experienced barriers to adhere their HIV medications that led to a treatment interruption of 
a week or more.  
 
The survey findings indicate HIV+ residents in Massachusetts benefit from the rich health and social 
services infrastructure in Massachusetts, and that efforts to combat stigma and strengthen advocacy 
services for the most vulnerable consumers remains a need. The survey findings, in the context of other 
assessments across the state, will inform service development and enhancements for people living with 
HIV/AIDS in 2012.  
 

In addition to the large scale consumer survey described above, a variety of needs assessments are 
regularly performed by the various Ryan White funded Parts in the state.  Those assessments are briefly 
detailed below. 
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Part A.  Since 2009, the Planning Council has used a variety of methods to assess the need for services 
among PLWH in the EMA, as well as potential barriers to care. Each year, the Part A Planning Council 
completes an annual report: Assessment of Issues that Affect the Service Needs of People Living with HIV/AIDS 
in the Boston EMA, and Funding Streams Overview of Funding for HIV/AIDS Services in the Boston EMA.  This 
information is compiled each year from data contained in the annual Ryan White Part A grant 
application and from additional research conducted by the Planning Council Support staff. 
Listed below are 18 studies and discrete data collection activities that were completed in each calendar 
year by Part A Quality Management contractors since the last Part A Comprehensive Plan was 
approved in December 2009. 
 
2009   

• JSI: Annual Outcomes Report FY 2008 Outcomes Measurement Summary Mid-year FY 2007- Year End 
FY 2008  

• JSI: Clinical Care Quality Assurance Project; Trends in Clinical Performance & Clinical Outcomes in 
Massachusetts Funded Clinics 2004-2008  

• JSI: Minority AIDS Initiative: Outcomes Measurement Summary Annual Report FY 2008 Mid-Year 
2007- year-End FY 2008 

• Suffolk University:  The Impact of Aging on the Quality of Life of People Living with HIV in the Boston 
EMA: Understanding Aging and HIV Through the Personal Experiences of Consumers FY 2009: March 
2009-February 2010  

• JSI: Unmet Need for HIV Primary Medical Care among PLWHA Residing in the Boston Eligible 
Metropolitan Area in 2007.  
 

2010 
• JSI: Minority AIDS Initiative: Outcomes Measurement Summary Annual Report FY 2009 Mid-Year 

2008-Year End 2009  
• JSI: Annual Outcomes Report FY 2009: Outcomes Measurement Summary Mid-Year 2008- Year-End 

2009 
• JSI: HIV/AIDS Clinical Care Quality Management Chart Review: Characteristics of Patients with Low 

CD4 Counts in 2008 Factors Associated with Improved Immunological Status from 2004 through 2008 
• JSI: Mental Health and People Living with HIV/AIDS in Boston Eligible Metropolitan Area Additional 

Analysis of the 2009 MA and Southern NH HIV Consumer Study 
• JSI: Mental Health People Living with HIV/AIDS in the Boston Eligible Metropolitan Area Fact Sheet 
• JSI: People Living with HIV/AIDS Over  50 in the Boston Eligible Metropolitan Area Additional 

Analysis of the 2009 MA and Southern NH HIV Consumer Study 
• JSI: People Living with HIV/AIDS Over 50 in the Boston Eligible Metropolitan Area Fact Sheet 

 
 
2011 
 

• JSI: Minority AIDS Initiative Outcomes Measurement Summary Annual Report FY 2010: Year-End FY 
2008- Year-End FY 2010 (February 2009- February 2011) 

• JSI: Annual Outcomes Report Outcomes Measurement Summary Annual Report FY 2010 (February 2009- 
February 2011)  
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• JSI: 2011 Support Services Impact Report Measuring the Impact of Health-Related Support Services on Ryan 
White Part A Program Client Outcomes: 2011 Outcomes Update with a Focus on Clients in the Lower 
Quartile 

Part B.  On September 30, 2009, the MDPH Office of HIV/AIDS and BPHC AIDS Program 
convened providers and consumers for a meeting entitled “The Future of HIV Prevention and 
Services: An Opportunity for Dialogue” to discuss strategies for maximizing client engagement, 
increasing opportunities for clinical screening, and enhancing linkages to appropriate care services. 
Several system priorities emerged from the discussion groups, including the following:  

• Service integration, collaboration, and communication among prevention, care, and support 
service providers 

• Enhanced access via service co-location, flexible hours, geographic availability, home-based 
options, etc. 

• Highly skilled and culturally competent staff  
• Active consumer and provider networks  
• Integration of health promotion (sexual health, addiction/recovery, mental health, etc.) service 

delivery frameworks into prevention, screening and referral programming 
• Accessibility of individual and group-level peer support and positive prevention services 
• Support for team-based service provision develop a team approach that includes medical and 

social case management functions, mental health care, and peer support; 
• Promotion of tiered medical case management service provision 
• Preservation of mechanisms for preserving client input into service delivery options when 

entering care and throughout service delivery, 
• Streamlining administrative requirements (e.g., uniform data collection practices, etc. 

 
MDPH followed up this process with several meetings to collect additional information. A meeting 
with peer support program coordinators and peer leaders took place in October 2009, and a meeting 
with food services providers took place in February 2010.  The goal of both of these meetings was to 
assess systems-level issues, discuss service priorities, and solicit information about proposed funder 
guidance. During the spring of 2010, OHA and BPHC staff visited clinic-based and community-based 
agencies to gather information about client needs and the capacity of current service systems to address 
those needs.  Discussions about access to and engagement in HIV medical care, and the coordination 
of services to achieve these goals, were emphasized.  Information from these meetings was synthesized 
and discussed during procurement planning meetings, ultimately resulting in the 2011 procurement of 
HIV/AIDS Medical Case Management and Health-Related Support Services, subsequent funding 
decisions, and follow up technical assistance and capacity building activities. 
 
 
Part C. Data from a clinical chart review (see HIV Medical Needs below), which covers all of the 
MDPH OHA-funded regional and affiliated primary care sites, most of the Part C funded programs, as 
well as a number of the Part A settings, has provided the most comprehensive view of cross-facility, 
cross-population, and cross-jurisdiction process of care and client health status information.  Though 
started primarily as a CQI effort, the findings from these reviews continue to provide powerful 
statewide and local needs assessment information, including information about disparities, that help 
inform ongoing program development across services areas, from case identification to housing 
support.  The chart reviews extract data from public sites, targeting Ryan White HIV/AIDS Program  
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clients, and thus providing cross-sectional data on those clients with the greatest needs.  These clients 
represent a diverse patient population with increased needs as compared to surveillance data alone.  
Clinical chart review data are supporting community and statewide processes of program development 
and resource allocation. 
 
Part D.  In 2009 Massachusetts Community AIDS Resource Enhancement (MassCARE), the MDPH 
statewide program for women with HIV and their children and families underwent a strategic planning 
process to develop a new model to address the changes reflected in the populations living with 
HIV/AIDS, notably the decreasing numbers in the pediatric age group.  A consultant was engaged 
from outside the Department who led a rigorous year-long process to deliver recommendations to 
MDPH regarding 1) the populations to serve 2) the services to provide, 3) the communities to focus on 
and 4) which type of organization to site the services.  The process included individual interviews, focus 
groups with all key constituencies and stakeholders, as well as a Leadership team with internal staff, 
external partners and consumers. 
 
Recommendations from the strategic planning process were to shift away from pediatric focus, while 
still caring for all infants to youth with HIV (including situationally affected), increase focus on services 
for women of childbearing age, partner entirely with community health centers using an HIV medical 
home approach, focus services on medical case management, strengthen peer services, target fewer 
communities to increase resources in the sited locations and ultimately serve more individuals. 
 
In addition, MassCARE prepared program-specific needs assessment in early 2012 as part of the 
application for funding. 
 
Finally, the Massachusetts Pregnancy Risk Assessment Monitoring System (PRAMS) data  continues to 
shows that rates of HIV testing in pregnancy differ significantly depending on mothers’ race/ethnicity, 
age and education levels. PRAMS has been tracking statewide rates of HIV testing in since 2006.  The 
MassCARE Director is a member of the PRAMS Advisory Group and MADPH has also received 
technical assistance from the FIMR/HIV (Fetal Infant Mortality Review/HIV) Project, a partnership of 
CityMatch and ACOG.  Massachusetts is in the early planning stages and expects to become a partner 
in these efforts to continue to track and monitor the rate of testing, rate of perinatal transmission and 
learning from missed opportunities. In addition, MassCARE has contracted with a HIV Perinatal 
Consultant to provide support and assistance with this project as well as other initiatives to be 
developed to prevent MTC transmission. 
 
 
Part F and SPNS. Each of these Parts conducted program-specific needs assessments. These needs 
assessments focused on a range of issues, from examining local health services' infrastructure to 
evaluating the general needs of people with HIV in a specific service or geographic area.  
 
In addition to these needs assessments, this SCSN has been developed using other existing quantitative 
and qualitative information including Massachusetts HIV and AIDS Surveillance Reports, the most 
recent Massachusetts Census Data and utilization reports from HIV-related programs from across the 
Commonwealth. 
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2. Unmet Need  
 
Massachusetts uses the unmet need framework developed by the University of California, San 
Francisco to evaluate HIV care patterns in the state. The framework estimates unmet need by taking 
the difference between the total population of HIV+ and aware individuals and the total number of 
HIV+ and aware people who are receiving HIV primary care (receiving primary care as defined by 
HRSA as documentation of receipt of viral load test, CD4 count, or antiretroviral drugs (ARVs) during 
the 12-month period).   
 
Because the Massachusetts HIV/AIDS Surveillance system does not collect the required variables to 
calculate the unmet need estimate, a single dataset approach is not possible. Therefore, the OHA uses 
analysis of existing datasets for the purposes of calculating unmet need. HIV Surveillance, Medicaid 
claims, inpatient discharge, and medical chart review data were all used in calculating the estimate.  
Using these datasets, the unmet need estimate for people age 13 and older living with HIV non-AIDS 
and aware in Massachusetts is 10%; the estimate for people living with AIDS and aware of their status 
was also 10%. As of the end 2010, an estimated 802 people living with HIV non-AIDS and 963 people 
living with AIDS were not receiving HIV primary care, similar with previous years. Due to limitations 
within the data sources, unmet need for risk populations by mode of exposure, gender, age, race, or 
ethnicity could not be calculated. 
 
Given the data sources available in this calculation, the OHA believes that the 10% unmet need 
estimate is a reliable assessment of the actual proportion of PLWH in Massachusetts who were not 
engaged in HIV primary care in 2010. However, the validity of the estimate depends on the accuracy of 
assumptions made, mainly the distribution and number of PLWH covered by public and private 
insurance, and the representativeness of the respective extent to which unmet need estimates for 
privately insured PLWH (as represented by limited chart review data) and publicly insured PLWHA 
(derived from Medicaid claims) accurately characterize the level of care engagement of these 
populations. Despite these limitations, the calculated unmet need is the best approximation given the 
information available at this time.  
  
The OHA requires contracted HIV Counseling, Testing, and Referral (CTR) providers and Medical 
Case Management (MCM) providers to find people who are not in care and link them to primary 
medical care. CTR contracts require that clients testing positive must be linked to primary care by 
agency staff who provide supported referrals to clients, help them make initial medical appointments, 
and document their attendance at the first medical appointment using OHA CTR client data collection 
forms (with CDC-required indicator variables, including linkage to medical care and referral to Partner 
Services and other prevention supports). MCM contracts stipulate that providers implement 
mechanisms to identify clients who are “lost to care,” contact these clients, and help them re-engage in 
care. MCM providers are required to work with clients to identify and manage barriers to retention in 
care that may include, but are not limited to, active substance use, mental health challenges, housing 
instability, transportation barriers, changes in insurance status, or lack of knowledge regarding the 
importance of appointment and medication adherence to achieving and maintaining health-related 
goals.   
 
In many cases, agencies will help clients access peer support services connected with the MCM program 
so that HIV+ peer leaders can help clients prepare for appointments, understand information related to 
HIV management, and develop strategies for managing medication adherence challenges. Peer leaders 
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also accompany clients to medical visits and provide emotional support that can prove invaluable to 
clients struggling with feelings related to self-efficacy, stigma, and disclosure, all of which impact 
retention in care. The results of the Consumer Survey described above indicated that 70% reported 
experiences of stigma that resulted in a delay in care entry, interruption in medication adherence, or 
challenges to access care and support services. 
 
The results of the unmet need analysis will be utilized for planning, allocation of resources, and addressing 
gaps in the existing system of care. In the past, analyzing existing datasets have allowed for prioritization of 
services to underserved populations, expansion of services in certain parts of the state, and the 
encouragement of partnerships to more efficiently utilize resources and enhance linkages. The OHA’s 
experience with integrating data analysis into program planning will help to optimize Unmet Need results.  
 
The OHA will utilize the results of the Consumer Survey, combined with ongoing Chart Review, and 
epidemiologic data related to concurrent diagnosis (a proxy for late entry to HIV care) to further define 
which population groups fall into the 10% of PLWHA in the state that experience unmet need. The OHA 
is currently utilizing state resources to explore factors that result in concurrent diagnosis through a 
collaborative effort with the state HIV/AIDS Surveillance Program—a survey effort similar to the 
Consumer Study referenced above that will engage concurrently diagnosed persons through their medical 
provider to participate in a multi-staged survey about health care experiences. The study has received IRB 
approval and will be initiated in the early part of calendar year 2012.  
 
 
3)  Early Identification of Individuals with HIV/AIDS (EIIHA)  
 
Knowledge of HIV status through routine offering and targeted HIV testing in clinical and non-clinical 
settings is the cornerstone of OHA’s Prevention and Screening Unit. Identifying new and previously 
known but not in care HIV+ individuals are goals of the OHA intended to reduce new infections and 
promote medical adherence among HIV+ individuals. The OHA recognizes that confidential testing 
must be offered as a routine component of urgent, primary, and specialty care in both HIV-specific and 
other settings (such as behavioral health treatment and counseling), and as targeted interventions 
tailored to the needs of the parent and target groups identified above. For example, in Massachusetts, 
non-U.S. born individuals are disproportionately more likely to be diagnosed with HIV later in the 
course of their infection when viral loads are higher and HIV is more transmissible.vii Working to 
understand the range of barriers impacting immigrants and refugees and promoting and supporting 
systems that help manage these barriers is essential to the OHA’s strategic service planning initiatives 
related to increase awareness of HIV status. 
  
Knowledge of HIV-related risk is also to be considered a priority issue related to awareness of HIV 
status. Between 2008 and 2010, epidemiologic data shows a high percentage of individuals in the 
undetermined exposure mode category among new diagnoses of black, non-Hispanic (58%) and 
Hispanic/Latino individuals (36%).viii Though there may be a variety of contributing factors (including 
stigma, as described below), it is possible that a number of these individuals were not aware of their risk 
for HIV prior to diagnosis.   

                                                 
vii Massachusetts Department of Public Health, Bureau of Infectious Disease, Office of HIV/AIDS. “Concurrent Dilemmas: Lateness to HIV/AIDS 
care as a challenge to both prevention and treatment.” (December 2009). 
viii Massachusetts Department of Public Health, Bureau of Infectious Disease, Office of HIV/AIDS. “Intersecting Risks: HIV Infection Among 
Heterosexual Women and Men in Massachusetts.” (December 2010). 
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For MSM, additional priority issues include the availability of routine sexual health screening and 
knowledge of the HIV status of one’s self or partner. The issues are best addressed by education and by 
promotion of routine sexual health screening in clinic-based and non-clinic-based settings (e.g., targeted 
screening). For MSM with an STI diagnosis, particularly syphilis, HIV testing offers a unique 
opportunity to learn HIV status and address barriers to sexual and drug use harms. 
 
For women, lack of routine screening or knowledge of partner risk behaviors are major priority issues 
related to awareness of HIV status. For some women, situational life circumstances present barriers to 
routine screening and consistent engagement in care. This may be particularly true for women who are 
parenting young children, who engage in sex work, or who are in abusive relationships. The OHA 
addresses these conditions through the promotion of routine screening in high prevalence areas, 
through targeted screening initiatives, and by offering HIV testing in mobile health units. 
  
Many youth also experience a belief that they are not at risk for HIV. Youth may initiate sexual activity 
with older individuals whose HIV status is unknown to them. In addition, there have been 
concentrations of STIs diagnosed among some populations of young people in large urban areas of 
Massachusetts. The OHA is addressing these issues by promoting comprehensive sexual health 
screening and, for some subsets of youth, funding targeted screening services for youth believed to be 
at high risk for HIV, notably young gay and bisexual men and young injection drug users. 
 
For injection drug users, the demand for substance use counseling and treatment exceeds the supply of 
these services which could otherwise present opportunities for connection to HIV testing. In addition, 
the availability of clean syringes and needles is a priority initiative that can impact awareness of HIV 
status because access to sterile drug injection equipment is critical to promoting and maintaining a 
range of healthy behaviors that result in positive health outcomes.  All syringe services programs 
(funded by state funds) are required to receive local approval from cities and towns before offering 
services in those areas. These programs are able to offer additional services such as HIV screening and 
help support engagement in the service system. Due to barriers to their existence, however, they are not 
available in all communities across the state. The OHA is addressing these issues by continuing to 
support its four funded four syringe exchange programs, developing plans to initiate a pilot pharmacy-
based syringe voucher program, and addressing barriers to accessing clean syringes and needles at 
pharmacy chains without experiences of stigma. In addition, the OHA collaborates with the MDPH 
Bureau of Substance Abuse Services on an Overdose Prevention & Reversal Pilot Project. This main 
goal of this project is to prevent and reverse opioid-related overdoses through use of Nasal Naloxone 
(Narcan). A major added benefit of the initiative is the opportunity created to engage clients who may 
not otherwise be seen in the medical care or HIV service system. 
 
Stigma remains widely prevalent among individuals living with HIV.  Key findings of the 2009 
MDPH/Boston Public Health Commission/John Snow Inc. HIV/AIDS consumer survey demonstrate 
that a majority of survey respondents expressed feeling stigmatized by their HIV status. Fifty-five 
percent (55%) of respondents said they agreed (or strongly agreed) with the following statements: “I 
worry that people who know I have HIV will tell others” and “Most people are uncomfortable around 
someone who has HIV.” Stigma related to HIV clearly presents a barrier to people in terms of their 
willingness to access HIV testing, learn their HIV status, and disclose their status to medical providers, 
sexual partners, family members, and others. 
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MDPH has long recognized the importance of culturally competent care and that individuals are more 
likely to access care in environments where they feel welcome, understood, and respected.  This is true 
for medical care, behavioral health services, and social support services which, when provided in high 
quality and responsive settings, have great power to improve health outcomes. Providing culturally 
competent care requires expertise among leadership in organizational development so that agencies can 
cultivate environments where individuals from a wide range of populations, backgrounds, and 
perspectives feel supported. Additionally, staff must be trained and offered consistent, high quality 
supervision so that they have the content knowledge, understanding of service frameworks, and skills 
that enable them to serve clients well. Ensuring this level of care in every area of the state is a challenge, 
and HIV providers and OHA staff continually strive to improve. Both HIV providers and OHA staff 
understand the impact of this particular challenge on successful initiatives related to HIV testing and 
engagement in care. 
 
 
4.) Special Populations 
 
The following population groups have been prioritized through an analysis of local data and 
recommendations from the OHA’s advisory bodies, the Statewide Consumer Advisory Board and the 
Massachusetts HIV Prevention Planning Group (prior to its transition to the Massachusetts Integrated 
Prevention and Care Committee): gay/bisexual men and other men who have sex with men (MSM), 
injection drug users (IDU), African-American and other black women and men, Latino/a women and 
men, Immigrants and Refugees (I/R), transgender women, and LGBTQ youth (with particular 
emphasis on young gay, bisexual, and transgender youth of color).   
 
The following groups will comprise the parent groups of the EIIHA matrix: African-American and 
other black individuals, Hispanic/Latino individuals, gay and bisexual males and other MSM, 
immigrants and refuges, and injection drug users.  The following groups will comprise the target groups 
of each parent group: 

• African-American and black and Hispanic/Latino parent groups: MSM, women in high-
incidence geographical areas, individuals with an STI diagnosis, and individuals in 
serodiscordant relationships; 

• Gay/bisexual men and other MSM parent group: youth under age 25, individuals with an STI 
diagnosis, and individuals in serodiscordant relationships;   

• Immigrant and refugee parent group: individuals who engage in heterosexual sex with partners 
of unknown HIV status, individuals diagnosed with TB or TBI, and individuals who have 
emigrated from high-incidence countries; and 

• Injection drug user parent group: injection drug using partners and youth under age 25. 
 
Additional populations identified by the SCSN/Comprehensive Plan Working Group: 
 
• Refugees and Immigrant population – ineligible for health insurance (due to the affordable care 

act) and immigrants may feel further isolated. Group notes a need to document the needs of 
immigrants who are under represented and who require advocacy for the Health Safety Net pool 
and create consistency across state programs serving this population.  30 % of all HIV positive 
individuals are undocumented. 
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• Youth Population: Healthcare transition and needs youth have around support i.e., Peers, case 
management, life skills building, job readiness, (incorporate info from BU study – get from 
Sandra??) 

 
• Pregnant women : The testing rates are not where they need to be and there is a need to look at 

missed opportunities for testing pregnant women.  
 

• HIV positive and HCV infected  
 

• Aging /Over 50 population: There are many long term survivors who have been living with this 
disease for a number of years and this population may present with emerging and specific care 
needs.  Physicians are often not very educated in aging issues. 

 
 

D. Description of the Current Continuum of Care and Available 
Services 

 
Part A 
Part A provides emergency funding to metropolitan areas disproportionately affected by HIV.  The 
Part A grant is administered by the Boston Public Health Commission.  The Boston EMA HIV 
Services Planning Council, comprised of consumers, providers and representatives from other funding 
sources, conduct an bi-annual needs assessment, update a comprehensive plan, and prioritize, define 
and allocate Part A funding across HIV service categories. For FY 2012, the Boston Part A grant is 
$13,944,230. It funds 11 categories of HIV direct care services with67 programs within 41 agencies. 
These services include a full continuum of HIV medical care and support services. Of the $13,944,230, 
a total of $906,427 is awarded for the Minority AIDS Initiative (MAI) program.  MAI funds covers 2 
categories of HIV direct care services with five programs within four agencies.  MAI funds provide 
additional case management and peer support services that target PLWH from disproportionately 
impacted minority communities.  The Boston EMA (Eligible Metropolitan Areas) has been a Part A 
recipient since the beginning of the CARE Act (FY 1991). The Boston EMA consists of seven counties 
in Massachusetts, and three counties in southern New Hampshire. Currently, the Boston EMA 
comprises over 350 cities and towns within these ten counties shared between two states. The EMA’s 
seven counties in MA represent 82% of the state’s total reported HIV/AIDS cases. The three NH 
counties within the EMA account for 69% of the total reported cases for that state. The continuum of 
care is supported by a variety of funding streams including the Centers for Disease Control (CDC), 
Massachusetts (MA) and New Hampshire (NH) general funds, City of Boston, Ryan White Parts A, B, 
C, D, F, and MAI (Part A), Dental Reimbursement, Special Projects of National Significance (SPNS) 
programs, Housing Opportunities for Persons With AIDS (HOPWA) funds, and Medicaid. The 
Boston EMA’s comprehensive system of HIV care includes a fully accessible network of core medical 
services. Approximately 86% of all federal and state funding streams are directed towards ongoing 
medical and clinical care for PLWH. 
 
Part B 
Part B provides grants to states to improve the quality, availability, and organization of HIV health care 
and support services.  Part B dollars are administered by the Massachusetts Department of Public 
Health (MDPH) Office of HIV/AIDS (OHA), through its Client Health Services Unit, Planning and 
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Policy Unit, and Consumer Office.  Comprehensive services are delivered based on local assessment of 
need, community planning, and ongoing input from people who use the services. In FY 2011, the 
Massachusetts Part B base grant award is $5,275,152 million which is used to fund 26 agencies across 
the state that provide direct services and one agency that administers the drug assistance program. 
MDPH also receives Minority AIDS Initiative funding in the amount of $168,726. These resources 
support two agencies that provide outreach to out of care HIV positive clients from minority 
populations through peer navigation services.  
 

Major accomplishments include creating greater access to new drugs and health coverage through the 
expansion of the Massachusetts HIV Drug Assistance Program, including implementation of an 
insurance purchasing program, an insurance continuation program, and an open drug formulary. In 
2011, MDPH issued a statewide procurement of Medical Case Management and health-related support 
services in a joint process with the Ryan White Part A grantee. This initiated a significant transition in 
service frameworks and expectations designed to improve service quality and enhance efficiency across 
the system. Part A and Part B continue to coordinate guidance related to programs, policies, and 
monitoring. 

The MDPH Consumer Office has continued to build capacity in the statewide Consumer Advisory 
Board (CAB) system by offering agency-level technical assistance that helps CABs articulate goals, 
develop plans, and build skills.   

 
Part C 
Part C EIS grants support outpatient HIV early intervention services for low-income, medically 
underserved people in existing primary care systems.  Part C planning grants support communities and 
health care service entities in their planning efforts to develop high quality HIV primary care. There are 
17 programs located throughout Massachusetts that receive Part C monies. Of those 17, 16 receive EIS 
grants and 1 receives a planning grant.  Consistent with the Part C program expectations, 
Massachusetts’ grantees use their funding to provide high quality, primary care services to persons 
living with HIV/AIDS who might not otherwise have access to this care.  These services include HIV 
counseling, testing, and support services; early intervention and primary medical care; diagnostic 
radiology; referrals to specialty care and inpatient care; behavioral health and substance abuse treatment 
services; case management; interpreter services; and coordination with social services. 
 
Part D 
Part D programs focus on the development and operation of primary care systems and social services 
for women, infants, children, and youth with an additional focus on linking these care systems with 
HIV research and clinical trials.  In FY 2011, Massachusetts received  $3.4 million dollars for Part D 
programs. Massachusetts is home to four Part D grants: the Boston Pediatric and Family AIDS Project 
(BPFAP), which serves children and families in the Boston area and is administered by the Dimock   
Center; MassCARE (Massachusetts Community AIDS Resource Enhancement) which is administered 
by the Bureau of Family Health and Nutrition of the MDPH and serves other cities across the state 
including Brockton, Lowell, Lawrence, Worcester and Springfield and their surrounding towns, as well 
as two active consumer networks, the Consumer Program for Women and Families and the new 
MassSTYLE Program (Success Through Youth Leadership and Empowerment); Latin American 
Health Institute, which coordinates comprehensive services, including case management, client 
advocacy, support groups, and medical care for adolescents in the Boston area; and Justice Resource 
Institute, which is also an adolescent specific grantee.  
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These funded programs provide coordinated HIV services and access to research for children, youth, 
women, and families.  Populations served are primarily minority with a high percentage of recent 
immigrants. Among women, the exposure category is primarily heterosexual sex transmission and 
among children and youth it is perinatal transmission. These services are delivered through a network 
of pediatric specialty and primary care providers.  Client based services funded through Title IV include 
ensured access to clinical trials, community-based primary care, pediatric specialty care in community-
based settings, and intensive family-focused case management services for both infected and affected 
individuals.  Funds are also used to support consumer participation in activities and family-to-family 
support events that occur throughout the year, including the No Longer Voiceless/One Love 
Conference, a residential week-long conference for youth with HIV. 
 

Part F 
Part F funds three specific programs: (1) a national network of AIDS Education and Training Centers 
that conduct clinical HIV education and training programs for health care providers, (2) a dental 
reimbursement program that assists accredited dental schools and post-doctoral dental programs with 
uncompensated costs incurred in providing oral health treatment to HIV-positive persons, and (3) a 
Community Based Dental Program, which strives to educate future dental professionals about HIV and 
emerging disease.. 
 
The New England AIDS Education and Training Center (NEAETC) provides training on HIV-related 
issues to physicians, nurses and nurse practitioners, physician assistants, mental health professionals, 
dentists, and other health care providers throughout the six-state region. In addition, the NEAETC 
conducts ongoing training needs assessments through: surveys of program attendees; regular review of 
program content and format for relevance to the most recent research and clinical findings; 
consultation with faculty, consumers, and advisory board members; and program participant 
evaluations.  
 
Tufts University School of Dental Medicine, Boston University Goldman School of Dental Medicine, 
and Harvard University School of Dental Medicine provide coordinated dental services for those living 
with HIV/AIDS seeking treatment at their respective school clinics. The unreimbursed costs associated 
with providing for these services are provided, in part, through the HIV/AIDS Dental Reimbursement 
Program (Part F). At all three sites, patients received dental care in the schools’ general and some 
specialty clinics (note:  faculty practice and some specialty clinics do not participate in Part F), with over 
60% of all HIV/AIDS patients receiving free care.  Over the past several years the level of 
reimbursement to Part F programs has decreased, because of level funding from a high of about $0.80 
on the dollar to approximately $0.34 on the dollar.  This has resulted in a reduction in the scope of 
services provided at some of the sites and a dollar limit on the total services per patient per year.  Part F 
dental reimbursement providers have been the safety net for the Part A/DPH dental program 
especially with regard to specialty services and these limitations are becoming a barrier for some 
specialty care.   

The Community Based Dental Program is at Holyoke Community Health Center with Boston 
University School of Dental Medicine serving as principle investigator.  
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 SPNS 
There are three Special Projects of National Significance in Massachusetts.  Two programs focus on 
population and service delivery concerns.  The third SPNS project was  funded under the Oral Health 
Initiative which became effective in August 2006 and was  a five-year project wherein 15 programs and 
an evaluation center received funding for developing, implementing, and evaluating oral health delivery 
models that can be replicable and sustainable. The demonstration project ended August 2011 and the 
evaluation center has one year carry over.  

In August 2001, MDPH received a SPNS award totaling $990,029 per year for 3 years as part of its 
multi-state Systems Linkages and Access to Care Initiative.  The goal of the Massachusetts project, the 
Strategic Peer-Enhanced Care and Treatment Retention Model (SPECTRuM),  is to implement a set of 
service and system-level enhancements that 1) maximize timely linkage to care by individuals newly 
diagnosed with HIV, and 2) support consistent engagement in care by HIV+ persons who have fallen 
out of care or are at risk to fall out of care due to psychosocial vulnerabilities and challenging life 
circumstances. Three hospitals and community heath centers have been funded to establish teams 
comprised of nurses and HIV+ peers to provide intensive support focused on linkage and retention.  
In addition, the MDPH HIV Surveillance Program will be routinely reviewing Electronic Laboratory 
Reporting (ELR) submissions to identify patients who have not had a CD4 T-cell count or HIV viral 
load submitted to the Surveillance Program in more than four months. The Surveillance Program will 
supply this information to health care providers on a monthly basis to help identify patients who may 
be out of care, and the clinics will activate their linkage teams accordingly. This grant will extend 
through August 31, 2015 and will include local and cross-state evaluation activities, and broad 
dissemination of successful program models and HIV surveillance activities. 
 

Parts A, B and D have each been awarded SPNS grants to support the development of a collaborative 
HIV/AIDS data reporting system which will be a web-based, client level data system which will enable 
all three parts to meet all of HRSA’s reporting requirements, such as the RSR, as well as meet local 
reporting requirements.  

 
 
E. Shortfalls in the Healthcare Workforce 
 
• Providers of Primary care services are also aging, leaving practices, changing professions.  Look at 

what shape this succession is taking.  This applies to nurses and dentists in the same situations. 
• Looking at the different elements in National Health Care Reform 
• Change in testing laws 
• Resources – less available staff at programs for the same amount of funding 
• Integrate HIV support services and care especially in primary care settings 
• Housing – the cost and availability 
• Folks with Axis 1 Chronically mentally ill. 10 % of DMH clients are on significant anti-psychotic.  

Around 10% of DMH clients are diagnosed with HIV 
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F. Collaboration among the Parts   
 

Massachusetts’ success in slowing the AIDS epidemic can be credited to its ability to assess the needs 
of people living with HIV, and to develop effective service delivery strategies.  Collaboration between 
Parts has served to strengthen this process. Together, the programs funded under each Part have 
addressed the needs of those affected by HIV/AIDS by working with planning councils, SCCs, 
consumer advocacy boards, and inter-agency groups.   

 
One of the strengths of the HIV service delivery system in Massachusetts is the collaboration across 
Parts. Highlights of these partnerships include: 
 
• All Parts are currently represented on the Part A Planning Council. 
 
• Parts A and B coordinate the data reporting procedures for all providers through                     

the development of common service definitions and service units, and the establishment of 
common service codes to ease the requirements of multiple funding sources. 

 
• Parts A and B jointly procured medical case management and health related support services across 

the state.   
• Parts A, B, and D have utilize common standards of care for HIV services and are currently 

engaged in the process of updating these standards to reflect current service models and 
expectations. 

 
• Parts A and B share monitoring tools including programmatic and fiscal site visit forms, annual 

work plan templates, and qualitative reporting forms to promote consistency in articulation of 
expectations across funding streams.    

 
• The Part F funded AETC provides education and training, as well as technical assistance, for Part C 

providers. 
 
• In preparation for client level data (CLD) reporting to HRSA, Part A, Part B, and Part D grantees 

in the state collaborated around the implementation of a process to collect CLD to complete the 
RSR.  

 
• In the past, representatives from all Parts have met together several times to discuss Ryan White 

reauthorization and will be doing so again in 2012. 
 
• Representatives from all Parts are represented on the Scientific Advisory Board of the 

Massachusetts HIV Drug Assistance Program. 
 
• Parts A and B continue to work together to ensure coordinated management of the service system. 
 
• The four Part D grantees meet monthly and have collaborated with each other on several 

conferences for consumers.  “Teen Fest”, its second statewide Part D conference for HIV-positive 
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and affected adolescents and youth, was held in April 2008.  Planning is underway for a Youth 
Advisory Board to provide consultation to the Part B program. 

 
• Part A, B and D continue to collaborate to meet the RSR requirements, including the development 

of a joint data collection system which has been funded by 3 SPNS grants awarded to Part A, B and 
D respectively. 

 
• Outcome measures developed by Part A are also utilized by Parts B, C, and D. 
 
• Parts A and B collaborated on the development of quality assurance standards and measures for all 

client services. Existing standards of care have been consolidated into a single set of universal 
standards that now apply to all providers funded for services through the Ryan White HIV/AIDS 
Program Part A, Part B, and MA state funds. Parts A and B will soon update the standards to 
reflect evolving best practices in clinical and non-clinical settings. 

• Parts A, B and D participate in the National Quality Center’s Regional Quality Group which meets 
quarterly to implement and analyze quality improvement efforts, including the In+Care Campaign. 

 
• Within the EMA, the combination of all Ryan White dollars contribute 86% of their funding 

towards core medical services with a majority being used to fund the state ADAP program, 
outpatient and ambulatory health services, and critical medical case management services. 

 
 
G. Barriers to Care 
 
There are many barriers that contribute to the difficulty faced by people living with HIV in accessing 
adequate HIV services in Massachusetts.  They include: 
 
Socio-Economic Barriers 
Limited financial resources, lack of access to affordable housing, cuts in social welfare entitlement 
programs, and inadequate health insurance, including prescription coverage, present major barriers to 
low income individuals seeking to access essential HIV-related services.  These fiscal barriers are often 
compounded by the additional challenges of substance abuse, multiple HIV diagnosis in a family, and 
an array of mental health challenges which all contribute to the difficulty of people accessing services. 
 
Cultural/Racial Barriers 
Insufficient access to a broad comprehensive health care and social service system creates barriers to 
service for African-Americans, Latinos, Native Americans, Asians, Haitians, Portuguese speaking 
populations, and recent immigrant groups, including native Africans.  Furthermore, language skills, 
educational attainment, and economic positioning (lower skilled employment) also create hurdles for 
navigating the complex system of care.  Therefore, there continues to be a need for health and social 
service providers to improve their ability to provide culturally appropriate and competent care to 
people of color, gay and bisexual men, lesbians, transgender individuals, adolescents, deaf individuals, 
and people whose first language is not English.  Moreover, there is a need for existing culturally-based 
organizations to develop their HIV service capacity, especially since there are PLWH who know their 
status but are not in care, which will eventually present a challenge and additional cost to the service 
system. 
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Geographic Barriers 
Patterns of care in Massachusetts are fluid and complex.  While there are increasing options for people 
in suburban and ex-urban areas, those in isolated rural areas (note: not just those in isolated rural areas, 
e.g. New Bedford) continue to struggle with lack of adequate choice in medical care, including access to 
clinical trials, within a reasonable distance.  This is particularly true in Western Massachusetts, where 
transportation systems are inadequate and in Provincetown, where the nearest hospital is fifty miles 
away. Provincetown, on outer Cape Cod, has the highest rate of infection of any town or city in the 
state. 
 
Stigma and Fear of Disclosure 
Both these factors continue to be cited as barriers to care by providers and some consumers, as noted 
in the Suffolk University survey and other consumer interviews.  Some HIV-infected individuals are 
afraid of disclosure because it will affect their legal or immigration status, others are afraid because of 
potential consequences of disclosure in their community or home (e.g. high rates of discrimination, 
abuse, and domestic violence). This is especially true for immigrant communities, drug addicts, 
adolescents, and people living in small towns.  The degree of actual stigmatization encountered by an 
individual or feared by an individual ranges from seeking health care locally to issues of disclosure to 
one’s healthcare providers, family and social network. 
 
In addition, the MDPH OHA and its partners continue to try to understand the more subtle levels of 
stigma that exist for people living with HIV through a stigma project being conducted by the Harvard 
Law Project. 
 
Legislative and Policy Barriers 
Several ongoing political issues complicate efforts to provide integrated care to persons living with HIV 
and those at high risk for contracting HIV.  Notable among these issues is the continuing legislative 
restriction on the creation of new needle and syringe exchange programs.  These programs are critical 
to providing entry into care for active injection drug users.  Existing authorizing legislation allows for 
the creation of up to ten programs, but initiation of a needle exchange program requires local approval.  
As a result of these restrictions, only four needle exchange programs currently exist in Massachusetts.  
An amendment to the authorizing statute that would allow MDPH to establish new programs with 
local input, but not local approval, was vetoed by our Governor.  Chapter 172 of the Acts and Resolves 
of 2006 allow for the purchase and possession of syringes and needles as of September 18th, 2006, but 
broader access to sterile syringes through needle exchange programs remains an issue for those 
individuals who cannot afford to purchase sterile syringes. 
 
Other policy barriers to care include the recent enforcement of strict criminal background checks on all 
publicly funded direct-care staff.  This policy limits the involvement of community members as front-
line providers.  In addition, ongoing constraints of Federal immigration law pose similar difficulties for 
provider agencies as they attempt to employ culturally competent staff.  Lastly, the shift in prioritization 
of funding from support services to primary care significantly affects access to primary care because the 
support services are what help the most vulnerable populations get into and remain in primary care.  

 
Under the legislative requirements of the Ryan White HIV/AIDS Program, the Core Medical Services 
requirement stipulates that all Ryan White funded parts must direct at least 75% of Part A funds 
towards a set of “core medical services” and no more than 25% towards support services. Within the 
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region, this requirement is met and exceeded when all HIV-related funding is accounted for.  The 
investment of state and other federal resources have been used to develop and maintain a 
comprehensive system of core medical services.  This extensive funding, along with the availability of 
comprehensive insurance coverage, has mitigated the need for 75% of Ryan White dollars to be used 
for core medical services. If the region is not granted a continuation of its FY 2007 and FY 2008 
waiver, the mandate that 75% of all funding be allocated to core medical services will have a 
detrimental impact on the continuum of care for consumers. By limiting the ability of local planning 
bodies to allocate dollars where they are needed, the flexibility to respond to the epidemic is 
diminished. This could specifically affect the Boston EMA, which under the waiver has allocated 46% 
of the Part A funds to be spent on core medical services and 54% of Part A funds to be spent on 
health-related support services.  If the waiver is not granted, the health-related support services will be 
heavily impacted by the shortage of funding, which would affect the continuum of comprehensive care. 
 
Restrictive Funding Streams 
Because programs in Massachusetts are funded in several different ways, the requirement that certain 
monies be used only for certain activities impedes the provision of a seamless continuum of care.  
When providers are restricted, consumers seeking to access services are unfairly affected. Additionally 
funding for research studies has historically provided the infrastructure in many sites for provider 
education, testing, counseling; patient support, education, and clinical care for HIV infected pregnant 
women. The funding for these studies has been drastically decreased and, in some cases, discontinued. 
This will dramatically affect the ability of obstetric service providers to prioritize perinatal HIV testing.  
 
Another factor that continues to affect the service delivery system is the reduction in available resources 
for HIV related care and support services.  Reductions over the past several years on both the state and 
federal levels have drastically affected the ability of service providers to maintain a seamless continuum 
of care for individuals living with HIV.  
 
Provider Staff Capacity 
Providers of HIV services usually work long hours at difficult jobs, with limited compensation and 
training in return.  Provider agencies need to be able to pay their staff more money and offer their staff 
more training opportunities.  As it stands, providers are faced with retention problems, burnout, and 
apathy among staff because the incentives to stay and do this work are few.  Flat funding is simply not 
meeting the needs of these critical service programs.  When staff turnover becomes an issue,  seeking 
services may feel reluctant to access those services because of their perception that the staff is 
abandoning them.  Staff capacity issues also lead to inconsistent quality assurance mechanisms, which 
in turn affects service provision.  Recruitment of new dental providers is difficult due to the low level 
of reimbursement as compared to a dentist’s usual, customary, and reasonable fee schedule.  
Limitations also exist in finding providers who participate in the MassHealth dental program for 
MassHealth eligible clients.  Since Part A dental is payer of last resort, clients who are eligible for 
MassHealth dental must receive services from a provider participating in both programs.  The Part 
A/DPH dental program has negotiated for expanded dental services for PLWHIV under the category 
of medically necessary dental services. 
 
Reporting Requirements including Client Level Data Collection 
Reporting requirements often prove quite burdensome for providers who are compelled to meet the 
requirements of multiple funders without adequate funding to allocate for administration. Complicating 
matters for providers is the lack of consistent fiscal years across funding streams that leaves providers 
faced with reporting periods that do not correlate to other data collection periods. The additional 
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reporting requirement that the new CARE Act Data Report will mandate only adds to this burden.  As 
a result, these requirements often force providers to divert their dollars and attention away from direct 
care and towards administration. 

All Ryan White funded agencies have been collecting client-level data over a number of years to 
improve monitoring and quality management activities. The new HRSA client level data reporting 
requirement creates a number of barriers towards providing access and quality care for PLWH, such as: 
1) the need for all providers to convert to a new client code identifier to avoid multiple codes for one 
client within an agency, 2) ensuring that existing agency data collection systems are compatible with the 
required data elements to be captured, 3) increased reporting burden on providers, and 4) assuring that 
client confidentiality is maintained. 
 
 
Housing Instability 
A major barrier to entering and remaining in care for PLWH is stable housing. Complex drug regimens, 
keeping physicians’ appointments, and having a safe, secure environment require stable housing. Stable 
housing for PLWH in the Boston EMA is problematic, particularly since people are living longer with 
HIV and the need for housing continues to grow, but resources to provide that housing have not. The 
lack of access to stable, affordable housing is a significant barrier to entering and remaining in care. 
 
Mental Health 
Among PLWH, psychological distress poses a significant barrier to care. Many people delay accessing 
care because of fear, depression, and anxiety about their serostatus.  The increase in co-morbidities of 
mental health and HIV/AIDS means that consumers entering care present with a much more 
complicated set of interconnected issues than in earlier years of the epidemic, and with a wide array of 
service needs.   
 
Aging 
With the help of treatment, consumers are living longer and fuller lives.  With this change comes the 
need to cater to an aging and older infected population, which will need increased access to care and 
additional support.  Services for consumers will have to expand their knowledge and services to address 
the needs of an older population, aside from providing HIV-related assistance.   
 
Co-morbidities 
Consumers will face more complex health challenges, as they might develop opportunistic infections in 
addition to aging illnesses (e.g. cardiovascular disease, diabetes, and cancer).  This increase in co-
morbidities will pose a challenge to identifying symptoms from the different diseases, and in creating 
treatment regimens for multiple diseases.  Furthermore, since treatment for HIV/AIDS has existed for 
about 20 years, there are still unknown long-term side effects to lifetime use of antiretroviral 
medications, and the type of care that will be needed.   
 
 
V. Where Do We Need to Go? 
 
A. Meeting the Goals of the 2009 Comprehensive Plan 
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See Section V of this document, How Will We Get There for updates on meeting the goals of the 
2009 Comprehensive Plan.  In reviewing this goals, it was determined that the same goals, with a few 
exceptions, would be utilized  for the period 2012-2015. 
 
 
B. Goals for Meeting the Needs of Individuals Aware of Their Status 

But Out of Care 
 
As mentioned above in the description of the current continuum of care in the state, in August 2011, 
MDPH received a SPNS award totaling $990,029 per year for 3 years as part of its multi-state Systems 
Linkages and Access to Care Initiative.  The goal of the Massachusetts project, the Strategic Peer-
Enhanced Care and Treatment Retention Model (SPECTRuM) initiative is to implement a set of 
service and system-level enhancements that 1) maximize timely linkage to care by individuals newly 
diagnosed with HIV, and 2) support consistent engagement in care by HIV+ persons who have fallen 
out of care or are at risk to fall out care due to psychosocial vulnerabilities and challenging life 
circumstances.  SPECTRuM incorporates the following two broad strategies: 
 

A. Establish linkage and retention teams comprised of nurses and HIV+ peers as an enhancement 
of the Medical Case Management (MCM) interdisciplinary team model. The nurse-peer team 
will provide intensive support focused on linkage and retention for 1) individuals newly 
diagnosed with HIV, 2) individuals re-engaging in HIV care after a period of disengagement 
from medical services, 3) individuals who are sporadic users of HIV care, and 4) individuals 
who are out of care. 

B. Develop a mechanism for MDPH HIV Surveillance Program to communicate with health care 
providers regarding their patients’ laboratory data. Specifically, providers will be notified of their 
clients who have not had a CD4 T-cell count or HIV viral load submitted to the Surveillance 
Program in a timeframe sufficient to indicate timely initial linkage to HIV care or ongoing 
retention in care (4 months) or who have a detectable viral load.  

 
This initiative represents a major component of the work over the next 3 years to establish if the 
funded model is one that would work statewide to reach individuals aware of their status but out of 
care. 
 
 
C. Goals for Meeting the Needs of Individuals Unaware of Their 

Status 
 
The OHA is uniquely positioned to design and implement strategies consistent with the EIIHA goals as 
articulated above because it oversees a full range of HIV prevention, screening, and care services across 
the Commonwealth of Massachusetts. As such, the OHA has developed the following specific 
objectives and strategies to advance EIIHA: 
 

• Expanded HIV testing in routine and targeted frameworks 
• Integrated communicable disease prevention and screening services 
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• Availability of HIV Partner Services for newly diagnosed and chronically infected  individuals 
• Identification of acutely infected individuals through implementation of 4th generation HIV 

testing assay at the State Laboratory, and deployment of Disease Intervention Specialists (DIS) 
to link acutely infected individuals into care. 

• Access to HIV testing, prevention, and care for inmates and transitioning ex-offenders 
• Participation in community-based (alternative venue) outreach and screening  
• Effective prevention services for people at risk for HIV and for people living with HIV/AIDS 

and their sexual and drug injection partners (Prevention with Positives) 
• Co-location of prevention and care services 
• Enhanced peer support capacity 
• Expansion of Electronic Laboratory Reporting (ELR)   

 
Provision of these services is made possible through the partnership of the OHA Prevention and 
Screening Unit and Client Health Services Unit, which together plan, promote, and monitor services 
along the full HIV prevention, screening, linkage, engagement and service continuum with funding 
from HRSA, CDC, and State revenue. Under the new CDC Cooperative Agreement effective January 
1, 2012, the Prevention and Screening Unit will advance HIV testing, ensure the integration of 
communicable  disease prevention and screening, increase availability of HIV Partner Services, refine 
effective prevention approaches, and focus intensively on linkage to care and treatment. With current 
HRSA and State resources, the Client Health Services Unit will coordinate access to all Prevention and 
Screening programs, ensure sustained linkage to care for newly-diagnosed individuals, clients 
transitioning out of correctional facilities, and perinatally-infected youth aging out of pediatric services, 
support the provision of prevention services for people living with HIV and their sexual and drug 
injection partners, and continue to enhance the availability and quality of peer support services 
statewide.   
 
Expanded HIV testing in routine and targeted frameworks: 
Routine HIV testing: In 2009, MDPH released a clinical advisory recommending routine HIV screening 
across clinical settings in Massachusetts. Consistent with CDC guidelines regarding routine testing, the 
advisory included implementation guidance and a model informed consent document (with an HIV 
testing consent authorization embedded in a standard consent to care form) to facilitate and streamline 
adoption of routine screening practices. The OHA continues to promote the offer of routine HIV 
testing through the CDC-funded Prevention and Screening contracts, notably the Expanded Testing 
Initiative (ETI) which focuses on African-American and other black populations, Hispanic/Latino 
populations, and subgroups of MSM and IDU.  Between October 1, 2007 and September 30, 2010, 
34,765 individuals accepted an HIV test via the OHA routine testing initiative, resulting in 244 HIV+ 
patients identified and linked to care.  Between October 1, 2010 and September 30, 2011, 18,991 
individuals were tested via the ETI routine testing grant, resulting in 51 newly identified HIV+ clients, 
and the identification of an additional 31 individuals who were previously diagnosed and re-engaged in 
care through routine screening efforts of the initiative.  

 
Targeted, integrated HIV counseling, testing, and referral (CTR): The OHA supports the delivery of HIV 
testing in alternative (non-health care) venues including community-based organizations, substance 
abuse treatment programs, shelters, bars, clubs, and mobile van services. The majority of CTR 
providers deliver Prevention and Screening services in an integrated framework to address 
communicable diseases including hepatitis B and C, a range of sexually transmitted infections (STI) 
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such a gonorrhea, Chlamydia, and syphilis, and tuberculosis (TB). These services are designed to 
effectively reach the most vulnerable populations in a framework that is responsive, coordinated, and 
convenient for clients. The Prevention and Screening system assures testing is available during daytime, 
evening, and weekend hours, and is geared to maximize timely screening, diagnosis, and linkage to care.   
 
In its FY11 procurement of Prevention and Screening services, the OHA requested proposals for 
mobile HIV testing services. The intention was to establish a small number of programs with the 
capacity to reach the most marginalized, hard-to-reach population groups including homeless 
individuals living “on the street,” people with mental illness, and individuals actively using substances. 
As a result of the procurement, the OHA funds one mobile van program. In the State’s FY 2011, this 
vendor tested 663 individuals in mobile venues and identified 4 newly diagnosed HIV+ individuals, for 
a seropositivity rate of 0.6%. Of all individuals tested, over 97% received their test results. 
 
Additionally, under the CDC Cooperative Agreement, the OHA plans to establish regional, non-clinical 
prevention centers (Prevention Engagement and Linkage Sites or PELS). The PELS will ensure that 
HIV testing and linkage to care services are provided to all impacted population groups in a culturally 
and linguistically accessible manner. The PELS will perform regional assessment grounded in 
epidemiologic data, and will partner with clinical sites providing HIV care to act as a bridge for 
vulnerable, out of care populations.    

Integrated communicable disease prevention and screening services 
The OHA recognizes that by integrating HIV testing with other communicable disease screening, 
clients can access a range of health information in a single encounter and may learn of their HIV status 
when presenting for other types of care. To promote successful integrated service delivery, the OHA 
has funded 18 Prevention, Integrated Counseling, Screening, and Referral (PICSR) sites to provide 
HIV, STI (syphilis, Chlamydia, and gonorrhea), and hepatitis C testing.  The OHA also funds eight 
PICSR-T (Prevention, Integrated Counseling, Screening, and Referral with Treatment) sites which have 
the additional capacity to offer STI treatment. All sites in the network offer a full spectrum of 
prevention services including behavioral assessment, risk-responsive screening, delivery of test results, 
and linkage to medical care and partner services.   
 
As a division of the Bureau of Infectious Disease (BID) the OHA has additional opportunities to 
maximize integrated prevention and screening services. The OHA collaborates with the state Division 
of Tuberculosis Prevention and Control to outpost state-funded Prevention and Screening providers to 
conduct HIV testing in TB clinics. Additionally, in the wake of the lifting of the HIV Travel Ban by 
President Obama, the OHA has been collaborating with the BID Refugee and Immigrant Health 
Program to develop new strategies to ensure that immigrant/refugee populations have low- threshold 
access to HIV testing now that it is no longer a required component of the travel authorization process 
for entering refugees. The OHA is creating draft protocols to integrate HIV testing into the state 
Refugee and Immigrant Health Assessment process to proactively assure access to voluntary, routine 
HIV testing for all immigrants and refugee newcomers.   

Availability of HIV Partner Services for newly diagnosed individuals 
The OHA funds staff teams with fourteen community agencies to administer HIV Partner Services for 
all individuals newly testing positive and interested in notifying past and/or current sexual and/or 
needle sharing partners about a possible exposure to HIV. The goal of Partner Services is to increase 
the number of individuals who are aware of their HIV status and to bring newly diagnosed partners 
into care. Partner Services providers work with clients to create and implement plans utilizing the 
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options of self-notification, assisted notification, and provider notification in collaboration with state-
funded Disease Intervention Specialists (DIS). Medical Case Management providers offer to coordinate 
client access to Partner Services at any point during the course of their service provision.   
 
Between May 2010 and June 2011, 86 partners of HIV+ patients were notified about a possible 
exposure to HIV. Among the 71 partners tested immediately after notification, 17% were found to be 
HIV+ and previously unaware of their infection. All partners testing HIV+ were linked to primary 
and/or specialty care and support services.    
 
Access to HIV testing, prevention, and care for inmates and transitioning ex-offenders 
The literature supports that up to one-fifth of HIV+ individuals pass through a correctional setting at 
some point during the course of their HIV infection.ix  The OHA funds HIV prevention and screening 
services and Medical Case Management services in 13 county Houses of Correction (HOC) and 
affiliated jails, as well as the 17 facilitates of the Massachusetts Department of Corrections (DOC). The 
corrections-based programs administered 9,734 tests in state FY 2011, and provided HIV medical case 
management services to 531 inmates. A recent HIV+ inmate chart review in the DOC (n =186) was 
recently completed. Initial review indicates high co-morbidity of HIV and HCV infection, mental 
illness, asthma, hypertension and diabetes among other findings. The audit also reveals that 93% or 
172/186 HIV+ DOC inmates were on antiretroviral medications (ARV), and that 87% (149/172) had a 
documented non-detectable viral load. The denominator of the latter includes inmates who might have 
been recently admitted to the facilities (and therefore did not have time to reach viral suppression). In 
recognition of the prevalence of HCV infection in correctional settings, in early 2012 the OHA plans to 
expand a pilot HCV testing initiative, supported with state resources, that integrates HCV and HIV 
testing with the goal of increasing awareness of HCV and HIV status among inmates and facilitating 
linkage to care. 

 
The period of incarceration has been indentified as a critical opportunity to both identify HIV+ 
persons who do not know their status, and to reengage HIV+ individuals who may have fallen out of 
care. Each of the HIV/AIDS correctional health program facilities is linked to a regional Corrections to 
Community (CTC) reintegration provider. The role of the CTC provider is to ensure intensive linkage 
to care supports for HIV+ ex-offenders who are transitioning from prison/jail back to the community. 
CTC providers are responsible for ensuring re-connection to medical insurance and medication 
coverage supports (including the HDAP Program and Medicaid) and to document client participation 
in medical appointments post-release.   
 
Participation in and community-based outreach and screening  
OHA’s Prevention and Screening Unit funds a range of outreach activities using approaches designed 
to reach particular parent and target groups, including venue-based work, social networks, and group- 
and individual-level interventions. In addition, OHA participates in the National HIV Behavioral 
Surveillance System (NHBS) for population groups prioritized for behavioral study by CDC including 
men who have sex with men (MSM), persons who inject drugs (IDU), and high-risk heterosexuals 
(HET). As a component of participation in NHBS, outreach teams that engage participants in the 
survey also offer HIV screening at the time of NHBS encounter. This activity combines an outreach 
component to engage at risk client populations in the field with a timely opportunity to receive HIV 
testing and subsequent linkage to medical care for all NHBS participants that test HIV+. The success 
                                                 
ix Spaulding, A.C. et al., HIV/AIDS among inmates of and releasees from US correctional facilities, 2006: Declining 
share of epidemic but persistent public health opportunity, November 2009.' 
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of the NHBS testing efforts has also provided a model to accomplish meaningful outreach to at-risk 
individuals living with HIV who do not yet know their status or have been lost to care.  
 
Effective prevention services for people at risk for HIV and for people living with HIV/AIDS and 
their sexual and drug injection partners  
The OHA utilizes CDC, state, and HRSA funds to support prevention initiatives that serve HIV+ 
individuals with three primary goals: 1) to improve health outcomes for people living with HIV through 
efforts to prevent acquisition of STI and viral hepatitis, 2) to prevent transmission of HIV to sexual and 
drug injection partners, and to infants of women of childbearing age, and 3) to maximize engagement 
and retention in care and treatment given the profound impact of viral suppression to reduce the 
likelihood of onward HIV transmission. With CDC and state resources, the OHA’s Prevention and 
Screening Unit promotes intensive prevention activities for people at risk for HIV including individual- 
and group-level evidence-based interventions, condom distribution, syringe services programs (using 
state resources only), short-term mental health engagements, and efforts to establish and solidify a 
clinical infrastructure to ensure access to Post-Exposure Prophylaxis (PEP), and Pre-Exposure 
Prophylaxis (PrEP) for HIV-negative gay and bisexual men and transgender women at proximate risk 
for HIV acquisition.  
 
Co-location of prevention and care services 
To increase successful linkage to care for newly-diagnosed individuals and increase client retention in 
care, the most recent procurement of Medical Case Management (MCM) resulted in the establishment 
of MCM services in sites which also administered effective prevention and screening program models. 
The intention was to assure low-threshold access to immediate, on-site HIV medical care services for 
newly diagnosed clients. MCM providers are required to develop formal referral processes with the on-
site CTR provider, including expedited scheduling of newly diagnosed patients, immediate laboratory 
services for disease staging, and access to nurse medical case managers and peers on the clinical team. 
 
Enhanced peer support capacity 
As a component of the procurement referenced above, providers were encouraged to integrate HIV+ 
peers into their MCM teams. Peers are now deployed to work with newly diagnosed patients entering 
medical care for the first time, and to re-engage with HIV+ patients who have fallen out of care or who 
are disengaged from care, or who are experiencing challenges with care participation or medication 
adherence. Evidence from the literature and from OHA’s experiences with peer programming in 
Massachusetts have demonstrated that peers can be highly effective in linking HIV+ persons to care 
services when a nurse or physician cannot. Massachusetts will also be piloting a novel, multistrategy 
linkage intervention utilizing a combination of surveillance, organizational development, and 
programmatic approaches with a recent four-year SPNS award from HRSA (see below).  

 
Expansion of Electronic Laboratory Reporting (ELR)   
In the first quarter of calendar year 2012, the Massachusetts State Laboratory Institute (SLI) will 
commence collection of all CD4-T cell counts and all HIV viral loads performed by licensed 
laboratories in the Commonwealth. This will be initiated following the adoption of amendments to 
current state disease reporting regulations by the Massachusetts Public Health Council on December 
21, 2011. The SLI will receive client-level CD4 and viral load laboratory results electronically as those 
tests are processed. These data will be cross-referenced against the HIV/AIDS Surveillance Database, 
which contains all reported HIV and AIDS cases in the state. This process will enable a mechanism to 
monitor engagement in medical care for all known persons living with HIV/AIDS in the state. ELR 
data will be regularly monitored by Surveillance staff, and when there is a gap of more than six months 
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in receipt of CD4 and viral load results for a surveilled HIV case, the reporting clinical provider for that 
individual will receive a follow-up notification from Surveillance staff regarding the noted gap in care 
engagement. The OHA expects that this process will be a quality assurance mechanism to both ensure 
that newly diagnosed individuals are promptly connected to care and treatment, and that persons who 
fall out of care are promptly reconnected. This effort will be piloted for the first time through the 
OHA’s HRSA SPNS Linkages Initiative, Strategic Peer-Enhanced Care & Treatment Retention Model or 
SPECTRuM.  
 
OHA’s objectives related to EIIHA address the first goal of the National HIV/AIDS Strategy (NHAS), 
reducing the number of people who become infected with HIV, for the following reasons: a) when 
HIV+ individuals are aware of their status, they can be connected to medical care in a timely manner 
and receive education and skill-building supports from clinical providers and OHA-funded agency staff 
about reducing risk for transmitting HIV; b) when HIV+ individuals are adherent to anti-retroviral 
medications, they experience a suppression in viral load and, in turn, reduce the likelihood of onward 
HIV transmission; and c) enhanced efforts to deliver EIIHA services in disproportionately impacted 
geographic regions and populations will address health disparities by maximizing timely linkage to 
medical care and partner services.   
 
OHA’s objectives related to EIIHA address the second NHAS goal (increasing access to care and 
improving health outcomes for people living with HIV) by actively promoting awareness of HIV status, 
increasing knowledge of HIV and its related conditions and risks, and improving access to HIV clinical 
care and treatment and all of the health benefits that access affords. The strategies to implement 
programs will continue to be data-driven and will direct resources to geographic regions and population 
groups that are most impacted, and therefore will also address disparities in health outcomes by 
improving access to care.  
 
OHA’s objectives related to EIIHA address the third NHAS goal (reducing HIV-related health 
disparities) because both targeted and routine HIV screening initiatives focus on vulnerable, priority 
populations and catchment areas with a high prevalence of HIV infection, typically reaching historically 
underserved communities challenged with a disproportionate impact of HIV relative to their 
proportion of the state’s population. OHA’s prevention services are tailored to effectively reach 
populations in underserved communities and affected most profoundly by health disparities. In 
addition, resources for Medical Case Management and health-related support services (such as peer 
support, food services, housing services, etc.) are targeted primarily to populations and communities 
disproportionately impacted by the epidemic. 
 
OHA’s strategies are dependent on extensive coordination with other programs and community 
initiatives. The OHA Prevention and Screening Unit has contracts with 40 agencies to provide 
prevention, counseling, testing and referral in hospitals, community health centers, and community-
based organizations. In addition, the OHA Client Health Services Unit funds these services (using state 
resources) in 13 county jails/houses of correction and 17 state correctional facilities. OHA RFPs have 
required that all Prevention and Screening and Client Health Services applicants describe in detail how 
they will coordinate services within a broader, interconnected service system. Client Health Services 
grantees must describe how they coordinate with Ryan White Part A and Part C programs, whether 
internal or external to the agency. Many Part B-funded programs are located in hospitals and health 
centers with Part C funding, enabling these sites to provide an enhanced level of service that includes 
helping make HIV unaware individuals aware of their HIV status, primary through HIV counseling and 
testing.   
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All agencies contracted to provide services are required to have effective mechanisms to assure 
streamlined linkage to care which includes screening for insurance eligibility, supported access to 
insurance, and connection to ADAP as necessary. In addition, all funded providers are required to 
provide clients with supported referral to HIV partner services. When possible, as described above, the 
OHA has targeted resources toward prevention and screening services that are co-located with clinic-
based Medical Case Management services in order to promote successful transitions from testing into 
care.   
 
EIIHA was integrated into the most recent service procurement in several ways. First, all successful 
applicants were required to describe how their programs ensured effective coordination with HIV CTR 
programs (funded with CDC, state, and other resources) in their geographic areas in order to support 
linkage to medical care and utilization of partner services.  Applicants were required to identify all 
collaborating agencies in a table, subsequently update in the agency’s work plan for the first fiscal year 
of the contract. Second, applicants were given the option to request resources to support outreach 
services, as defined by HRSA, as a component of Medical Case Management. These services were 
described in the procurement as those with “a principal purpose [of] identification of people with 
unknown HIV disease or those who do not know their status so that they may become aware of, and 
may be enrolled in, care and treatment services. Outreach services do not include HIV counseling and 
testing or HIV prevention education. However, outreach efforts should include efforts to link with 
those sites offering HIV/AIDS Prevention, Screening, and Referral Services and ensure that newly 
identified HIV+ individuals are engaged in care.” Third, the procurement explicitly supported outreach 
activities through the expansion of home-based service provision offered by members of the medical 
case management team including, but not limited to, nurses and peer leaders. With regard to Prevention 
and Screening services, the OHA procures and supports outreach activities in Prevention and Screening 
programs throughout the state. 

 
(1) Activities to address barriers that obstruct awareness of HIV status   

Activities to address Priority Needs   
As described in detail in section 4(a) above, the OHA will continue to promote the 2006 CDC 
recommendations regarding routine HIV testing to maximize access to HIV testing services for each of 
the target populations identified in the matrix. For example, MDPH has issued multiple clinical 
advisories regarding HIV screening in the context of pregnancy, most recently the 2008 Routine HIV 
Counseling & Testing of Pregnant Women, which recommends routine HIV testing for pregnant 
women in the context of standard prenatal care. The availability of routine testing addresses the priority 
needs by normalizing the integration of HIV testing into standards of practice. In turn, this enables 
more individuals to be reached at a range of entry points into the health care system while conveying a 
message that, ideally over time, reduces internalized and expressed stigma associated with HIV.   
 
The OHA is also committed to providing targeted testing services that strategically focus on priority 
populations and geographic locations with a high prevalence of HIV. The twenty-six PICSR and 
PICSR-T sites that provide integrated HIV, STI, and hepatitis C testing (and STI treatment at the eight 
PICSR-T programs) offer this range of services because these communicable infections 
disproportionately impact populations at risk for HIV and may increase vulnerability for HIV 
acquisition or transmission. By integrating HIV testing with other communicable disease screening, the 
OHA reaches clients from heavily impacted populations who may learn of their HIV status when 
presenting for other types of care. In addition, the OHA funds and intensively promotes HIV Partner 
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Services in an effort to engage partners of HIV+ individuals in sero-discordant relationships and other 
sexual and drug injection partners whose HIV status is unknown. 
 
Activities to address cultural challenges   
The OHA Prevention and Screening Unit has articulated a strategy to expand and enhance routine HIV 
screening in healthcare settings with a proven track record of serving patient populations of African-
American/black and/or Hispanic/Latino race and ethnicity, and community-based settings with 
expertise in reaching racial/ethnic populations that are considered to be marginalized from care, 
notably MSM of color and immigrant/refugee populations. In addition, MDPH requires that all 
contracted vendors cooperate with the Department’s initiative to implement the national Culturally and 
Linguistically Appropriate Services (CLAS) Standards with the goal of reducing racial, ethnic, and 
linguistic disparities in the delivery of health care and related services. 
 
To help address barriers for individuals who may be less likely to access the formal healthcare system 
due to stigma and concerns about culturally competent care, the OHA will establish six regional 
Prevention Engagement and Linkage Sites (PELS) under the new Cooperative Agreement with CDC, 
effective January 1, 2012. The PELS will work in collaboration with the PICSR and PICSR-T sites in 
their regions of the state to perform innovative client outreach and recruitment to prioritized 
population groups in community venues, bars/clubs, shelters, places where people use injection drugs, 
and through mobile van engagements. The PELS will promote and offer testing and will support 
linkage to and engagement in care, as described below.   

(2) Actions taken to promote HIV testing in Massachusetts 

Coordination with other organizations to promote HIV testing 
All providers funded by the OHA with Ryan White, CDC, and state funding must either offer HIV 
testing or promote HIV testing (depending on the funding source and relevant client eligibility 
requirements). Similarly, all funded Medical Case Management and HIV screening providers are 
required to educate HIV+ clients about Partner Services programs and actively support clients in 
accessing these services. Beginning in January 2012, the Division of STD Prevention will station 
Disease Intervention Specialists (DIS) at each of the eight PICSR-T sites. These staff will be able to 
provide immediate Partner Services to clients testing positive and will be available to follow-up with 
HIV+ individuals who do not return to obtain their test results. DIS will remain available to any client 
testing HIV+ at any site in their assigned region.   
 
Role of Early Intervention Services in promoting HIV testing 
Massachusetts providers primarily utilize OHA Prevention and Screening resources (including both 
CDC and State funding), Ryan White Part C, and Ryan White Part D to support the provision of Early 
Intervention Services. Due to the availability of these resources, neither OHA nor the Part A grantee 
allocate funds for Early Intervention but rather coordinate access to these services, as described above. 
There is a significant amount of synergy between the coordinated investments at the community health 
center and hospital level between Prevention and Screening, Part B-funded Client Health Services, and 
federal Part C and Part D EIS investments. Part B funded programs leverage these other service 
capacities to maximize engagement and linkage to care for newly diagnosed clients.  
 
Role of Outreach in promoting HIV testing 
The OHA administers two general types of outreach activities: 1) community-based, venue-driven 
outreach to vulnerable populations in the context of prevention encounters and screening, and 2) 
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outreach to HIV+ individuals in the context of Medical Case Management services designed to impact 
timely linkage to care and re-engagement in care. Both sets of activities advance access to and 
promotion of HIV testing. In a prevention frame, all outreach encounters, including those offered 
through NHBS as described above, aim to engage at-risk populations in prevention services. The PELS 
sites referenced above will play a central role in continual refinement of outreach strategies to most 
effectively reach identified client populations.  Outreach efforts in Medical Case Management programs 
provide an opportunity to offer (or re-offer) HIV Partner Services, ensure access to HIV testing for 
sexual and drug injection partners of Medical Case management Clients, and support HIV+ clients to 
remain engaged and retained in health care in the context of challenging life circumstances such as 
poverty, homelessness, active substance use, or domestic violence.    
 
(3) Identifying, Informing, Referring, and Linking   

(a) Identifying individuals unaware of their HIV status 
The OHA funds a number of activities that are essential to identify HIV+ individuals who are not 
aware of their status. Primarily, these activities include the following: 1) expanded HIV testing in 
routine and targeted frameworks, 2) integrated communicable disease prevention and screening 
services, 3) HIV Partner Services for newly diagnosed individuals, 4) HIV testing, prevention, and care 
for inmates and transitioning ex-offenders, and 5) participation in NHBS and community-based 
outreach and screening. 
 
Most of these activities are supported by funding allocated by the OHA Prevention and Screening Unit. 
The OHA Client Health Services Unit works in active partnership with the Prevention and Screening 
Unit, accomplishing effective coordination at the funding and planning level. At the provider level, Part 
B and Part A collaborate to ensure that funded providers understand and adhere to the same 
requirements related to service coordination along the engagement in care continuum. This partnership 
has strengthened during the past year due to the coordinated service procurement which offered an 
opportunity for re-establishing shared expectations, yielded new types of collaborations among 
providers, and resulted in the co-location of prevention, testing, and services in both clinical and non-
clinical sites. 
 
(b) Informing Individuals of Their HIV Status 
All OHA Prevention and Screening contracts contain performance measures specific to clients testing 
HIV+. These requirements state that 100% of clients testing HIV+ obtain their test results, engage in 
HIV partner services, and receive a supportive referral to medical care. Test results are given in person, 
and agencies provide clients with information about HIV infection, disease progression, and treatment 
options, assess the client’s need for social services including housing advocacy, benefits counseling, and 
peer support, and make referrals accordingly. Contract managers routinely monitor performance 
benchmarks by reviewing monthly data summaries which identify the number of linkages and referrals 
provided and the proportion of HIV+ clients successfully informed or referred. In calendar year 2010, 
approximately 94% of all individuals testing positive for HIV at OHA-funded sites within 
Massachusetts received their HIV test results. In addition, the OHA maximizes the number of sites that 
offer rapid HIV testing (RHT) so that results can be provided at the same visit.   
 
The OHA Client Health Services Unit coordinates with the Part A grantee on contract language, 
requirements, and messaging to ensure consistency of expectations and of practice across the service 
continuum. In FY 2012, the OHA intends to enhance access to peer support services at the time of 
post-test counseling, by outposting peer support staff when possible, and also by ensuring that HIV 
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screening providers inform clients about the scope and availability of peer support services, and provide 
supported referrals when clients opt for the service. 
 
(c) Referring to Medical Care and Supportive Services 
As described above, Prevention and Screening providers are required by contract to ensure that that 
100% of clients testing HIV+ receive a supportive referral to medical care. Providers review available 
options for clinical care and work with clients to determine the site that is most likely to meet client 
needs. Providers then help clients schedule their first appointment and offer to coordinate peer support 
services that can include emotional support, appointment preparation, and accompaniment to the 
appointment. Client Health Services providers are required to initiate and maintain active referral 
networks with clinical providers in their regions. Agencies must document professional connections 
with updated Memoranda of Agreement which are routinely reviewed by OHA contract managers. The 
OHA coordinates with the Part A grantee to establish requirements related to referral practices and 
documentation, and collaborates on planning periodic provider meetings designed to facilitate 
networking and the enhancement of service coordination. Progress made in the past year primarily 
stems from Prevention and Screening and Client Health Services procurements which offered 
opportunities for clarifying continued expectations, presenting new requirements, and working with 
agencies to build more effective approaches to communication and coordination. 
 
(d) Linking to medical care and activities undertaken to verify access to care: 
After Prevention and Screening providers provide a supported referral to all newly diagnosed clients 
receiving their test results, they follow up to assess attendance at the first medical appointment. By 
contacting clients and clinical sites, the intent is to assure linkage to care and, ideally, to help lay the 
foundation for ongoing engagement in care. HIV screening providers are required to document 
attendance at the first medial visit on counseling and testing data forms which are reported to the OHA 
and reviewed by contract managers. Clinical sites funded by Client Health Services are required to 
coordinate with Prevention and Screening providers and, with appropriate client release of information 
secured and documented, communicate with the HIV screening provider to verify linkage to care. 
Additionally, Client Health Services providers are required to document medical visits in the client 
record, to identify clients at risk of falling out of care, and to activate appropriate service plans 
accordingly. 
 
Given that the most commonly accessed clinical sites are funded by the OHA and the Part A grantee 
for Medical Case Management, HIV screening providers typically are able to forge and maintain 
relationships with staff who are in the network of agencies funded by OHA and the Boston Public 
Health Commission. Eventually, when OHA Prevention and Screening providers enter client-level data 
into the new Collaborative HIV/AIDS Data System (see below), OHA will have the ability to evaluate 
the effectiveness of linkages at a regional and statewide level.  
 
The OHA was recently awarded a HRSA Special Projects of National Significance (SPNS) grant to 
address Systems Linkages and Access to Care for Populations at High Risk of HIV Infection.  This 
initiative will use newly implemented Electronic Laboratory Reporting capacities (as described above) 
to identify clients who have not presented for care following HIV diagnosis, as evidenced by the 
absence of initial viral load tests and CD4 counts in the HIV Surveillance system one to three months 
after diagnosis. This information will be sent to providers who can then follow up with these clients 
using linkage teams comprised of HIV+ peer leaders and nurses to find the clients, assess barriers to 
successful linkage, create plans to help manage these barriers, and ultimately support sustained linkage 
to care. This grant-funded initiative, currently in its first year of a two-year pilot phase, will be available 
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for an additional two years through FY 2015 when service models which have been demonstrated to be 
effective will be replicated throughout the state. 
 
Activities undertaken to form and maintain relationships with private HIV care providers for the 
purpose of verifying that individuals referred into private care have accessed medical care post-referral 
Medical Case Management providers are required to provide the same set of core service components 
to clients regardless of whether the client accesses care at an agency funded with Ryan White or State 
resources or at a private HIV care provider. While it may be easier for the OHA to support 
collaborations among publicly funded sites, and to review data produced by these sites, each OHA-
funded agency is required to ensure that clients have access to the same level of support related to 
linkage to care and engagement in care. OHA contract managers review client records during annual 
comprehensive site visits to assess documentation of engagement in care for a representative sample of 
clients. Prevention and Screening and Medical Case Management programs are required to obtain client 
releases of information to authorize contact with private physician offices when clients chose to receive 
their follow-up HIV care from private physician practices. Although OHA may not have access to 
client-level data from these providers, it is expected that care coordination efforts by Prevention and 
Screening and Medical Case Management staff are documented in the client file, and that every effort is 
made to obtain health outcome data indicators such as CD4 T-cell count, viral load, and medical 
appointment frequency as a component of the biannual reassessment process.  
 
Efforts to address legal barriers to routine testing 
Massachusetts has a long, important history in protecting the confidentiality of HIV+ individuals 
through legislation and provider protocol. Current law allows for consent for HIV testing to be 
embedded in a general consent to medical care, as long as there is a distinct space for a patient to 
authorize HIV testing by signature or initials. Maintaining the legislative requirement for written 
consent for HIV testing has been considered by many to be foundational to establishing confidentiality 
protections system-wide. The extent to which written consent has served as a barrier to routine testing 
has been widely debated among experts in HIV policy and practice as advocacy for new legislation has 
emerged.   
 
The OHA anticipates that verbal consent for HIV testing will replace the current requirement for 
written consent. The Massachusetts legislature has filed a bill to permit verbal consent (with 
contemporaneous documentation in the medical record) and enhance existing confidentiality disclosure 
protections to all information that is indicative of HIV infection. At the time of writing, the legislation 
had been reported out favorably by the Joint Committee on Public Health and in part by the Joint 
Committee on Health Care Financing. If the bill is enacted, the OHA will examine the impact of this 
shift on access to routine HIV screening. 
 
 

D. Shared Vision for Core Services within a Continuum of Care 
 
Access to necessary services for people living with HIV is the first priority for planning in 
Massachusetts.  This includes access to clinical care, as well as those services that help people living 
with HIV maintain their clinical care by reducing barriers and facilitating access.  The following is a list 
of services that are prioritized, in no particular order, for planning in Massachusetts. 
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a. Primary Medical Care 
A significant number of people currently being served by the Ryan White CARE Act services 
are uninsured or underinsured.  Limited coverage means they may face high deductibles and co-
pays, spend-downs for eligibility, and limitations on covered drugs and mental health services.  
Continued access to primary care and the drug assistance program, as well as other health care 
coverage options, are needed to address a critical gap in access to HIV care and treatment.  In 
addition, a full range of primary and subspecialty care, including obstetrics/gynecological care 
and health maintenance services, must be accessible to people at all stages of HIV disease 

 
b. Medical Case Management 
 This service is consistently identified as one of the most needed and most highly utilized.  This 

is particularly true for women and people who have complex social and medical needs.  Case 
management is needed at all stages of disease progression, as each stage presents particular 
challenges and choices. 

 
c. Adherence Support 

  Many factors, including real or perceived symptoms associated with taking HIV medications, 
the challenge of keeping up with a very strict regimen, the number of drugs necessary to 
manage side effects, and various social and personal issues, such as work schedule and privacy, 
have made it difficult for many clients to adhere to their medication regimen.  In order to 
adhere, many clients must rely on an adherence case manager, a nurse, or volunteers trained to 
provide them with the necessary support, e.g., emotional support or a reminder phone call to 
comply with prescribed medications and avoid the depressing prospects of coping with multiple 
side effects. 

 
d. Payment for Drug Therapies  

Massachusetts must continue to ensure that people living with HIV have access to essential drug 
treatment options, and that efforts continue to be made to guarantee access to state-of-the-art 
treatment and prophylactic drugs, along with drug adherence support, regardless of ability to pay.  
Further, the ongoing ADAP crisis in Massachusetts draws away every new dollar from other 
necessary, underfunded services, which only compounds existing barriers to access for people 
living with HIV in the Commonwealth.    

 
e. Dental Services  

Many patients discount their oral health status when rating their overall health. There is clearly a 
disconnect between how patients view their oral health status in relation to their overall health. 
Comprehensive dental care continues to be an essential service need for people living with HIV.  
Loss of benefits, discrimination, low reimbursement rates, and lack of providers willing to treat 
people with HIV continue to result in inadequate dental care.  In July of 2010 the state Medicaid 
program greatly reduced the services covered for adult dental care.  The program now only covers 
exams, extractions, prophylaxis and x-rays.  The result is a fiscal strain on resources for Part A 
and Part F programs.   
 

f. Substance Abuse Treatment 
A range of substance abuse services, including counseling, support groups, and relapse prevention 
provide substance abusers with a means to combat their addictions and ease into recovery. 
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g. Mental Health Services 
Treatment changes are complex and their effects on individuals are often unpredictable.  More 
people will need assistance in coping with complex treatment regimens as well as the changes in 
their health status over time.  A range of programs is needed to help individuals and families cope 
with the range of psychosocial issues arising from being infected with or affected by HIV.  These 
services also must be made readily available to non-English speakers. 

 
h. Managing Co-Morbidities 

More and more people living with HIV are finding themselves having to manage a dual diagnosis 
of HIV and substance abuse, hepatitis C, or a mental health disorder.  However, despite this 
increase in dual or multiple diagnoses, services to address the needs of individuals living with 
these diagnoses have been slow to keep up.  For individuals with an HIV and substance abuse 
diagnosis, a focus on abstinence based models, as opposed to models based on harm reduction, 
has made it more difficult for providers to prevent the spread of HIV among substance users.  
This gap in services affects providers’ ability to provide high quality, consistent medical care to 
people living with HIV who use substances. 

 
i. Clinical Trials 

Access to many unapproved treatments is available only through participation in clinical trials.  
Access to clinical trials begins with availability of trials, but also includes aggressive outreach for 
enrollment and ongoing support to ensure participation.  It is essential that clinical trials be 
available to all populations, including women, people of color, adolescents, substance abusers, 
and people over the age of fifty. 

 
j. HIV Counseling and Testing 

In keeping with one of the goals that provides a basis for this document and for services in 
Massachusetts, it is essential that more people are encouraged to know their HIV status.  Access 
to care and treatment, along with critical prevention methods, are conditioned upon an individual 
knowing his/her status. 

 
k. Complementary Therapies 
 Alternatives to traditional Western medical approaches, and acupuncture in particular, are 

important adjuncts for the treatment of HIV symptoms and for the amelioration of side effects 
from specific treatments.  Acupuncture is also effective for relief of pain associated with HIV 
infection, as well as adherence to treatment regimens. 

 
l. Food and Nutrition Services 

  The nature of HIV disease progression requires communities to offer a range of food delivery 
options, including home delivered meals, congregate meals, and food-pantry style services.  
New treatment options also demand careful adherence to meal ‘time-tables’ and  sound 
nutrition to maximize the effectiveness of combination therapies. Additionally, for many, these 
needs are compounded by the decrease in food stamp availability and support through other 
entitlement programs.  

 
m. Peer Support 

 This service has emerged as an effective mechanism for helping people living with HIV cope 
with a variety of issues, including isolation and stigma, disclosure, and acceptance of HIV status.  
Peer support services include support groups, individual peer counseling, social support, 
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educational programs, and evidence-based group-level interventions. 
 

n. Transportation 
  In urban, suburban, and rural areas, the lack of adequate, accessible, and affordable 

transportation systems continues to interfere with the ability of people living with HIV to 
access the services they need.  This is particularly true for families with children and for 
individuals who are entering or re-entering the workforce.  

 
o. Legal Services 

  The increased complexity of a range of legal and financial issues—including benefits eligibility 
and counseling, disability and employment issues, permanency and custody planning, and 
immigration issues—emphasizes the continuing need for quality services across the 
Commonwealth. 

  
p. Prevention and Education Services 

  Many individuals with HIV are now living longer and fuller lives.  In order to assist them with 
living healthier lives, providers will need to help individuals address the issues associated with 
co-infection and will serve as a resource for educating HIV-positive individuals about the risk 
of transmitting the virus to others.  In addition, because of the increasing breadth and 
complexity of treatment options, broad-based education for medical providers, social service 
professionals, and people living with HIV has never been more important.  Understanding and 
accessing treatment information, including the importance of drug adherence, is critical to 
slowing HIV progression.  Making this information accessible to people of varying literacy 
levels and/or to those for whom English is not their first language is especially important. 

 
q. Housing Related Services 
 Housing is one of the most important services provided for people living with HIV.  To meet 

varying needs, a range of services must be offered to help people locate, maintain, and/or retain 
housing.  In addition, housing efforts must include the creation of supported housing programs 
throughout the Commonwealth.  The reallocation of HOPWA funds across the 
Commonwealth has also complicated matters.  

 
r. Home Care/Life Skills Advocates 

  Despite encouraging trends, there continue to be significant numbers of people living with HIV 
and their families who need a range of home health supports, including nursing, homemaking 
services, hospice care, respite care, and life skills advocacy.   

   
 
E. Shared Values for System Changes 
 
Since 1989, Massachusetts statewide HIV planning has adhered to a set of Guiding Principles outlined 
in the first MDPH MOVE AIDS Report.  Even in the face of diminishing resources over the past 
several years, these principles continue to inform our understanding of epidemiological trends, 
continuing service needs, and barriers to services faced by specific populations.  They are: 
 
• Availability:  The supply and type of service is adequate to meet identified needs. 
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• Acceptability:  Consumers achieve a maximum level of satisfaction with the availability, 
accessibility, cost, quality, continuity, and comprehensiveness of the service delivery system. 

 
• Accessibility:  The population or segment of the population is able to obtain the available services, 

which are designed to be easily obtained. 
 
• Coordination, Continuity, and Integration: There is a system of care that integrates different 

services in a coordinated and continuous way. 
 
• Comprehensiveness:  Services are provided in a thorough manner that meets the comprehensive 

needs of the individual through direct service provision or a supported referral process.  The 
delivery system is capable of addressing a continuum of health, medical, social, developmental, and 
educational needs experienced by those infected and affected by HIV. 

 
• Community-Based, Consumer-Oriented and Family-Centered: Consumers are included in 

service planning, and services are delivered in a setting close to the consumer's community.  
Community resources are developed and coordinated to respond to consumers' varying individual 
and family needs.  Consumers and family members are treated with respect,  with their knowledge, 
skills, and life-challenges  acknowledged by service providers. 

 
• Cost Effectiveness: Services are provided in a manner that minimizes expenses and maximizes 

health outcomes. 
 
• Cultural Competency: These principles become embodied in services when they are delivered by 

a diverse staff who are culturally competent, well versed in the language and cultures of program 
clients, and supported, well-trained and knowledgeable about current treatment and service options.  

 
 
VI. How Will We Get There? 
 
Goals & Objectives: 2012-2015  
Massachusetts’ success in slowing the HIV/AIDS epidemic can be credited to its extensive and expert 
consumer/provider partnerships, which assure ongoing and accurate assessment of the changing needs 
of people living with HIV and the efficient development and dissemination of effective service delivery 
strategies.  Collaboration between Ryan White HIV/AIDS Program Parts has served to strengthen this 
process. Together, the programs funded under each Part have effectively determined the needs of those 
affected by HIV/AIDS by working with planning councils, SCCs, consumer advocacy boards, and 
through inter-agency mechanisms. 
 
Since there are overlapping jurisdictions for Parts A and B in Massachusetts, coordinated efforts 
regarding resources and services are crucial.  
 
This Comprehensive Plan relies on coordinated data collection activities and standards of care between 
Parts A and B to inform priority setting and allocation formulas.  Both the goals of the Part B program 
and the needs of people living with HIV and AIDS continue to be influenced by the deep and well-
coordinated commitment of all service sectors to a comprehensive array of services for infected 
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individuals and their families.  Thus, the goals and objectives presented in this section were developed 
based on the planning work of Part B, other Ryan White HIV/AIDS Program Parts, and non-Ryan 
White funded entities.  
 
Based on the outcome of the needs assessment process, as documented in earlier sections, the OHA 
has developed a series of goals, objectives and strategies to help guide service delivery for the next three 
years in order to: 
 
• Increase the number of people who know their HIV status; 
• Decrease the number of new HIV infections; and 
• Increase the number of HIV-positive people and those at high risk of HIV who are living 
 healthier lives.  
 
Goal 1: Service Provision  
Support and enhance the current comprehensive, coordinated system of HIV/AIDS prevention and 
care services while evolving new programs for emerging service needs in order to help ensure full 
access to services for all infected and affected individuals. 

 
Objective 1.1: Bring people into care who are living with HIV and not yet in care. Address the 
needs of those who know their HIV status and are not engaged in care, as well as the needs of 
those who are currently in the care system. 

 
Strategy 1.1.1: Design the State’s system to be able to look at data elements across 
databases, where possible. Conduct matches with the HIV/AIDS Surveillance database 
and other service utilization databases to help identify individuals who know their HIV 
status but are not in specific types of care. Utilize Electronic Lab Reporting (ELR) data 
to assess frequency of receipt of CD4 T cell count and viral load monitoring by cross 
referencing ELR with surveillance database. Identify clients who have experienced gaps 
in care based on receipt of timely laboratories, and deploy public health and 
programmatic response. 
 

 
Strategy 1.1.1a: Review legal and ethical implications of matching data across 
various databases.  

Timeline:  Ongoing as new databases are considered 
 

Strategy 1.1.1b: Consider selected data matches including the HDAP database to 
the HIV/AIDS Surveillance database, the Medicaid database, Bureau of Substance 
Abuse Service admissions database, and the Part B client services database to help 
describe people who are not receiving state-funded medication and adherence 
support, eligible for but not enrolled in Medicaid, and/or who are lost to care. 

Timeline: Years 1-3.  Ongoing. During 2010-2011, held multiple meetings with 
Bureau of Substance Abuse Services (BSAS) and MDPH Legal to update a 
substance use treatment and HIV Surveillance data match. 

 
 

Strategy 1.1.2: Continually assess and enhance early intervention services 
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Timeline: Years 1-3.  Ongoing 
 
Strategy 1.1.3: Continually assess and enhance linkages to key points of entry into 
health care system, particularly through correctional facilities, substance abuse treatment 
and mental health services. 

Timeline: Years 1-3.  Ongoing 
 

Objective 1.2: Reduce disparities in HIV care, access, and services among affected 
subpopulations and historically underserved communities.  

 
Strategy 1.2.1: Sustain the current service capacity and develop new programs to 
address emerging service needs as indicated in this plan. OHA received funding from 
CDC between 2008 and 2011 for the Expanded Testing Initiative, which focused on 
enhanced testing and linkage activities for racial/ethnic minority populations. The 
initiative tested 54,854 people between 2009 and 2011. In addition, OHA used its Part B 
MAI funds to support two peer support programs that focus on engagement in care.  
 

Timeline: Ongoing 
 

Strategy 1.2.2: Utilize current procurement processes in client services, counseling and 
testing, and prevention to expand risk assessment, HIV and STD screening, points of 
access, referral mechanisms, and client follow-up practices for historically underserved 
populations 
 Timeline: Ongoing.  Between 2009 and 2011, the OHA re-procured virtually all 
HIV/AIDS Prevention and Client Health Services contracts. This provided an 
opportunity to focus investments more intensively in disproportionately impacted 
cities/towns, and to better align prevention case management and prevention and 
screening services in clinical settings. 
 

 
Strategy 1.2.3: Integrate meaningful prevention and behavioral support into clinical 
care and client services for individuals living with HIV. 

Timeline: Ongoing.  The most recent procurement of Client Health Services 
(2011) explicitly integrated non-traditional mental health services as a programmatic 
component. This intention was to enable programs to enhance medical case 
management efforts by hiring skilled (and in some cases credentialed) staff provides 
mental health assessment, service initiation, and linkage to community-based behavioral 
health services.  

 
 

Strategy 1.2.4: Examine the differential impact of healthcare reform on African 
American, Latino, and other underserved populations at risk 

Timeline: Ongoing. While a full understanding of the impact of health care 
reform on disparities required a deeper analysis, we have observed that the 
decline in HIV incidence is apparent across racial/ethnic groups in the 
Commonwealth. In the ten-year period between 2001 and 2010, the number of 
Black NH individuals diagnosed with HIV infection decreased by 36%, the 
number of Hispanic/Latino individuals diagnosed with HIV infection decreased 
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by 23%, and the number of individuals of Other/Unknown race/ethnicity 
diagnosed with HIV infection decreased by 29%. 

 
 

Objective 1.3: Address the challenges of multiple co-morbid conditions through enhanced 
critical case finding, care linkage, and care access and utilization. 

 
Strategy 1.3.1: Maintain and increase linkages with both CARE Act and non-CARE 
Act providers including HIV care, HIV prevention, substance abuse, mental health and 
housing providers. 

 
Strategy 1.3.1a: Continue ongoing collaboration with HIV prevention service 
providers with particular reference to prevention services for HIV infected 
individuals and improved risk assessment and referral linkages (including, but not 
limited to joint funding mechanisms) between prevention and care providers. 

Timeline: Ongoing.  In 2010 and 2011 the OHA implemented a prevention 
intervention for persons living with HIV called the LIFE Program (Learning 
Immune Function Enhancement) a multi-session, group-level intervention with a 
focus on supporting engagement in care and treatment. The Prevention with 
Positives efforts was administered within an HRSA Ryan White funded program, 
the Boston Living Center. 
 
Strategy 1.3.1b: Continue Massachusetts HIV Prevention Planning Group (MPPG) 
coordinated efforts.  The MPPG is coordinated by the OHA and managed by its 
Prevention and Education unit.  The MPPG relies on membership recruitment as a 
primary mechanism to assure coordination with other planning activities.  Many 
members of the MPPG are also members of the Ryan White Part A Planning 
Council and the Part B SCCs. In addition, the MPPG’s community co-chair has a 
seat on the Statewide CAB.  

Timeline: Ongoing.  In spring of 2012, HIV planning efforts in Massachusetts 
were restructured consistent with guidance from the National HIV/AIDS Strategy. 
The MPPG was transitioned into the Massachusetts Integrated Prevention and Care 
Committee or MIPCC. Members of the MIPCC worked with health department 
staff in the development of the SCSN and Comprehensive Plan, as well as the 
state’s Jurisdictional Prevention Plan. The MIPCC will be formally re-seated in 
September 2012.  

 
 

Strategy 1.3.2: Improve data gathering on referrals and referral follow-up in all service 
areas 

Timeline: Ongoing 
 

Strategy 1.3.3: Continue joint funding by the HAB and BSAS of a technical assistance 
agency to provide a range of HIV education and training programs for substance abuse 
providers to increase the capacity of programs to serve PLWHA.   

Timeline: Ongoing 
 

Goal 2: Collaboration 
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Objective 2.1: Maintain collaboration between Ryan White Parts in Massachusetts and 
consumer/provider partnerships, assuring ongoing and accurate assessment of the changing 
needs of people living with HIV and the efficient development and dissemination of effective 
service delivery strategies.    
 

Strategy 2.1.1: Review the needs of those affected by HIV/AIDS by working with and 
reviewing materials produced by planning councils, SCCs, consumer advocacy boards, 
and through inter-agency mechanisms. 

Timeline: Ongoing.  The Director of the Office of HIV/AIDS sits on the 
Ryan White Part A Planning Council 

 
 

Strategy 2.1.2: Adapt to changing state funding through increased coordination efforts 
regarding resources and services with Part A Boston EMA 

Timeline: Ongoing. In FY2011 Massachusetts re-procured the entire medical 
case management and health-related support services system in coordination with the 
Ryan White Part A Grantee, the Boston Public Health Commission. The joint 
procurement for over $25 million resulted in a funded network of providers, with 
coverage across service types and in all geographic regions of the state (inclusive of the 
Boston EMA and the state), and responsive to local epidemiology and population 
needs, without duplication of services or investment.  

  
 
Strategy 2.1.3: Review available services and the prioritization of service categories as 
established by Part A during their resource allocation process.    

Timeline: Ongoing.  The OHA Director or HDAP Coordinator has 
participated in the Resource Allocation Subcommittee each year between 2009 and 
2011. These priorities have consistently reflected the jointly held assessment that 
medication assistance and dental services are critical needs for sustained support.   

 
Strategy 2.1.4: Attend and participate on the Boston EMA Part A Planning Council. 

Timeline: Monthly.  Ongoing.  The HDAP Coordinator attended all meetings 
in 2009 – 2010. The OHA Director attended meetings in 2011. 

 
 

Strategy 2.1.5: Continue joint planning efforts with the MDPH Part D program, 
including increasing the routine HIV counseling and testing of high-risk women 
through the perinatal program and future planning activities to address the respective 
roles of Part B and Part D programs in meeting the needs of WICY.  

Timeline: Ongoing.  In 2011 the OHA participated in a CDC site visit from 
the Perinatal HV Prevention program (ask Barry for exact dates). The visit was held in 
partnership with the Part D Grantee, the MDPH MassCARE Program. The result was a 
commitment for the OHA to participate in FIMR HIV efforts. In addition, with CDC 
support, OHA has worked in partnership with state Family Planning agencies to 
provide sites with Rapid HIV Test kits to increase access to HIV testing for low-income 
women.  
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VII. How Will We Monitor Our Progress? 
 
Implementation and Evaluation Plans 
 
Goal 3: Monitoring, Evaluation & Quality Assurance  
 

Objective 3.1: Maintain and enhance existing quality management processes necessary to 
monitor and evaluate services along the continuum of care. 

 
Strategy 3.1.1: Where possible, maximize the collection of common data elements and 
client identifiers across Departmental service areas 

Timeline: Ongoing.  The OHA continues to work in collaboration with the 
Part A and Part D grantees on the development of the Collaborative HIV/AIDS Data 
System (CHADS). The system will be a web-based system, with access protections and 
tiered use rights. The system will collect all required socio-demographic variables and 
service utilization data elements at the client-level, and have the capacity to generate the 
RSR report for HRSA. The system is scheduled to move into pilot phase in 2013. The 
system will also provide the capacity to de-duplicate clients across funded RW Parts in 
the Commonwealth, and to assess the ways in which investments from the different 
funding streams contribute to a coordinated system of care and treatment that 
maximizes outcomes for clients.  
 
Strategy 3.1.2: Continue to fund special studies and evaluation projects including 
quality management programs and measures. 

Timeline: Ongoing.  In 2009 the Office conducted a 1,004 HIV+ respondent 
consumer survey. See pages 10-11 for additional details. The OHA continues the 
process of a collaborative clinical chart review, in partnership with the Part A Grantee, 
to assess the quality of health services (such as frequency of visits, receipt of appropriate 
screening, linkage to mental health and substance use treatment), and health status 
outcomes (such as CD4 T-cell count and viral suppression, other measures of disease 
progression such as opportunistic infections.) The next round of chart review is 
scheduled to commence in the fall of 2012, and has been revised to collect additional 
variables specifically related to the content of medical case management encounters.   

 
Objective 3.2: Continue to review and update, as necessary, documents, guidelines and current 
systems. 

Strategy 3.2.1: Review client utilization data to provide feedback to service providers 
with reference to relative success in reaching prioritized populations  

Timeline: Ongoing 
 

Strategy 3.2.2: Implement joint client services standards of care with the Part A Boston 
EMA. 

Timeline: Ongoing 
 
Strategy 3.2.3: Periodically review and update as necessary consumer grievance 
procedures.  

Timeline: Ongoing 
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List of Participants in the SCSN Process 
 
 
• Arlene Buck, Brigham & Womens’ Hospital (Part D) 
• Sandra Broughton, MDPH, CSHCM (Part D)  
• Donna Rivera, Greater Lawrence Family Health Center (Parts A, C, & D)  
• Dawn Fukuda, MDPH OHA (Part B)  
• Linda Goldman, MDPH OHA (Part B)  
• Annette Rockwell, MDPH OHA (Part B, ADAP)  
• Anthony Silva, Dental Ombudsman Program (Part F)  
• Henia Handler, Fenway Community Health Center (Part C)  
• Jessica Almeida, BAMSI (Parts A & D)  
• Krystin St. Onge, AIDS Support Group of Cape Cod  
• Nancy Galloway-Cooley, Boston Pediatric and Family AIDS Project, Dimock CHC (Part D)  
• Vanessa Sasso, Boston Public Health Commission (Part A)   
• Frantzou Balthazar, Boston Public Health Commission (Part A)  
• Paul Cassidy, New Bedford Hlth Ctr. (Parts B & C)  
• Paul Goulet, Consumer  
• Paul Glass, Consumer  
• Jon Liebman, Holyoke Hlth Ctr. (Part B & C) 
• Keith Pratt, Vinfen (Part B & Housing)  
• Sophie Lewis, MDPH OHA (Part B)  
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