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INTRODUCTION 

The Ryan White Treatment Modernization Act provides HIV-related core medical and support 

services for low income and uninsured persons living with HIV/AIDS (PLWHA). The Ryan White 

Program is funded by the Treatment Modernization Act and is operated by the HIV/AIDS Bureau 

(HAB) of the Health Resources and Services Administration (HRSA). Ryan White Part A funds 

provide direct financial assistance to Eligible Metropolitan Areas (EMA) or Transitional Grant Areas 

(TGA) that have been severely affected by the HIV epidemic. Broward County was designated as one 

of the first 11 EMAs and has continued to qualify as an EMA for the last two decades due to its 

consistently high HIV/AIDS prevalence. To qualify as an EMA, an area must have reported at least 

2,000 AIDS cases in the most recent 5 years and have a population of at least 50,000.  

Part A grants to EMAs include formula and supplemental components as well as Minority AIDS 

Initiative (MAI) funds, which support services targeting minority populations. Formula grants are 

based on reported living HIV/AIDS cases as of December 31 in the most recent calendar year for 

which data are available. Supplemental grants are awarded competitively on the basis of 

demonstrated need and other criteria. MAI funding is awarded using a formula that is based on the 

distribution of living HIV/AIDS cases among racial and ethnic minorities. Grants are awarded to the 

chief elected official (CEO) of the city or county that provides health care services to the greatest 

number of people living with AIDS in the EMA. In Broward County, the grant is awarded to the 

Broward County Board of County Commissioners and administered by the Human Services 

Department. 

Per HRSA, The Ryan White Part A Program Grantee is responsible for planning and organizing a 

comprehensive continuum of HIV care that includes core medical and support services. Ryan White 

Grantees are required to spend at least 75% of the award on core medical services. These are limited 

to outpatient and ambulatory medical care (OAMC); AIDS drug assistance program (ADAP); AIDS 

pharmaceutical assistance (APA); oral health; early intervention services (EIS); health insurance 

premium and cost sharing assistance for low-income individuals; medical nutrition therapy; hospice 

services; home and community-based health services; mental health services; substance abuse 

outpatient care; home health care; and medical case management (MCM), including treatment 

adherence services. Grantees are required to spend no more than 25% on support services. These 

services must be linked to medical outcomes and may include outreach, medical transportation, 

linguistic services, respite care for caregivers of people with HIV/AIDS, referrals for health care and 

other support services, case management, and substance abuse residential services. In Fiscal Year 
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(FY) 2011-2012, over 7,000 clients received core and/or support services through the Part A program 

in Broward County. 

Planning is central to developing HIV/AIDS care systems. Section 2602 (4) (D) of the Ryan White 

legislation requires EMAs/TGAs to develop a comprehensive plan for organizing and delivering 

health and support services described in section 2604. The Plan includes strategies to: 

 Identify individuals who know their HIV status and are not receiving such services , and to 

inform the individuals of and enable the individuals to utilize the services. The strategies give 

particular attention to eliminating disparities in access and services among affected 

subpopulations and historically underserved communities, and include discrete goals, a 

timetable and an appropriate allocation of funds 

 Coordinate the provision of services with programs for HIV prevention (including outreach 

and early intervention) and for the prevention and treatment of substance abuse (including 

programs that provide comprehensive treatment services for such abuse) 

The Plan must be compatible with State or local plans for the provision of services to individuals 

with HIV/AIDS. 

Per this legislation, HAB expects EMAs to develop multi-year comprehensive plans that: 

 Address disparities in HIV care, access, and services among affected subpopulations and 

historically underserved communities 

 Ensure the availability and quality of all core medical services within the EMA 

 Address the needs of those who know their status and are not in care as well as the needs of 

those who are currently in the care system 

 Address clinical quality measures. 

These plans should include strategies that: 

 Identify individuals who know their HIV status but are not in care and inform these 

individuals of services and enable their use of HIV-related services 

 Eliminate barriers to care and disparities in services for historically underserved 

populations 

 Provide goals, objectives, and timelines 

 Coordinate services with HIV prevention programs including outreach and EIS 

 Coordinate services with substance abuse prevention and treatment programs 

 Are compatible with existing State and local service plans including and in particular the 

Statewide Coordinated Statement of Need (SCSN) 

The Part A Grantee works in partnership with the Broward County HIV Health Services 

Planning Council (HIVPC) to plan, prioritize, and assess the HIV/AIDS service system. The 

HIVPC is guided by a vision directing a coordinated and effective community response to the 

HIV epidemic to ensure access to a high quality system of care.  
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Each grant year, the HIVPC establishes service priorities and a plan for resource allocations through 

the Priority Setting Resource Allocation (PSRA) process. The 2012-2015 Fort Lauderdale/Broward 

County EMA Comprehensive HIV Health Services Plan (referred to for brevity as the 2012-2015 

Comprehensive Plan) goes beyond the annual process and provides a road map for developing a 

broad and responsive system of care over time. It provides an opportunity for the EMA to review the 

current system of care, envision an ideal system, and develop a three-year work plan towards 

achieving its goals. 

The 2012-2015 Comprehensive Plan includes several new components that the EMA has addressed in this 

document: 

1. Monitoring and Evaluation 

Evaluation of the 2009-2011 Comprehensive Plan to identify successes and challenges experienced 

in the implementation of the plan and the strategy to meet those challenges. 

2. Early Identification of Individuals with HIV/AIDS (EIIHA) 

A legislative requirement that focuses on individuals who are unaware of their HIV status, and how 

best to link HIV+ individuals into care and refer HIV negative individuals into services that will 

keep them negative. 

3. The National HIV/AIDS Strategy (NHAS)  

The Strategy includes four primary goals: 1) Reducing the number of people who become infected 

with HIV, 2) Increasing access to care and optimizing health outcomes for People Living with HIV 

(PLWH), and 3) Reducing HIV-related health disparities and health inequities, and 4) Achieving a 

• To ensure the delivery of high quality comprehensive HIV/AIDS services to low 
income and uninsured Broward County residents living with HIV, by providing a 
targeted, coordinated, cost-effective, sustainable, and client-centered system of care. 

Vision 

• We direct and coordinate an effective response to the HIV epidemic in Broward 
County to ensure high quality, comprehensive care that positively impacts the health 
of individuals at all stages of illness. In so doing, we: 

• Foster the substantive involvement of the HIV affected communities in assuring 
consumer satisfaction, identifying priority needs, and planning a responsive 
system of care 

• Support local control of planning and service delivery, and build partnerships 
among service providers, community organizations, and federal, state, and 
municipal governments 

• Monitor and report progress within the HIV continuum of care to ensure fiscal 
responsibility and increase community support and commitment 

Mission 
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more coordinated response to the HIV epidemic. The NHAS recognizes that new prevention 

methods must be recognized and put into place. Moreover, the NHAS recognizes the importance of 

getting PLWH into care early after infection to protect their health and reduce the potential of 

transmitting the virus to others.  

4. Healthy People 2020 (HP 2020) 

HP 2020 is a national initiative led by the Department of Health and Humans Services (HHS) that 

sets priorities for all HRSA programs.  HP 2020 establishes new 10-year national objectives for 

improving the health of all Americans. The initiative has two major goals: 1) To increase the quality 

and years of a healthy life, and 2) To eliminate health disparities. The program consists of 28 topic 

areas, one of which is HIV, and 467 objectives.  

5. Affordable Care Act (ACA) 

The Patient Protection and Affordable Care Act (referred to as health reform law) aims to expand 

health insurance coverage while also reforming the health care delivery system to improve quality 

and value. It includes provisions to eliminate disparities in health care, strengthen public health and 

public health access, invest in the expansion and improvement of the health care workforce, and 

encourage patient wellness in the community and workplace. The law aims to increase coverage to 

approximately 94% of Americans.  

Development of the 2012-2015 Comprehensive Plan included review of various sources of data 

including epidemiological, needs assessment, utilization, performance measures and evaluation data; 

consumer needs and priorities; and analysis of the cost and outcomes effectiveness of services. In 

addition, input from HIVPC and Committee members, service providers, funders, and other key 

stakeholders as well as the community, including PLWHA and specifically consumers of Ryan White 

Part A services, was elicited through a series of full day retreats staged in environments that promoted 

open dialogue on various Comprehensive Plan related topics such as identified special populations, 

EIIHA strategy, continuum of care, and quality of care. The input of all participants in the process has 

been invaluable.  

The Comprehensive Plan aims to satisfy federal requirements while also providing an important and 

useful resource for planning, service delivery, and evaluation. The Comprehensive Plan may serve as 

a resource for several entities. The HIVPC will utilize the Comprehensive Plan to guide decision-

making related to annual service prioritization and resource allocation processes over the next three 

years. Other stakeholders, such as service providers, may also use the Comprehensive Plan in the 

development and enhancement of their HIV service delivery planning. 
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The Comprehensive Plan has four chapters designed to answer the following questions: 

Where are we now? (What is the EMA’s current system of care?) 

This section describes the status of the HIV epidemic, the needs of PLWHA, and available HIV 

services. The following subsections are included: epidemiologic profile and emerging populations; 

EMA response to the epidemic; health care needs of both those in and out of care, estimated unmet 

need, gaps in care, and prevention needs; the current continuum of care; available core and support 

services; provider capacity and capability; and service gaps and barriers to care. 

Where do we need to go? (What is the EMA’s vision of an ideal system?) 

This section of the plan describes how the EMA would like its system of care to function including an 

operational definition of ‘continuum of care’, reflecting the context in which the HIVPC works, and a 

description of how Part A services will be coordinated with other services available to PLWHA. This 

section also includes an evaluation of the 2009-2011 Comprehensive Plan and proposes solutions to 

identified challenges. 

How will we get there? (What steps can the EMA take to develop an ideal system of care?) 

This section outlines goals for developing a comprehensive continuum of care and activities to help 

achieve these goals. These include system, planning, evaluation, and service-related goals and 

objectives and outcomes and the strategies and activities needed to implement the plan.  

How will we monitor our progress? (How will we evaluate its success in meeting its goals?) 

This last section outlines a plan to assess progress in achieving goals and objectives and to update the 

Comprehensive Plan. The monitoring and evaluation plan describes the process for tracking changes 

using client-level data and measurement of clinical outcomes.   
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1. WHERE ARE WE NOW? 

The purpose of this chapter is to identify populations in most need of HIV care and services, provide 

an overview of the current state of HIV healthcare and service delivery, as well as identify progress 

and shortfalls. The chapter includes a description of the local HIV/AIDS epidemic, HIV/AIDS 

incidence and prevalence, demographics, estimated unmet need (HIV+ persons in the EMA who 

know their HIV status but do not receive primary care), methods to identify and address gaps in care, 

the current continuum of care, description of prevention and service needs, and barriers to care.  

A. Description of the Local HIV/AIDS Epidemic  

This section describes the rapidly evolving HIV/AIDS epidemic in the EMA, disproportionately 

impacted subpopulations, groups under-represented in the Ryan White-funded primary medical care 

system, and estimated service gaps.  

Broward County is Florida’s (FL) second largest metropolitan area, with 1.7 million residents and 

670,472 households. The US Census reports that among the 1.7 million Broward residents in 2010, 

43% were White non-Hispanics (compared to 58% of all FL residents and 64% nationally), 25% 

Black non-Hispanic (compared to 16% of all FL residents and 13% nationally), 25% are Hispanic 

(compared to 23% of all FL residents and 16% nationally), and 7% other. That makes Broward a 

“majority of minorities” with the rate of racial and ethnic minorities exceeding that of White non-

Hispanics. About 30% of Broward residents are foreign-born, a higher rate than the state average 

(19%) and national average (13%). The US Census reports that Broward County has 9,125 same-sex 

households, or 1.3% of the total number of households. That is the largest number of same-sex 

couples in the state.  Fort Lauderdale and Wilton Manors claim 150 gay-owned shops and 

establishments. The area hosts the largest PrideFest in the state, with more than 40,000 attendees and 

250 vendors. By 2006, Fort Lauderdale ranked number six nationally for gay travelers, according to 

the Greater Fort Lauderdale Convention and Visitors Bureau, surpassing Miami. The following year, 

gay vacationers accounted for approximately $800 million in tourist dollars – 11% of the city’s 

annual tourism-based income.    

The HIV/AIDS epidemic has severely affected Broward. At least one in every 104 Broward residents 

is HIV+. A cumulative 27,549 HIV+ Broward residents were reported through 2010, including 358 

children and youth. HIV prevalence through 2010 included 8,628 AIDS cases and 7,378 HIV (not 

AIDS) cases or 16,006 prevalent HIV/AIDS cases living with HIV/AIDS. In FY 2011, for the first 

time, the FL Department of Health (DOH) added an additional 814, totaling 16,820 living with 
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HIV/AIDS regardless of where reported (persons tested elsewhere but currently residing in Broward 

County).  

In the first nine months of 2011, newly reported AIDS cases increased 14% and newly reported HIV 

cases rose 35% over the same period in 2010 (an average of three new HIV/AIDS cases per day). The 

CDC reports Broward and two additional South Florida EMAs rank highest in population-adjusted 

AIDS cases in the US. Broward HIV+ residents experience an average of five deaths per week. One-

half of PLWHA in Broward County are non-Hispanic Blacks, 34% are non-Hispanic Whites, and 

14% are Hispanic. Non-Hispanic Blacks are impacted disproportionately, representing 27% of 

Broward residents, but 50% of HIV+ persons in the County. Non-Hispanic Black women account for 

nearly 76% of all living HIV+ women in Broward. Men who have sex with men (MSM) represent 

47% of living HIV+ cases. One-half of HIV+ residents live in Broward’s East-Central section, home 

to one of the largest population-adjusted gay communities in the US and many of Broward’s poorest 

minority neighborhoods. HIV services are located in these communities to ensure accessibility.  

The FDOH generated the HIV/AIDS epidemiologic data used in this section as well as in later 

sections describing Unmet Need and the Early Identification of Individuals with HIV/AIDS (EIIHA). 

References to newly reported AIDS cases include the number of new AIDS cases reported in the 

CDC Electronic HIV/AIDS Reporting System (eHARS) as of 12/31/2010 and exclude FL 

Department of Corrections (DOC) AIDS cases. AIDS, HIV, and HIV/AIDS prevalence data include 

the number of diagnosed cases in eHARS as of 5/2011, and include cases whose current residence is 

the Broward County EMA, regardless of where they were diagnosed. Inclusion of AIDS and HIV 

(not AIDS) data for current residents affords the EMA the opportunity to assess the needs of and plan 

for HIV+ individuals that relocated to the EMA.  

HIV/AIDS Incidence and Prevalence  

Eight hundred and forty one (841) new AIDS cases were reported in 2008, 763 in 2009, and 631 in 

2010. Additionally, 1,278 new HIV (not AIDS) cases were reported in 2008, 864 in 2009, and 882 in 

2010. In the first nine months of 2011 alone, newly reported AIDS cases increased 14% (489 new 

cases) and newly reported HIV cases rose 35% (822 new cases) over the same period in 2010, or an 

average of 3 new HIV/AIDS cases per day. This rate of growth significantly exceeds the other five 

FL EMAs and FL as a whole.  

The true magnitude of the HIV/AIDS epidemic may be even greater due to the immigration of HIV+ 

individuals from other states and countries. FDOH estimates that 19% of Broward residents living 

with AIDS and 18% of HIV (not AIDS) cases immigrated to the EMA, rates that far exceed those of 
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any other FL EMA. FDOH reports that seeming decreases in new HIV (not AIDS) and AIDS cases 

reported are likely to be misleading due to a significant delay in entering of paper lab reports 

submitted in the last two years.  

The EMA’s HIV/AIDS epidemic must be considered within its geographic context. According to the 

CDC, the Metropolitan Statistical Area (MSA) made up of Broward, Miami/Dade, and Palm Beach 

Counties ranked highest in the US for population-adjusted AIDS and HIV (not AIDS) rates in the US 

in 2009, with a population-adjusted case rate of 37.2 (or 37.2 cases per 100,000 population). The 

CDC does not separately report population adjusted case rates for the counties in the MSA. 

Broward’s population-adjusted AIDS case rate (36.2) is exceeded only by St. Lucie (42.5) in FL. 

Broward’s population-adjusted HIV (not AIDS) rate exceeds all other FL counties and is higher than 

the State at 50.6 compared to 27.7. 
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Demographics  

K E Y  P O I N T S  

HIV/AIDS disproportionately impacts demographic and economic groups in the EMA, as 

demonstrated by trends in the age of HIV+ residents. Florida ranks second only to New York in 

cumulative pediatric AIDS cases, with Miami/Dade and Broward Counties contributing more cases 

than other FL counties. To address the pediatric AIDS epidemic, the Broward HIV care system 

• FL ranks second only to New York in cumulative pediatric AIDS cases 

• No known births to HIV+ mothers were identified in the EMA in 2010 

• Younger and older adults are the fastest growing segments of Broward’s HIV+ population 

• Population-adjusted HIV (not AIDS) case rate was higher among residents 20 to 24 than any other age group in 2010 

• In 2010, 44% of newly reported AIDS cases were 45 years or older 

Age 

• 70% of Broward PLWA in 2010 were men and 30% were women 

• 1 in 72 Broward male residents is HIV+ compared to 1 in 140 Florida men 

• 1 in 178 Broward female residents is HIV+, compared to 1 in 327 Florida women 

• 45% of Broward HIV+ males were White, 37% were Black, 16% Hispanic, and 2% were ‘other’ 

• 80% of Broward HIV+ females were Black, 11% were White, 7% were Hispanic, and 2% were ‘other’ 

Gender 

• HIV/AIDS disproportionately impacts Broward’s racial/ethnic minorities especially Black, non-Hispanics  

• 53% of PLWA in 2010 were Black non-Hispanics, 12% Hispanic, 33% White non-Hispanic, 2% ‘other’ 

• 47% of PLWH in 2010 were Black non-Hispanics, 15% Hispanic, 37% White non-Hispanic, 1% ‘other’ 

Race/Ethnicity 

• MSM HIV exposure category: 

• 41% of newly reported AIDS cases in 2010 

• 61% of prevalent male AIDS cases through 2010  

• 73% of HIV (not AIDS) male prevalent cases through 2010 

• Heterosexual exposure category: 

• 50% of new AIDS cases in 2010 

• 26% of prevalent male AIDS cases through 2010 

• 18% of prevalent male HIV (not AIDS) cases through 2010 

Exposure Category 

• HIV-related mortality disproportionately impacts Broward racial and ethnic minorities 

• The rate of Broward HIV/AIDS-related deaths has leveled in recent years 

• Mortality rates may be impacted by barriers to access to HAART due to the ADAP waitlist 

Mortality 

• Homelessness has grown significantly in Broward County 

• Contributing factors:insufficient affordable rental units, increased cost of living, and a sharp increase in foreclosures 

• The 2011 Consumer Survey indicated the following: 

• Heterosexual Black men and women reported the highest rates of homelessness 

• The homeless were more likely to report exchanging sex for drugs, a place to sleep, or money 

• The homeless were six times more likely to not have enough food to eat, and seven times more likely to not have a safe 
place to sleep or to feel unsafe in their neighborhoods 

• Through 2010, approximately 58 HIV+ residents were homeless at the time of their HIV/AIDS diagnosis  

Homelessness 

• 7% of the inmates released in 2010 were HIV+ 

• Broward has the highest jail HIV test rates of any FL county 

• The EMA developed protocols to help link and engage inmates to care upon release  

Formerly Incarcerated 
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created effective systems to prevent perinatal HIV infection. Ryan White Program grantees, 

community obstetricians, and hospital labor and delivery departments implemented a task force to 

ensure the rapid identification of HIV+ pregnant women. Intensive clinical and psychosocial 

interventions are undertaken with HIV+ pregnant women. Task force members also educate HIV+ 

men who have sex with women about secondary HIV prevention techniques. Due in large part to 

these interventions, no known births to HIV+ mothers were identified in the EMA in 2010. Among 

the 58 Broward perinatally infected children and youth under 20 years of age prior to the taskforce’s 

efforts, 15% had AIDS and 85% had HIV (not AIDS).  

Age 

FDOH trend analyses demonstrate 

that younger and older adults are the 

fastest growing segments of the 

Broward adult HIV+ population. 

About one-third (31%) of HIV+ 

adults between 20 and 29 years of 

age have AIDS and 69% HIV (not 

AIDS). The 2010 US Census reports 

that 13% of Broward residents were 

in their twenties; while 5% of AIDS 

cases and 11% of HIV (not AIDS) cases were in their twenties. 

The population-adjusted HIV (not AIDS) case rate was higher among Broward residents 20 to 24 

years of age (113.1) than any other age group in 2010. Younger age and gender are not associated, 

with about one-quarter of HIV+ men and women between the ages of 20 and 29 years. In contrast, 

older age was associated with gender, with 62% of HIV+ males 45 years or older compared to 48% of 

HIV+ women. Aging of HIV/AIDS cases, immigration of MSM, and Broward’s popularity as a 

retirement community contribute to the rate of HIV+ residents in their middle or older years. In 2010, 

44% of newly reported AIDS cases were 45 years or older and 43% of Broward residents with AIDS 

were 50 years of age or older compared to 30% of residents with HIV (not AIDS). For individuals 50 

years of age or older, age and gender were not associated, with about one-quarter of HIV+ men and 

women in that age bracket. It should be noted that HIV+ Broward residents tend to be younger than 

residents in general with 34% of Broward residents 50 years or older. 
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Gender 

By the end of 2010, 70% of adults living with AIDS in Broward County were men and 30% were 

women. The ratio of male to female AIDS cases (i.e., total male cases/total female cases) has 

narrowed significantly in the last decade. While the ratio of men to women was 2.6 men to 1 woman 

in 2001, the gap between men and women decreased to 2.2 men to 1 woman by 2010. 

In contrast, the gap between men and women with HIV (not AIDS) has widened. The ratio of men to 

women rose from 2.1 men to 1 woman in 2002, to 3.5 men to 1 woman in 2011. Broward male 

residents were almost twice as 

likely to be HIV+ as Florida male 

residents with 1 in 72 Broward 

male residents HIV+ compared to 

1 in 140 Florida males. Broward 

female residents were 1.8 times as 

likely to be HIV+ than Florida 

women with 1 in 178 Broward 

female residents HIV+, compared 

to 1 in 327 Florida women.   

Transgender have been identified by HRSA as a Special Population, a term that encompasses 

populations that may not have the greatest burden of disease but have unique, individual, social, or 

community conditions that impact their risk and access to services leading to high vulnerability for 

HIV infection and being out of care. They have also been identified as an emerging population by the 

EMA, a term used to describe priority populations with high unmet need. The Centers for Disease 

Control and Prevention (CDC) do not systematically collect data regarding transgender populations. 

This absence of accurate data significantly impairs the EMA’s ability to plan for the needs of 

Broward HIV+ transgender residents. However, the Part A program is supplementing data on 

transgender Part A clients with data collected through the Provide Enterprise (PE) system, the data 

and billing system used to collect client level information including demographics. PE allows for the 

documentation of gender as Male, Female, Transgender Male-To-Female, and Transgender Female-

To-Male. In FY 2011-2012, 27 Part A clients identified as transgender during their intake process as 

documented in PE. It is estimated that the actual number of transgender clients is higher. The HIVPC 

has also reviewed data regarding unmet need and client satisfaction from the 2011 Countywide Needs 

Assessment which included input from 34 PLWHA who self-identified as transgender. Other sources 

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011

Male 68 67 71 74 75 69 72 73 76 78

Female 32 33 29 26 25 31 28 27 24 22
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of data used to provide additional insight into the needs the EMA’s transgender population include 

results from the BCHD transgender survey. 

FDOH reports that HIV+ Broward male residents are significantly more diverse racially and 

ethnically than HIV+ women. Among Broward HIV+ males living in 2010, 45% were White non-

Hispanic (White), 37% were Black non-Hispanic (Black), 16% Hispanic, and 2% were other race. 

Among HIV+ women, 80% were Black, 11% were White, 7% were Hispanic, and 2% were other 

races. Population-adjusted AIDS case rates demonstrate the significant disparity among gender, 

racial, and ethnic groups. Black men had an AIDS case rate of 123.3, compared to 43.2 for White 

men and 43.5 for Hispanic men. There were 2.8 Black men for every 1 White non-Hispanic man, and 

there was approximately a 1 to 1 ratio between White men and Hispanic men. The AIDS case rate 

was sharply higher for Black women (93.3) than Hispanic women (8.6) or White women (3.6). There 

were 25.9 Black women for every 1 White woman, and 2.4 Hispanic women for every 1 White 

woman.  

Population-adjusted HIV (not AIDS) case rates showed a similar pattern. In 2010, Black males had an 

HIV (not AIDS) case rate of 161.3 compared to 86.7 for White males and 67.9 for Hispanic males. 

There were 1.8 Black men with HIV (not AIDS) for every 1 White man, and a 1 to 1 ratio between 

White men and Hispanic men. Among women, the HIV (not AIDS) case rate ranged from 85.1 for 

Black women, 4.8 for White women and 12.4 for Hispanic women. There were 7.7 Black women for 

every 1 White woman, and 2.6 Hispanic women for every 1 White woman. 

Race and Ethnicity 

Broward County is racially and ethnically diverse. Since 1990, Broward has risen from the 16
th

 to the 

third most racially diverse FL County (US Census computes a diversity index as the percentage of 

times two randomly selected people differ by race/ethnicity). Broward ranked 13
th

 in diversity among 

US MSAs. Broward’s diverse population is reflected in Broward’s HIV+ residents’ race and 

ethnicity. 

About 30% of Broward residents are foreign-born, with 70% from Latin America, Haiti, or other 

Caribbean country. The US Census notes that in 2009, 35% of the County’s population reported 

speaking a language other than English at home compared to 26% of Florida residents overall. Shifts 

in Broward’s demographics are fueled by immigration of foreign-born minorities, decreased White 

non-Hispanic birth rates, out-migration of White non-Hispanics due to the County’s worsening 

economy, and increased White non-Hispanic death rates. Broward’s diversity is shifting so rapidly, it 

is projected to be the second most diverse county in the US by 2030.  
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The 2010 US Census reports that Broward’s Hispanic population is growing at a faster rate than 

Black non-Hispanics. The Hispanic population grew by 61% between 2000 and 2010, compared to a 

gain of 38% for non-Hispanic Blacks and a decrease of 19% for non-Hispanic Whites.  

 

The EMA’s Hispanic population continues to grow more diverse, as new residents from Central and 

South America and the Caribbean immigrate to Broward. They have settled in large numbers in the 

county's newer southwestern suburbs, including Pembroke Pines, Miramar and Weston, as well as 

Fort Lauderdale and older eastside cities.  Less than one-half (48%) of HIV+ Hispanic Broward adult 

residents were born in the US (including 11% born in Puerto Rico). The remaining HIV+ adult 

residents were born in other countries. Haitian immigrants make up a growing portion of the EMA’s 

population especially in Fort Lauderdale and older central-county neighborhoods. Likewise, new 

residents from Caribbean islands have found homes in cities such as Lauderhill, Lauderdale Lakes, 

North Lauderdale and Margate. Broward County planners estimate 62,000 Broward residents have 

Haitian ancestry. Among this group, approximately 53,000 speak French-Creole. Broward has 

experienced a 2,466% growth in the Haitian-born population from 1980 to 2000 (the most recent data 

available). Among the 6,747 Haitian-born HIV+ Floridians reported through 2009, 21% resided in 

Broward. Adult HIV+ Broward residents born in Haiti make up 21% of HIV+ Black adults in the 

EMA, while 70% of Blacks were born in the US, 5% in Jamaica.  

HIV/AIDS disproportionately impacts Broward’s racial/ethnic minorities. The prevalent HIV/AIDS 

case data through 2010 demonstrate the disproportionate impact of the HIV epidemic on Black 

residents, with 1 in 52 living with HIV/AIDS compared to 1 in 137 Whites and 1 in 191 Hispanics. 

Among living AIDS cases in 2010, 53% were Black, 12% Hispanic, and 33% White. Among living 

HIV (not AIDS) cases in 2010, 47% are Black, 15% Hispanic, and 37% White. There is a strong 

association between gender, race, and ethnicity. Among men, the HIV/AIDS case rate varied from 

1,986.5 for Black men to 1,220.7 for White men, 819.1 for Hispanic men, and 788.3 for other men. 

There were 1.6 Black men for every 1 White man, and 0.7 Hispanic men for every 1 White man. 

1,145,287 

333,304 
271,652 

1,102,231 

467,519 438,247 

0

500,000

1,000,000

1,500,000

White Black Hispanic

Broward County Population Change by  Race/Ethnicty 

Census 2000 Census 2010
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Among women, HIV/AIDS case rate varied from 1,654.7 for Black women to 123.8 for White 

women, and 150.8 for Hispanic women. There were 13.4 Black women for every 1 White woman, 

and 1.2 Hispanic women for every 1 White woman. 

Table 1. HIV/AIDS Epidemiology by Race and Ethnicity through CY 2010 

Race/Ethnicity 
Newly Reported 

AIDS  

AIDS Prevalence 

Through CY 2010 

HIV/not AIDS 

Prevalence 

HIV/AIDS 

Prevalence 
 # % # % # % # % 

White 362 25.97% 2,807 32.53% 2,723 36.91% 5,530 34.55% 

Black 813 58.32% 4,560 52.85% 3,448 46.73% 8,008 50.03% 

Hispanic 185 13.27% 1,063 12.32% 1,070 14.50% 2,133 13.33% 

Asian/Pacific Island 8 0.57% 36 0.42% 43 0.58% 79 0.49% 

American Indian 0 0.00% 4 0.05% 11 0.15% 15 0.09% 

Not Specified 26 1.87% 158 1.83% 83 1.12% 241 1.51% 

Total 1,394 100.00% 8,628 100.00% 7,378 100.00% 16,006 100.00% 

 

Sexual Preference 

As noted earlier, according to the 2010 Census report, Broward County has 9,125 same-sex 

households, or 1.3% of the total number of households. That is the largest number of same-sex 

couples in the state. Fort Lauderdale ranked first among mid-sized cities for population-adjusted rates 

of same-sex couples per 1,000 households. Hollywood ranked 24
th

 among same-sex couples. Wilton 

Manors ranked second and Oakland Park ranked tenth for population-adjusted rates of same-sex 

couples per 1,000 households among small cities with populations below 100,000. County 

government officials estimate that 10.4 million tourists visit Broward annually, including 1 million 

gay and lesbian visitors.  

The MSM HIV exposure category was associated with 41% of newly reported AIDS cases in 2010, 

61% of prevalent male AIDS cases through 2010, and 73% of HIV (not AIDS) male prevalent cases 

through 2010. In contrast, the heterosexual exposure category was associated with 50% of new AIDS 

cases in 2010, 26% of prevalent male AIDS cases, and 18% of prevalent male HIV (not AIDS) cases. 

Among HIV+ men, race, ethnicity, and exposure category are strongly associated. Among White 

males, 89% reported MSM as their HIV exposure category compared to 5% injecting drug use (IDU), 

3% MSM/IDU, and 3% heterosexual. Among Blacks, 51% reported heterosexual exposure, 34% 

MSM, 9% IDU, 4% MSM/IDU, and 2% other category. Among Hispanics, 76% reported MSM, 11% 

heterosexual, 7% IDU, 5% MSM/DU, and 1% other. 

Mortality  

Due to increased use of highly active antiretroviral therapy (HAART) and expanded virologic 

monitoring, the rate of Broward HIV/AIDS-related deaths reached a plateau in recent years. In 2010, 

266 Broward HIV+ residents died, compared to 355 in 2009 signifying a 25% decrease. However, the 



 17 

impact of HIV/AIDS-related mortality cannot be discounted as Broward HIV+ residents experienced 

an average of five deaths per week.  

 

HIV-related mortality disproportionately impacts Broward racial and ethnic minorities. Mortality 

rates for Black residents are particularly high, representing 53% of all deaths among Broward HIV+ 

residents in 2010. Black non-Hispanics had 1.7 times the number of deaths than White non-

Hispanics, who accounted for 31% of deaths among HIV+ Broward residents. HIV+ Broward male 

residents accounted for 67% of deaths, or twice the death rate of HIV+ female residents. Among 

HIV+ males, HIV exposure category was highly associated with death rates. MSM accounted for 

52% of deaths, compared to 30% for heterosexual men, 11% for IDUs, and 7% for MSM/IDUs. 

Among HIV+ females, heterosexual women accounted for 74% of deaths and IDUs for 23%. 

Notably, female IDUs experienced the only increase in death rates between 2009 and 2010 for men 

and women of any exposure category (an 8% increase).  

While Hispanics, White non-Hispanics, and Black non-Hispanics living with AIDS experienced 

significant gains in life expectancy during the course of the AIDS epidemic, White non-Hispanics 

achieved significantly longer median life expectancy than Hispanics and Black non-Hispanics. 

Median life expectancy for White non-Hispanics was 55 months from AIDS diagnosis to death for 

individuals first diagnosed between 1998 and 2007 (the most recent data available), compared to 32 

months for Black PLWHA and 51 months for Hispanics. When comparing median survival time 

between men and women, concerning differences were identified. Among White PLWHA between 
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1998 and 2007, women had a median of 47 months of survival, compared to 56 months for men. 

Similarly, among Hispanics, women had a median of 47 months of survival compared to 52 months 

for men. Among Black non-Hispanics, women had a median of 36 months compared to 29 for men. 

While rates have leveled in recent years as a result of HAART, a concern for Broward County has 

been the potential impact of the Florida ADAP crisis on these rates. In 2010, the Florida ADAP began 

facing serious funding shortfalls that threatened the drug supply for 6,500 uninsured PLWHA. In 

response, the state collaborated with pharmaceutical companies that agreed to donate drugs to non-

profit Welvista to deliver at ADAP distribution sites. While this solution ensured that nearly two-

thirds of Florida’s 10,000 ADAP clients would not be dropped from the program, a large number of 

clients remained on the state’s waiting list despite cost-cutting measures such as reducing the ADAP 

formulary and changing the ADAP income eligibility criteria to 300% of Federal Poverty Level 

(FPL). Broward has had the second highest number of waitlisted and terminated FL ADAP clients. 

Mortality rates may increase due to barriers and delays in access to HAART and other HIV drugs due 

to ADAP termination or placement on the waitlist. However, the number of individuals on the waitlist 

has been greatly reduced and stands at 111 as of April 2012.  

Homeless HIV+ Individuals  

K E Y  P O I N T S  

 

 

 

 

 

 

 

 

 

 

Homelessness has grown significantly in Broward County. Contributing factors include insufficient 

affordable rental units, increased cost of living, and a sharp increase in foreclosures. The FL 

Department of Children and Families (DCF) estimates that 3,801 Broward residents were homeless in 

2011, a 66% increase over 2005. About 35% of homeless Floridians reported being homeless for 

more than one year. Over one-half of respondents (53%) reported that they were homeless for the first 

time. Almost one-half (49%) of respondents reported that they were homeless due to employment or 

financial problems and 18% because of medical issues or disability. Florida’s economic crisis has 

• Homelessness in Broward has grown significantly 

• Lack of  affordable rentals;cost of living and foreclosures increased 

• Heterosexual Black men and women reported highest homeless rates 

• Homeless are more likely to: 

• Exchange sex for drugs, place to sleep or money 

• Not have enough food to eat 

• Not have a safe place to sleep 

• Feel unsafe in their neighborhoods 

• Approximately 58 HIV+ residents were homeless at time of diagnosis 

• HOPWA and HIP are the two central homeless programs in Broward  

Homeless HIV+ Individuals 
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increased the risk for becoming homeless. The foreclosure crisis among homeowners has created a 

new group of homeless individuals, and added to the demand for affordable rental housing. The 

Mortgage Bankers Association reported recently that one in five Florida homeowners are seriously 

delinquent or in foreclosure, making FL first nationally for failed or seriously delinquent home loans. 

FL ranks second in the US in the number of foreclosures, and Broward County ranks second in 

foreclosures among FL counties. Broward County experienced a dramatic decline in home values, 

with Broward’s Property Appraiser reporting an historic 12% drop in property value that resulted in 

44% of Broward home loans becoming “underwater.” Crowd-out of low-income residents from 

affordable housing is increasing due to new demand for rental units by homeowners in foreclosure.  

FDOH reports that, through 2010, approximately 58 HIV+ Broward residents were homeless at the 

time of their diagnosis with HIV or AIDS, for a 362.4 prevalence rate. This rate significantly 

underestimates the likely number of HIV+ homeless in Broward. The Part A client-level data system, 

PE, identified 689 HIV+ Part A clients who were homeless or domiciled in temporary housing (e.g., 

temporarily living with family or friends or in a transitional housing program). The rate of homeless 

or temporarily housed HIV+ individuals identified in PE rose 17% between 2008 and 2009.  

Until recently, little was known about HIV+ Broward residents who become homeless after diagnosis 

with HIV or AIDS. A countywide assessment of HIV+ Broward residents was commissioned in 2011 

by the Part A grantee, Part B administrative agent, and the City of Fort Lauderdale Housing 

Opportunities for Persons with HIV/AIDS (HOPWA) grantee. Surveys were distributed by ethnically 

and racially diverse survey workers who targeted HIV clinics, infectious disease practices, gay and 

lesbian community agencies, homeless shelters, soup kitchens, community-based organizations 

(CBOs), residential treatment programs, and housing programs for HIV+ residents (the survey was 

also available online). Among 1,161 survey respondents, 99 (6%) were homeless in the six months 

before the survey. Heterosexual Black men and women reported the highest rates of homelessness. 

The homeless were significantly more likely than others to live with friends, family, or in temporary 

housing because they had nowhere else to live. The homeless were also significantly more likely than 

others to report exchanging sex for drugs, a place to sleep, or money. The homeless were six times 

more likely to not have enough food to eat, and seven times more likely to either not have a safe place 

to sleep or to feel unsafe in their neighborhoods. The homeless were over four times more likely than 

others to report difficulty finding affordable housing, five times more likely to have a bad credit 

history, and 10 times more likely to have not had transportation to look for a place to live. Homeless 

respondents were also significantly more likely than their counterparts to have a criminal record, 

physical disability, and substance abuse problem. 
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There are two central programs in place to address the needs of the homeless population in Broward 

County:  The HOPWA program, a Federal program dedicated to the housing needs of people living 

with HIV/AIDS, and The Broward County Homeless Services Section, responsible for homeless 

services planning and coordination.  

Under the HOPWA program, the Housing & Urban Development Department (HUD) provides grants 

to local communities, states, and nonprofit organizations for housing projects that benefit low-income 

persons medically diagnosed with HIV/AIDS. In Broward County, the HOPWA program receives 

approximately $8 million per year to provide a variety of housing options that assist persons living 

with HIV/AIDS. The Continuum of Housing Programs span across Broward County and offer 

Emergency Transitional Housing, Assisted Living Facilities, Mental Health Housing, Substance 

Abuse Housing, Community-Based Housing, Project-Based Rent, Tenant-Based Rental Vouchers, 

short-term, rent, mortgage and utilities assistance, move-in assistance and Housing Case Management 

with the long-term goal of helping clients achieve self-sufficiency.  

The Broward County Human Services Department Homeless Services Section serves as staff to the 

Homeless Initiative Partnership (HIP) Advisory Board, Broward County's focal point for planning 

and coordination for, and on behalf of, homeless families and individuals in Broward County. HIP 

staff assists with the formation of policies, programs and procedures related to homeless services. 

HIP Administration is responsible for administering multi-million dollar homeless programs funded 

by Broward County, the State of Florida, and HUD, in a collaborative effort with other Human 

Services Department divisions, community service providers, business leaders, and government 

officials, to maintain a countywide Continuum of Care of homeless services. Broward's Continuum of 

Care addresses all aspects of homelessness including prevention, outreach, emergency shelter, 

transitional and permanent affordable housing, and supportive services.  
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Formerly Incarcerated HIV+ Individuals 

K E Y  P O I N T S  

 

Two populations make up the formerly incarcerated HIV+ population in Broward County: 1) Inmates 

released from FL state prisons and 2) Inmates released from the Broward jail system. The FL DOC 

reports more than 95% of prison inmates are re-released to Broward, including 2,485 in 2010. DOC 

must test each inmate for HIV within 60 days of release. One hundred and sixty nine (169) HIV+ 

inmates were released in Broward in 2008, 176 inmates in 2009, and 165 inmates in 2010. HIV+ 

individuals made up 7% of the inmates released in 2010. An estimated 63,000 prisoners are booked 

annually into the Broward Sherriff’s Office (BSO) jail system, the 12
th

 largest jail system in the US. 

The BSO supervises 8,000 individuals on any given day, including an average daily population of 

4,600 inmates in its four jails. CDC funds from FDOH support the African American Testing 

Initiative (AATI) that provides the jail HIV screening program.  

FDOH reports Broward has the highest jail HIV test rates of any FL county, with 20% of HIV tests 

conducted in BSO facilities. In 2010, 5,851 male inmates received HIV tests, with 29 HIV+ inmates 

newly identified (0.5% HIV+ rate). Among the 1,203 women inmates tested for HIV, 11 HIV+ 

inmates were newly identified (0.9% HIV+ rate). An additional 55 inmates were aware of their HIV+ 

status before incarceration. A total of 99 inmates received HIV treatment from an HIV-experienced 

physician, HIV medications, and lab monitoring. Additional discussion of incarcerated individuals is 

included in this chapter under Section G-Barriers to Care. 

In recognition of the importance of linking and engaging inmates upon release, the HIVPC 

established the Ad Hoc Reentry Committee in 2011. The Committee was comprised of 

representatives from Part A, Part C, Part B Jail Linkage Program, Broward Sheriff’s Office, and 

Department of Corrections. The Committee established a re-entry protocol for HIV+ individuals 

residing in Broward. It includes pre-release planning 90 days prior to release, pre-scheduling of rapid 

intake by ADAP and the Part A-funded Central Intake Eligibility Determination (CIED), forwarding 

of necessary client eligibility documents and health records upon the inmate’s release, scheduling of 

OAMC visits, and monitoring of OAMC appointment compliance.  The work of the Committee under 

Part A ended in the Fall of 2011 but continues under the South Florida AIDS Network with many of 

the same members remaining on board.    

• 7% of inmates released were HIV+ 

• Broward’s jail HIV test rates are highest of any FL county 

• Protocols are in place to ensure engagement and linkage to care upon release  

Formerly Incarcerated HIV+ Individuals 
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2010 Unmet Need Estimate  

K E Y  P O I N T S  

 

Comparing available services to identified needs reveals unmet needs and service gaps in Broward’s 

HIV population. This includes an examination of unmet needs for HIV+ individuals who know their 

status but are not in care; service gaps for those who are currently in care; disparities in care; and 

capacity development needs of providers and the overall system of care. Analysis of unmet needs and 

service gaps includes not only a determination of overall needs but also identification of particular 

service needs for specific PLWHA populations. This will be discussed in detail within this section.  

The CDC estimates that over 1 million Americans are living with HIV/AIDS, 21% of whom do not 

know their status. As such, they are not getting care for their HIV disease. Other estimates suggest 

that about one-third of those who know their status are not receiving regular HIV-related primary 

health care. The Ryan White CARE Act Amendments of 2000 directed HRSA grantees to assess the 

needs of PLWHA, particularly those from disproportionately affected and historically underserved 

populations who are aware of their HIV status but who have yet to receive HIV-related health 

services. This targeting is intended to keep Ryan White HIV/AIDS Program resources focused on 

early intervention and care delivery to fill gaps in care and away from expansion into such prevention 

areas as general outreach and HIV counseling and testing for non-infected populations.    

In 2003, HRSA introduced a framework developed by the University of California, San Francisco, for 

grantees to use to estimate met and unmet need. The framework called for the integration of two 

types of data: 1) data on a jurisdiction's population of HIV-infected people who are aware of their 

infection, and 2) data on the number of HIV-infected people receiving care, based on laboratory 

reports of CD4 count and HIV viral load or the prescription of antiretroviral medications. Beginning 

in 2005, receipt of Ryan White funding required an assessment of HIV medical care utilization. 

• Unmet need refers to individuals aware of their HIV status but not in medical 
care 

• In Broward, the estimated unmet need is 49%, or 8,325 individuals  

• Within the group with unmet need, 3,635 were HIV+ and 4,690 had AIDS 

• Unmet need data utilized in priorities, allocations, and decision-making  

• Unmet need is particularly high among Broward County White non-Hispanic 
MSM, Black non-Hispanic heterosexuals, Black heterosexual homeless men, 
Haitian-born men and women, and Black non-Hispanic heterosexual women 

• Efforts are being made to collaborate with prevention programs to identify, 
engage, link, and treat HIV+ Broward residents who are not in care 

Unmet Need 
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The EMA utilized the HAB Unmet Need Framework and calendar year (CY) 2010 data to estimate 

unmet need. The unmet need methodology focuses on reported AIDS and HIV (not AIDS) cases who 

were alive through CY 2010 and whose last known residence was in FL, regardless if the case was 

initially reported in FL or out of state. Cases known to be living outside of FL by December 31, 2010 

and not in care in FL were not included in these analyses. These data are generated from the eHARS 

database, which documents cases living and in care in FL, regardless of the state in which the case 

was initially reported. This revised process of excluding cases known to be living outside of FL and 

including cases reported outside of FL but obtaining care in FL provides a more complete and 

accurate picture of those individuals in need of care, as well as the in- and out-migration of cases. 

Although the eHARS dataset is used as the primary tool for estimating unmet need, it must be noted 

that the database has limitations. HIV cases were not reportable in FL until July 1, 1997. From July 

1997 through November 2006, HIV reporting was limited to HIV confirmatory tests performed in a 

confidential setting and only via diagnostic HIV tests. Mandatory lab reporting of all viral load and 

CD4 results was enacted in law in November 2006. Only detectable viral tests are reportable as a new 

case in eHARS. Therefore, patients testing “undetectable” will not be reported as HIV+ until they 

have a detectable viral load and/or develop AIDS. Thus, the data for HIV (not AIDS) underestimate 

the true number of diagnosed and in-care clients who are not yet reported. Paper reports received at 

the FDOH from labs not currently reporting electronically are entered into an Access database, not 

linked with eHARS. With the reporting laws in place for over four years and the continued expansion 

of electronic lab reporting (ELR), HIV lab reporting has become more complete (approximately 

75%). All cases with a lab report from FL, but reported out-of-state are entered into eHARS. Due to 

the sheer volume of out-of-state cases, there is a backlog of over 1,000 cases to be entered into 

eHARS. Thus, the total number of cases and their care status are under-reported. 

To compute unmet need, FDOH matches eHARS data with Medicaid, ADAP, and Health 

Management System (HMS), a FDOH county health department electronic health database used for 

patient-based services, as well as CAREWare, the ELR database, and paper lab database. Cases 

identified as in-care by some other source that used lab verification, are NOT identified as “in care” 

using these matching algorithms. This method artificially deflates the percentage of cases in care. 

Therefore, a multiplying factor of “those estimated in care via other sources” is used to quantify those 

cases. Adjusted estimates also help to account for those who migrated out and are no longer in care. 

Since eHARS implementation in January 2009, FDOH tracks and updates current residence, and adds 

cases to eHARS reported by other states but in care in FL. For 2010, the AIDS and HIV (not AIDS) 

data reflect the current county of residence rather than county of initial report. This process more 
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accurately reflects where a case lives and, if in FL, if the case is in care. The 2010 unmet need 

estimate for each EMA is NOT directly comparable to previous years due to inclusion of data 

to account for in-migration of previously reported HIV+ cases.  

Per CDC guidance, FL re-assigned several thousand cases previously reported in FL but identified as 

being initially reported elsewhere. Cases were omitted from the total count of HIV+ persons if they 

no longer lived in FL in 2010 and were no longer in care. As a result, they will no longer negatively 

affect the in-care data since they are no longer living in FL. This adjustment accounts for a smaller 

increase in HIV+ persons from the previous year. Table 2 describes the method used by FDOH to 

generate EMA-level Unmet Need estimates. 

FDOH staff conducts ongoing matches with the death certificate database maintained by the FDOH 

Office of Vital Statistics to ensure the most accurate statistics on vital status. FDOH receives ongoing 

reports of death certificates on cases with a known HIV-related cause of death. Additionally, FDOH 

routinely matches living eHARS case data with death certificate data to identify deaths due to 

unrelated causes. Annually, FDOH matches deaths data from the SSA Death Master File with 

eHARS data. In 2010, FDOH also matched AIDS case data with the National Death Index and 

identified over 700 new deaths not previously recorded. This matching is best done annually to show the 

mortality trend. Due to budget constraints, FDOH has not been able to do this annually. What appears to be a 

sharp decline is actually a product of the delay in the matching process.  

Trends in Unmet Need 

FDOH estimates that through 2010, 8,325 HIV+ Broward residents were aware of their HIV status but were 

not receiving specified primary medical care services. Within this group with unmet need, 3,635 were HIV 

(not AIDS) (44%) and 4,690 had AIDS (56%). Table 3 summarizes the percent of unmet need for Broward 

residents with AIDS and HIV (not AIDS) for CY 2008, 2009, and 2010. The estimated unmet need among 

Broward residents with AIDS increased 65% from 2008 to 2009 and 43% between 2009 and 2010. The 

Table 2. Unmet Need Population  - CY 2010 

Population Size #  

A Persons living with AIDS (PLWA) 8,971  

B Persons with HIV (PLWH)/non-AIDS 7,849  

C Total number of persons living with HIV or AIDS 16,820  

Care Patterns # % 

D PLWA who did receive specified HIV primary medical care services  5,336 62% 

E PLWH/non-AIDS who did receive specified HIV primary medical care  3,159 38% 

F Total # of HIV+ who did receive specified HIV primary medical care   8,495 51% 

Calculated Results # % 

G # of  PLWA who did NOT receive primary medical services 3,635 44% 

H # of  PLWH/non-AIDS who did NOT receive primary medical services 4,690 56% 

I Total HIV+ who did NOT receive specified primary medical care  8,325 49% 



 25 

estimated unmet need among Broward residents with HIV (not AIDS) rose 44% from 2008 to 2009 and 39% 

from 2009 to 2010. Among HIV+ Broward residents, estimated unmet need rose 52% from 2008 to 2009 and 

41% from 2009 to 2010. FDOH estimates that unmet need among Broward residents with AIDS increased 

140% from 2006 to 2011, 156% for residents with HIV (not AIDS), and 149% for all HIV+ residents.  

 

Unmet need increased steadily between 2008 and 2010 due in part to the refinement of FDOH unmet 

need estimation methods to account for immigration of persons initially diagnosed with HIV in other 

states or countries. These increases are attributable to Broward’s unabated HIV/AIDS epidemic, as 

well as steady immigration of HIV+ individuals from other FL counties, US states and territories, and 

other countries. These increases may also be attributable to the stagnation of funds for the Broward 

HIV care continuum since 2008, with stagnation defined by economists as a growth rate less than 2 to 

3% per year. Funds have been unavailable to expand significantly the capacity of HIV clinics to meet 

the needs of HIV+ Broward residents with unmet need. As mentioned earlier, Part A funds increased 

0.1% between 2008 and 2009 and decreased 2.5% between 2009 and 2010. It should be noted that 

despite  insufficient funding, the Part A Grantee has actively promoted referral and linkages between 

Counseling and Testing (CTS) and Part A, C, and D-funded HIV clinics through capacity building 

and performance monitoring. Sharply increased funds are essential to adequately address the 

estimated unmet need.  

Methods to Identify Gaps and Apply Data for Planning and Decision Making  

Unmet need data are used in priorities, resources allocation, and decision-making. On an annual 

basis, the HIVPC uses unmet need data to establish service priorities and make recommendations to 

the Grantee about allocations of Part A funds to core and support services. The HIVPC and its 

committees review unmet need estimates annually by demographic characteristics and estimate the 

percent of clients not currently in care that would likely qualify for Ryan White based on the 

percentage of the population currently in care and served by Part A. The HIVPC then estimates the 

number of new clients that the system has the capacity to engage in care. The 2010 unmet need 

estimate that 49% of aware HIV+ Broward residents are not in care (or 8,325 persons), presents a 

daunting challenge to the HIVPC and Grantee as the Ryan White-funded HIV care continuum has the 

capacity to serve only about 10% to 15% of that group. The Joint Priorities Committee also reviews 

unmet trend data to identify other funding sources that might address the growing number of HIV+ 

Broward residents with unmet need. In recent years, efforts to effectively address sharply increasing 

Table 3. Estimated Unmet Need/% of AIDS, HIV Not-AIDS, and Total HIV+ Cases  

 2006 2007 2008 2009 2010 

AIDS 20% 19% 19.0% 30% 41% 

HIV/Not-AIDS 32% 22% 33.0% 47% 60% 

Total HIV+ 25% 20% 25.0% 38% 49% 
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unmet need have been difficult since most federal and state funders supporting the HIV care 

continuum have flattened or decreased their awards.  

The EMA continually assesses service needs, gaps, and barriers to care of people who know their 

HIV/AIDS status and are not in care. Assessment activities include: epidemiological and trend 

analyses, service gap analyses, identification of emerging populations, HIV provider surveys, 

Broward HIV+ resident assessments, monthly reporting of appointment waiting times, and quarterly 

HIVPC-sponsored community meetings. The Grantee also conducts an annual in-depth assessment of 

a service category to ensure that Part A funds are used cost-effectively, barriers to care are addressed 

and eliminated, and client satisfaction is high. In recent years, the Grantee assessed OAMC, 

prescription drugs, oral health care, MCM, and mental health/substance abuse services. 

Subpopulation and core service assessments use multiple data sources including primary data 

collection (e.g., key informant interviews, focus groups, and surveys) and secondary data (e.g., 

service utilization data, chart abstraction). Service planning and funding allocations are informed by 

synthesized findings and recommendations.  

Demographics and Location of People Aware of Their HIV+ Status and Not in Care  

FDOH estimates the demographic characteristics of people who are aware of their HIV+ status but 

are not in care, including race, ethnicity, gender, age group, and HIV transmission mode. 

Characteristics are estimated by comparing prevalence and in-care data by demographics and 

reported risk groups. The demographic analyses identify subpopulations needing additional efforts to 

improve access to care. Demographic analyses concluded unmet need to be particularly high among 

Broward County White non-Hispanic MSM, Black non-Hispanic heterosexuals, Black heterosexual 

homeless men, Haitian-born men and women, and Black non-Hispanic heterosexual women.  

Aggregated ZIP Code data do not inform unmet need assessments because they are not updated as 

individuals move. eHARS case reports from 2010 and the first half of 2011 are more informative, as 

they identify the geographic distribution of cases more recently identified as being HIV+. Geo-

mapping identified the central northern and southern communities of Broward County as the location 

where newly identified HIV+ Broward residents tend to reside. The central northern area has high 

rates of MSMs and heterosexual Black non-Hispanics. The southern area is adjacent to a high 

incidence area of Miami-Dade County. 

 

Efforts to Assist People Who Know Their Status and are Not in Care  
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Considerable effort is being made to collaborate with FDOH HIV prevention programs to identify, 

engage, link, and treat HIV+ Broward residents who are aware of their status but not in care. These 

new efforts were launched in September 2011 with a formative meeting of healthcare leaders and a 

think tank of Broward HIV prevention and treatment experts. In addition to these new efforts, the 

Grantee, HIVPC, and HIV providers have undertaken several other noteworthy efforts:  

 The Part A Grantee sponsored a Consumer Forum and HIVPC retreat in late 2008 to obtain input 

on the 2009-2011 Comprehensive Plan. These activities reaffirmed efforts to address unmet need 

as a central component of the Plan. The activities conducted encouraged participation of HIV+ 

persons not in care, conducting special focus groups and planning sessions, and refining core and 

support service strategies targeting HIV+ persons’ engagement in care.  

 The EMA conducted three focus groups in 2010 – with transgender men-to-women, women and 

young males. Three focus groups were done in 2011 – with homeless, MSMs and recently 

released individuals. These groups identified factors that contribute to unmet need, and methods 

to identify, engage, and link individuals to care. A countywide survey of over 1,300 individuals in 

2010 and over 1,100 individuals in 2011 provided detailed information regarding service needs a 

among specific subpopulations.  

 In preparation for the development of the 2012-2015 Comprehensive Plan, several retreats were 

held with the HIVPC, Grantee, committee members, PLWHA, and consumers.  

 Performance among Part A subgrantees in addressing and preventing clients lost to care has been 

included by the Grantee in Part A performance measures. Those include waiting time for new 

OAMC, oral health care, Mental Health/Substance Abuse, and MCM visits; and the number of 

new clients engaged in care, clients lost to care or follow-up but later re-engaged in care, and 

clients retained in care.  

 The PE client-level data system has been modified to include detailed information regarding the 

disposition of clients who have not had an OAMC visit in six months. These data are helpful in 

understanding if a client is lost to health care generally, or is now receiving care from a public or 

commercially funded provider, incarcerated, relocated to another jurisdiction, or deceased.  

 The EMA elected to participate in the National Quality Center’s (NQC) In+Care Campaign, a 

national retention initiative to bring clients back to care and keep others from falling out of care. 

 The Grantee and HIVPC collaborate to identify trends and unmet need estimates. An annual 

presentation integrates key quantitative and qualitative client needs data, epidemiologic trends 

and service utilization data. A user-friendly summary is reviewed prior to the PSRA to identify 

priority areas needing increased allocations and changes to service delivery models. 
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 Part A contract language requires coordination between subgrantees and agencies providing 

Counseling and Testing Services (CTS), Early Intervention Services (EIS), and other HAB-

recognized points of entry into care. These requirements include establishing linkage agreements 

and Memoranda of Understanding (MOU) that clearly define referral and follow-up roles, with 

language requiring documented referrals and response time.  

 Part A Service Delivery Models (SDM) encourage client enrollment in OAMC and compliance 

with medical care. Support services assist HIV+ persons to engage and be retained in OAMC. 

Subgrantee contract language requires all agencies to determine at intake and review periodically, 

client engagement in OAMC, as well as provide medical referrals for, and follow-up of, 

consenting clients not in care. Food banks are a common point of entry into the EMA’s HIV care 

continuum. The Food Bank subgrantee engages newly diagnosed and lost-to-care HIV+ 

individuals and refers them to a core service. 

 The Part A and CDC outreach providers find and engage HIV+ individuals who are aware of their 

HIV status but are not in care and reengage clients who have dropped out of care. The EMA has 

undertaken significant efforts to increase the efficiency and effectiveness of outreach. The Part A 

outreach subgrantee is contractually required to coordinate its efforts with CDC-funded 

prevention programs to avoid duplication of activities. 

Early Identification of Individuals with HIV/AIDS/Unaware Estimate  

The Grantee developed a comprehensive EIIHA Strategy in close coordination with other Ryan 

White, prevention, counseling and testing, healthcare, and community stakeholders. The Strategy is 

designed to identify, counsel, test, and inform Broward residents of their HIV status, link, and engage 

HIV+ Broward residents in OAMC, and link HIV negative Broward residents to appropriate prevention 

services. The Strategy focuses on reducing barriers to HIV screening and addressing disparities in the 

availability of HIV screening for minorities and historically underserved populations. Building on the 

initial Strategy developed in FY 2009, the FY 2012 Strategy further formalizes relationships and 

jointly planned activities among HIV prevention, public and private sector HIV screening, and health 

and support services. The Strategy is aligned closely, but does not duplicate, the HIV prevention, 

screening, and treatment efforts funded by the CDC, FDOH, health insurers, and other funders. The 

Strategy is designed to integrate further the key stakeholders including HAB-funded grantees and 

subgrantees, public health prevention, disease control/intervention, healthcare system, CBOs, 

correctional system, faith-based community, HIV+ Broward residents, and community leaders.  

The EIIHA Strategy Goals focus on increasing the number of: 1) individuals who are aware of their 

HIV status, 2) HIV+ individuals who are in OAMC, and 3) HIV negative individuals referred to 
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services that contribute to keeping them HIV negative.  

Specifically, the EMA’s EIIHA Strategy targets the groups below:  

 Tested Confidential/Tested Anonymously 

 Received Preliminary HIV+ Result Only No Confirmatory Test 

 Not Tested in the Past 24 Months/Not Tested in the Past 48 Months 

 Recently Incarcerated/Released 

 MSM (Black MSM (BMSM), Hispanic MSM (HMSM), White MSM (WMSM)) 

 Black Heterosexuals (Black Women and Substance Users) 

 Hispanic Heterosexuals (Hispanic Women and Substance Users) 

The Strategy increases awareness among Broward residents about their HIV status by implementing 

evidence-based, coordinated, and targeted countywide activities that identify target populations 

disproportionally impacted by HIV. The Strategy is based on an already highly coordinated HIV 

prevention, screening, care, and financing system. The Strategy’s goals are designed, implemented, 

and evaluated to ensure that unscreened individuals become aware of their status.  

An estimated 3,996 living HIV+ Broward residents were unaware of their status in CY 2009. Table 4 

summarizes the estimation method. A total of 49,499 HIV tests were conducted using Federal, State, 

or local funds in CY 2010. 

 

Table 4. HIV Tests Using Federal, State, and Local Funds, CY Ending 12/31/10 

49,499 = Total number of HIV tests conducted 

+ 38,654 Total number informed of their HIV status (positive and negative) 

+ 10,813 Total number NOT informed of their HIV status (positive & negative) 

643 = Total number of HIV positive tests 

+ 625 Total number of HIV positive informed of their HIV status 

+ 18 Total number of HIV positive NOT informed of their HIV status 

625 = Total number of HIV positive referred to medical care 

+ 484 Total number of HIV positive linked to medical care 

+ 141 Total number of HIV positive NOT linked to medical care 

48,824 = Total number of negative tests 

+ 38,029 Total number of HIV negative informed of their HIV status 

+ 10,795 Total number of HIV negative NOT informed of their HIV status 

Not Collected Total number of HIV negative referred to services 
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B. Current Continuum of Care  

KEY POINTS 

 

HAB defines a continuum of care as: “an integrated service network that guides and tracks clients 

through a comprehensive array of clinical, mental, and social services in order to maximize access 

and outcomes.” Reflecting its large and growing HIV/AIDS epidemic, the EMA has received Part A 

and MAI funds for 20 years. The EMA provides a highly accessible, culturally sensitive, HIV 

experienced, high quality continuum of HIV services. In FY 2011, 6,865 clients received some or all 

Part A core or support services. There are five Part A OAMC sub grantees, with eight 8 clinic sites. 

Services are available from 24 medical case management and support service sites located throughout 

Broward. A network of 39 counseling, testing and EIS sites offers outreach targeting minority, low 

income, and uninsured communities. The map illustrates the geographic distribution of Part A clients 

served in FY 11-12 and the location of Part A subgrantees by zip code and the table shows services 

provided by each Part A subgrantee. 

The FY 2012 Implementation Plan addresses 

core medical and support services and 

anticipated increases in demand resulting 

from focused outreach efforts to identify and 

engage individual unaware or aware of their 

HIV+ status in care and reengage individuals 

who have dropped out of care. The proposed 

budget targets core services funding at 86%, 

exceeding the 75% requirement.  

 

• Continuum refers to integrated system of care made up of medical and social services 

• Integrated planning process engages representatives of stakeholders in planning, 
decision-making, implementation, and evaluation to maximize resources 

• Limited funding jeopardizes the HIV continuum for those in care, and cannot support 
the estimated 8,325 residents aware but not in care 

• The EMA considers all other funding sources to ensure "payor of last resort" 

Continuum Of Care 
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Ryan White-Funded Services Interaction with Non-Ryan White to Ensure Continuity  

Services funded by Federal, State, and local sources (including other Ryan White Programs) are taken 

into consideration in planning for the Broward HIV care continuum during the priority setting and 

resource allocation processes. The EMA considers the HIV and non-HIV specific services funded by 

local, State, and Federal resources to maximize funds, avoid duplication, and ensure Ryan White 

funds are used as the payer of last resort.  

The EMA’s established and fully integrated planning process engages representatives of key funders 

and stakeholders in all levels of planning, decision-making, implementation, and evaluation. 

Representatives include: 1) FL Medicaid; 2) Social Security Administration (SSA); 3) State 

Children’s Health Insurance Program; 4) Veteran’s Administration (VA); 5) HOPWA Grantee; 6) 

BCHD (lead agency for Part B, ADAP, and CDC prevention); 7) Children’s Diagnostic and 

Treatment Center (CDTC) (Part D grantee for women, infants, children, and youth or WICY); 8) FL 

DCF (Federal and State SAMHSA funds); 9) Broward Health (Part C grantee); 10) Nova 

Southeastern University (Part F Grantee); 11) Broward Community and Family Health Centers 

(federally qualified health center FQHC); 12) Memorial Healthcare System; 13) United Way and 
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Community Foundation; and 14) Broward County government, represented by the Part A Chief 

Executive Officer and the Grantee who oversee the distribution of County funding for health and 

human services (including Part A and MAI funds). Broward Health and Memorial Healthcare System 

provide the majority of publicly funded inpatient services in the EMA. 

Table 6 summarizes the availability of public funds for HIV/AIDS services in FY 2011 and 

anticipated in FY 2012. This table includes the actual dollar amounts and the percentage of total 

available funds from each source. The numbers were calculated using data obtained from Ryan White 

grantees for the most recent period available. Grantees have slightly different grant periods; the data 

from the different “parts” were not adjusted to align with the Part A grant year. FDOH provided data 

regarding FL general revenue allocated to Broward. Data regarding local funds were obtained from 

the two tax-assisted hospital districts operating in Broward - Memorial Healthcare System and  

Broward Health.  

During FY11, Part A served 7,022 unduplicated clients. Service utilization for all Part A services is 

described in Table 7; client demographics are provided in Table 8. 

Table 7. Part A Service Utilization per Service Category FY11-12  

Service Category Total Clients New Clients 

Health Insurance Continuation Program 137 79 

AIDS Pharmaceutical Assistance (local) 2,061 482 

Outpatient Ambulatory Health Care 3,506 1,354 

Non-Medical Case Management (Centralized Intake and 

Eligibility) 

6,333 4,062 

Food Bank 2,019 519 

Legal Services 164 97 

Medical Case Management 3,554 1,130 

Mental Health Services 419 167 

Oral Health Care 2,768 879 

Outreach Services 118 111 

Substance Abuse Services (Outpatient) 124 49 

Table 6. Total Public Funds: Fort Lauderdale/Broward County EMA Awarded FY 2011 

Service Ryan White Part A Other Federal  State  TOTAL  

Minority AIDS Initiative $1,025,383 8% $344,074 2% $0 0% $1,369,457 4% 

Outpatient Medical Care $5,920,360 46% $1,216,154 6% $259,518 14% $7,396,032 21% 

State ADAP $0 0% $652,585 3% $0 0% $652,585 2% 

Counseling and Testing $0 0% $319,634 2% $402,091 21% $721,725 2% 

Home/Community Health $0 0% $991,737 5% $371,782 20% $1,363,519 4% 

Other Outpatient Medical $0 0% $24,007 0% $158,976 8% $182,983 1% 

Oral Health Care  $2,155,150 17% $234,747 1% $0 0% $2,389,897 7% 

Substance Abuse /Mental H $584,487 5% $451,976 2% $2,326 0% $1,038,789 3% 

Other Core Services $2,112,489 16% $2,554,680 13% $636,970 34% $5,304,139 15% 

Other Support Services $1,042,785 8% $13,172,776 66% $68,765 4% $14,284,326 41% 

Total $12,840,654 100% $19,962,370 100% $1,900,428 100% $34,703,352 100% 
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Medical Transportation Services 124 12 
 

Table 8. Part A Client Demographics FY 2011-2012 

Race % 

American Indian /Alaskan Native 0.1% 

Asian 0.5% 

Black 52.0% 

Native Hawaiian or  

Other Pacific Islander 0.1% 

More than one race 0.3% 

White 44.2% 

Other Race 2.9% 

Ethnicity % 

Haitian 9.9% 

Hispanic 14.4% 

Non-Hispanic 75.7% 

Gender % 

Male 70.1% 

Female 29.5% 

Transgender 0.40% 

FPL % 

0-100 58.5% 

101-200 31.1% 

201-300 9.2% 

301-400 1.0% 

400-449 0.2% 

 

FY11 reporting of expenditures for other Ryan White grantees and HOPWA indicates that Part B 

expended approximately $1,030,000 serving 2,842 unduplicated clients. Specific Part B expenditures 

include: Medication Co-Payment -  $621,548; Home Delivered Meals - $1,050; Home Health Care - 

$6,550; Non-Medical Case Management - $143,681; and Medical Transportation - $149,930. Part B 

FY12 allocations are: Medication co-payment - $610,000; Home delivered meals - $2,479; Medical 

Transportation - $150,971; and Non-Medical Case Management - $228, 287. 

In FY11, Part C was awarded $952,729 and served 825 clients for medical care (excluding labs and 

prescription drugs), 808 for MCM, and 1,049 for treatment adherence. In addition, Part C 

collaborated with the DOH by dedicating approximately $130,000 of the Part C award to DOH for 

counseling and testing activities and treatment of TB/HIV co-infected individuals with Directly 

Observed Therapy (DOT). Under this service category, Part C performed 874 HIV tests (among them 

19 were positive) and provided DOT to 130 clients. A majority of Part C clients in FY 11 were males 

(61% of total clients), Black/African American (71%), in the 45-64 age range (61%). Part C had a 
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surplus of $154,700 at the end of FY11 due to staff changes; Part C has requested that HRSA 

authorize the use of the surplus towards purchasing testing kits.  

In FY11, Part D received an award of $2,240,740 and served 1,349 HIV infected and 203 HIV 

indeterminate WICY clients, approximately 95% of whom were minorities. The Part D objective for 

FY12 is to test 300 new patients; identify 85 newly infected patients and 215 who know their status 

but are not in care; provide medical care to 1,534 patients; track 210 exposed infants; provide prenatal 

services to 105 women; provide adherence education to 800 patients; and arrange 2,300 specialty 

referrals.  Core medical and support services that will improve access to and retention in care for 

WICY clients, such as medical care coordination, childcare and transportation will be provided to 

1,852 clients.  

In FY11, Part F expended $234,000 serving 443 unduplicated clients, and HOPWA expended 

$8,460,000 serving 2,501 clients.  

Trends in Part A Funding and Impact of Declining Funds  

The EMA’s Parts A and D funds are the sole sources of support for uninsured HIV+ indigent adults 

receiving HIV/AIDS MCM, outpatient substance abuse, mental health, food, and legal services. Part 

A also supports most primary and specialty services for HIV+ indigent uninsured adults. Despite a 

14% increase in newly reported AIDS cases in the first nine months of 2011 and a 35% increase in 

newly reported HIV cases, the EMA experienced a 2.5% net decrease in FY 2011 funds. As 

summarized in Table 7, the EMA’s FY 2011 award was 1.1% lower than its FY 2008 award. In 

FY12-13, the EMA was awarded $15,390,658 ($14,171,538 Part A and $1,219,120 in Minority AIDS 

Initiative). This amount represents an  increase of $384,397 or 2.6%. Although the EMA’s award was 

increased, the Part A-funded HIV care continuum cannot address the estimated 8,325 HIV+ 

individuals with unmet need. 

 

Average annual per capita Part A expenditures were computed to assess the impact of increased 

living HIV/AIDS cases on Part A funds over time. Per capita funds represent the average amount of 

funds spent per Part A-funded client per year. In the EMA, average per capita funds dropped from 

Table 9. Broward EMA Part A Program Award Trends, FY 2008-2011 (In Millions)  

Award FY 2008 FY 2009 
% Change 

FY 08-09 
FY 2010 

% Change 

FY 09-10 

FY 

2011 

%  Change 

FY 10-11 
FY 2012 

%Change 

FY 11-12 

Formula $9.4  $9.4  0.0% $10.1  7.1% $10.1 0.1% $10,118,051 -0.1% 

Supplemental $4.6  $4.6  0.3% $4.2  -8.9% $3.7 -12.7% $4,053,487 10.4% 

MAI $1.1  $1.1  0.5% $1.1  -4.9% $1.2 12.6% $1.2 1.1% 

Total $15.2 $15.2 0.1% $15.4 1.4% $15.0 -2.5% $15.4 2.6% 
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$2,326 in FY 2008, to $2,300 in FY 2009, and $2,186 in FY 2010. This represents a 6% decrease 

between FY 2008 and FY 2010, or a loss of $140 per client served by Part A. The loss of Part A 

funds coupled with a serious decrease in ADAP funds and flat Part C and Part D funding in Broward 

County has created a dire situation.  

Inadequate Part A funding persists at a time when the prevalence of new HIV/AIDS cases in the 

EMA is high and growing. The life expectancy of HIV+ individuals continues to increase due to high 

quality OAMC services and the benefits of HAART. Part A OAMC subgrantees are experiencing 

sharply increased demand for visits, medications, and other services. Steady in-migration of HIV+ 

individuals, for which HAB does not adjust for its Part A formula awards, also contributes to the 

already stressed system. Increased demand for services has resulted in sharply longer appointment 

waiting times for OAMC and MCM visits. To address this issue, the Grantee requires monthly 

reporting by Part A-funded OAMC, mental health, oral health and MCM subgrantees regarding the 

waiting times for new and ongoing clients. The Grantee synthesizes the information and distributes an 

Access to Care Schedule to Broward Part A and other HIV providers to ensure that clients are 

referred to providers with the shortest waiting times for appointments.  

The Needs Assessment (including special population assessments) along with the unmet need 

framework estimates, are the basis for developing objective targets for access, retention, and 

adherence. HIV+ patients of Part A clinics are less likely than patients in commercial or publicly 

funded HIV care to report unmet need for OAMC. However, they are more likely to report barriers to 

care and dissatisfaction with services (e.g., wait time to get an appointment, getting a medical 

provider on the phone when they had a medical question or problem, and receiving an explanation 

regarding aspects of their treatment from their medical provider). 

C. Description of  Need  

Minorities disproportionately impacted by HIV/AIDS and those with additional co-morbid conditions 

are targeted for service delivery. The HRSA Bureau of Health Professions (BHP) designated the 

EMA as a federally underserved area. In addition, BHP also designated the EMA as a Medically 

Underserved Area and a Health Professional Shortage Area. Due to the high prevalence of HIV/AIDS 

and limited access to HIV clinical services, expansion of core services is a critical need in this 

geographic area. The HIVPC allocated the largest portion of funds to four core services and two 

support services that effectively facilitate and engage clients in care to ensure that minority and other 

populations have access to the HIV care continuum. Part A-funded MCM, outreach, and food bank 

services are specifically designed and funded to link minority clients to culturally and linguistically 

competent core services.  
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Assessment of Emerging Populations with Special Needs  

KEY POINTS 

 

The Grantee tracks the percentage of Part A funds that serve specific racial/ethnic minorities, 

analyzes service utilization data for possible discrepancies, and funds Part A and MAI subgrantees 

located in Broward cities and neighborhoods where HIV prevalence is high, minorities are 

disproportionately impacted by the HIV epidemic, and where the highest concentration of HIV+ 

individuals reside who are aware and unaware of their status and not in care. The Grantee also 

ensures that Culturally and Linguistically Appropriate Standards (CLAS) are incorporated in all the 

SDM’s (which serve as the official Part A standards for service delivery) and are integrated in 

subgrantees’ contracts and clients’ service plans. The HIVPC and Grantee address the needs of 

racial/ethnic minorities by ensuring the percentage of clients from each of these groups meets or 

exceeds the rates proportionate to their prevalence in the local HIV epidemic. Minorities 

disproportionately impacted by HIV/AIDS and those with additional co-morbid conditions are 

targeted for service delivery.  

Disparities Among Affected and Underserved Subpopulations  

Disparities in Access 

The EIIHA Strategy addresses disparities in access to HIV screening and linkage services among 

affected subpopulations and underserved communities by promoting expanded HIV screening and 

adoption of rapid HIV testing in communities where affected subpopulations and underserved 

communities reside. The Strategy ensures culturally and linguistically appropriate HIV screening is 

available to diverse HIV+ populations based on race, ethnicity, gender, sexual orientation, age, 

behavioral risk factors, and immigration status. Cultural norms and concerns about stigma and 

disclosure are taken into consideration: for example, in HIV mobile testing unit placement. HIV 

screening programs meet routinely to share their experiences in optimizing the location of mobile test 

units or incorporating HIV screening in broader community health screening events to address 

concerns that HIV disclosure might occur if an individual’s family, friends, or community members 

observe them entering an HIV screening site or mobile testing unit. Specific cultural barriers and 

priority needs that obstruct awareness have been and are included in Tables 10 and 11.  

•Emerging populationsHomeless, Black Women, White MSM, Black MSM & Hispanic 
MSM 

•Each population presents unique challenges to the Broward HIV care continuum in terms of 
service gaps and estimated costs associated with service delivery 

Emerging Populations With Special Needs 



 37 

 

Disparities in Services 

The HIVPC identified five emerging populations with special needs: Homeless adults, Black non-

Hispanic women, White non-Hispanic MSM, Black non-Hispanic MSM, and Hispanic MSM. These 

populations are consistent with high priority groups identified in the Broward County HIV Prevention 

Plan, and have the greatest percentage of unmet need identified by FDOH. It should be noted that 

while IDUs constitute a significant percentage of HIV+ persons in other EMAs, IDU contributes to a 

much small portion of HIV+ Broward residents (7%) and, thus, unmet need. This section describes 

Table 10. Target Group Specific Cultural Challenges That Obstruct Awareness of HIV Status 

Tested Confidentially or Anonymously: Fear of learning HIV result and stigma may lead individuals to provide false 

information or to change their contact information prior to receiving their results 

Preliminary Result Only: Fear of learning one’s HIV result, denial, HIV phobia, and stigma. 

Not Tested in Past 24 Months/Past 48 Months: Lack of perception of being at risk for HIV. 

MSM: Internalized homophobia may impact the ability to make healthy choices, including decisions about sex and 

substance use. Stigma and homophobia may limit the willingness of MSM to access HIV prevention and care. 

Black MSM: Resistance to disclose MSM behaviors. Insufficient culturally appropriate interventions. Religious/cultural 

stigma Hispanic MSM: Fear of discrimination if HIV+, homophobia (e.g., traditional gender roles/cultural norms such as 

machismo), and perception that anal-insertive sex does not result in HIV transmission or represent homosexuality.  

White MSM: Belief that HIV is no longer a serious health threat, due to availability of ARVs and decreased mortality. 

Black Heterosexual: Disproportionate HIV risk due to cultural barriers. Racism, stigma, isolation, fewer social networks, 

fatalism, and distrust of government programs. Need for basic information in both Creole and English. 

Hispanic Heterosexuals: Cultural insensitivity and racism. Reluctance to be tested. Lack of access to OAMC. Fear of 

discrimination and deportation. Few prevention interventions specifically designed to meet needs of Hispanics. Hispanic 

women may be unaware of male partner’s risk factors or incorrectly assess them. 

Table 11. Priority Needs That Obstruct Awareness of HIV Status 

Tested Confidentially: CTS staff cannot verify identity or contact info. Partner notification cannot be conducted if identify 

is unknown. Rapid testing is not universal. Some CTS do not meet standards for storing rapid tests. 

Tested Anonymously: It is impossible to identify and inform individuals whose names are not recorded. Partner 

notification cannot be conducted if the tested individual’s identify is unknown. Rapid HIV testing is not universally 

adopted, thereby reducing likelihood of immediate receipt of results. CTS must receive a CLIA waiver to conduct HIV 

rapid testing. Some CTS do not have the physical resources necessary to store HIV rapid tests. 

Preliminary Results Only: BCHD Disease Intervention Specialists (DIS) have insufficient capacity to conduct partner 

notification and active case finding. Part A outreach workers cannot legally obtain contact information from CTS for case 

finding, since these individuals have not consented to receive Part A-funded services. 

Not Tested 24/48 Months: May perceive low HIV risk. System barriers include lack of health insurance payment for HIV 

tests, lack of testing funds for uninsured, and clinician resistance a to nduct HIV screening. Lack of awareness among 

tested individuals about how to find CTS. Testing rates are highly variable among hospital departments. 

Incarcerated: Following release, previously incarcerated persons may be homeless, indigent, uninsured, addicted, have 

mental health problems, and have no telephone or transportation. Lack of knowledge about CTS resources. 

Black MSM: BMSM may be unaware of their HIV infection. Lack of awareness of HIV status among young BMSM may 

reflect recent infection, underestimation of personal risk, fewer opportunities to get tested, or belief that HIV treatment 

minimizes the burden of HIV. Racism, poverty, being uninsured, and lack of access to healthcare serve as barriers to 

testing. Low level of knowledge of, or access to, community resources. 

Hispanic MSM: Few evidence-based interventions available to target HMSM. Highly diverse and vary in income, 

education, citizenship or legal residency, health insurance, English proficiency, and acculturation. Belief that use of public 

services makes them ineligible for residency/citizenship. Social and religious stigma about being gay and HIV+.  

White MSM: Disproportionately high HIV rates. Relatively higher rates of uninsured. Perception that HIV is inevitable. 

Black Heterosexuals: Stigma, denial, social ostracism, and fear of discrimination. Socioeconomic barriers: poverty, access 

to high quality healthcare, and housing. Among immigrant Blacks, fear of deportation and unstable housing make case 

finding difficult. Among women, financial dependency upon HIV+ partners, fear of partner violence, stigma and denial. 

Hispanic Heterosexuals: Lack of awareness of CTS. Highly diverse and vary in income, educational, citizenship or legal 

residency status, housing stability, health insurance rates, English proficiency, and acculturation. Immigration status, fear 

of deportation, and belief that use of public services will make them ineligible for legal US residency status or citizenship. 
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unique challenges that each population presents to the continuum, the service gaps they experience, 

and estimated costs associated with delivering services to each population. 

Homeless Adults 

In CY 2010, $30,749 in Part A funds were expended for homeless adults, a per capita average 

expenditure of $1,337. A total of $11,184 in OAMC expenditures were made for HIV+ homeless 

clients, a per capita average expenditure of $860. FDOH reports that there were 58 HIV+ homeless 

Broward residents through 2010, with 28 homeless residents aware of their HIV status but not in care. 

As was discussed earlier, it is likely that the number of HIV homeless in care and out of care is larger 

suggesting that it will be important to screen carefully and persistently for homelessness as the EMA 

plans for, and addresses, the unique needs of homeless HIV+ individuals.  

Non-Hispanic Black Women (NHBW) 

In CY 2010, $2,397,305 in Part A funds were expended for NHBW adults, an average per capita 

expenditure of $1,522. A total of $1,037,752 in Part A OAMC expenditures were made, a per capita 

expenditure of $1,304. The FDOH reports that 2,143 HIV+ NHBW resided in Broward through 2010. 

NHBW include US-born Black women, as well as women born in Haiti or other Caribbean nations. It 

is important to keep the differences within this group during planning and delivering services, as their 

customs, linguistic needs, stigma experiences, and economic and legal status vary. 

The characteristics of the 132 NHBW participating in the 2011 Consumer Survey were compared to 

161 other women. Among other women, about one-half were Hispanic and one-half NHWW. NHBW 

were significantly younger on average than other women. NHBW were significantly less likely than 

other women to have been diagnosed with AIDS (25% versus 37%). Most (83%) NHBW first tested 

HIV+ in Broward County, compared to 78% of other women. NHBW and other women did not differ 

significantly in their employment status, or the number of hours they worked per week. NHBW were 

significantly less likely to live alone than other women, with NHBW reporting a significantly larger 

average household size than other women did. NHBW were twice as likely to be uninsured than other 

women (20% versus 10%).  

Service use was compared for NHBW and other women. NHBW were significantly more likely than 

other women to have received outreach. While most NHBW and other women had a usual source of 

OAMC (89% versus 94%), NHBW were significantly more likely than other women to receive 

OAMC at a Part A subgrantee. On average, NHBW received 4.1 OAMC visits in the six months 

before the survey, compared to 3.7 visits for other women. NHBW and other women did not differ 
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significantly in their use of ARVs (66% versus 71%), while another 20% of each group reported that 

they had never taken ARVs. Among women taking ARVs, NHBW and other women did not differ 

significantly in the frequency in which they took ARVs, or most dimensions of access to OAMC. 

The use of, and unmet need for, other services were assessed. NHBW were significantly more likely 

than other women to be referred to a medical specialist. Conversely, other women were significantly 

more likely than NHBW to report unmet need for referral to a medical specialist. NHBW were 

significantly less likely than other women to have received dental care and significantly more likely 

than other women to report unmet need for dental care. NHBW were significantly less likely than 

other women to have received outpatient substance abuse services. While there was no significant 

difference in use of mental health services by NHBW and other women, other women were 

significantly more likely than NHBW to report unmet need for mental health services. While NHBW 

were significantly less likely than other women to have received HIV drug assistance, there was no 

significant difference reported between the two groups in unmet need for HIV drug assistance. 

NHBW were significantly less likely than other women to receive legal services, but there was no 

significant difference between the two groups in unmet need for legal services. NHBW and other 

women did not differ significantly in the rate of use of, or unmet need for, MCM, transportation, food 

bank, health insurance assistance, or HIV drug assistance. 

White MSM (WMSM), Black MSM (BMSM), and Hispanic MSM (HMSM) 

This section summarizes challenges that HIV+ Broward adolescent and adult WMSM, BMSM, and 

HMSM residents present to the Broward HIV care continuum, the service gaps they experience, and 

their estimated costs. Summary comparison data are presented for brevity.  

 

 

The characteristics of the 328 WMSM participating in the 2011 Consumer Survey were compared to 

87 BMSM and 119 HMSM. MSM respondents were identified by self-report, with a respondent 

assigned to this group if he reported that he was gay, bisexual, or had sex with men in the past. 

WMSM were significantly older on average and had been HIV+ a significantly longer number of 

years than HMSM and BMSM. There was no significant difference between the three groups in rates 

of employment, average number of hours worked if employed, or average monthly income. There 

4,548 living cases  
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1,371 living cases  

AIDS 53%  
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2,301 living cases 
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Broward County HIV/AIDS Prevalence among MSM by Race/Ethnicity 
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was a significant difference between the three groups in the rate of first testing HIV+ in Broward; 

51% of BMSM first tested HIV+ in Broward, 49% of WMSM, and 46% of HMSM. In contrast, 35% 

of HMSM first tested HIV+ in another FL county vs. 21% of BMSM, and 10% of WMSM. Over one-

third (39%) of WMSM were first tested HIV+ in another State/US territory, 26% of BMSM, and 23% 

of HMSM. About one-tenth (7%) of HMSM were first tested HIV+ in another country, 2% of 

BMSM, and 2% of WMSM. Twenty seven percent (27%) of WMSM reported being uninsured, 22% 

of HMSM, and 14% of BMSM. The three groups did not significantly vary in receiving help to pay 

for HIV drugs or health insurance premiums, co-payments, or deductibles, or reporting unmet need 

for those services. 

There were significant differences between the three MSM groups in their use of OAMC and ARVs 

and their satisfaction with OAMC. WMSM were significantly more likely to report having a usual 

source of OAMC (95%) than HMSM (92%) and BMSM (86%). There was no significant difference 

reported by the three groups in the average number of OAMC visits in the six months before the 

survey. HMSM were significantly more likely than the other two groups to report always getting the 

medical services they need (84%), compared to 72% of WMSM and 69% of BMSM. WMSM 

reported the highest rate of current use of ARVs (89%), compared to 87% of HMSM and 78% of 

BMSM. In contrast, BMSM were significantly more likely to report never having taken ARVs (18%), 

compared to 9% of HMSM and 7% of WMSM. Among MSM currently taking ARVs, HMSM were 

significantly more likely than the other MSM to report always taking their ARVs as prescribed 

(97%), compared to 91% of WMSM and 89% of BMSM. While there was no significant difference 

between the three groups in the rates of referral to medical specialists, BMSM were significantly 

more likely than other MSM to report unmet need for medical specialty referral (27%), versus 17% 

for HMSM and 15% for WMSM.  

Significant differences were found in several dimensions of access to OAMC. HMSM were 

significantly more likely than the other two groups to report that they always think about leaving their 

medical provider to find better care (24%), compared to 16% of BMSM and 10% of WMSM. BMSM 

were significantly more likely that the other two groups to report that the staff always lets them know 

about wait times when they check in for their appointments (43%), compared to 42% of HMSM and 

33% of WMSM. BMSM were also significantly more likely to report that they can always schedule 

an appointment in the evening or weekends (43%), compared to 27% of HMSM and 17% of WMSM. 

BMSM were significantly more likely to report that their medical provider always asks if they use 

condoms during sex (63%), compared to 60% of HMSM and 45% of WMSM. WMSM were 

significantly more likely than the other two groups to report always feeling comfortable talking about 
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personal issues with their medical provider (85%), compared to 77% of HMSM and 68% of BMSM. 

WMSM were significantly more likely than the other two groups to report that their medical provider 

is always non-judgmental about their life (78%), compared to 57% of both HMSM and BMSM. 

WMSM were significantly more likely than the other two groups to report that they always know the 

process to make a complaint about their medical care (67%), compared to BMSM (60%) and HMSM 

(48%). These differences were consistent, for the most part, after analyzing the responses of MSM 

served specifically by Part A OAMC subgrantees. 

WMSM were significantly more likely than the other groups to report getting mental health services 

in the six months before the survey (34%), compared to 25% of HMSM, and 20% of BMSM. HMSM 

were significantly more likely to report unmet need for mental health services (22%), versus 16% of 

BMSM, and 9% of WMSM. BMSM were significantly more likely to report getting transportation 

assistance to medical services (32%), compared to 19% of HMSM, and 10% of WMSM. BMSM 

were also significantly more likely to have received Part A-funded transportation services (21%), 

compared to 8% of HMSM and 6% of WMSM. There was no significant difference between the three 

groups, however, in reporting unmet need for transportation services. 

A significantly greater rate of BMSM (40%) reported receiving outreach services in the six months 

before the survey, 29% of HMSM, and 27% of WMSM. There was no significant difference in use of 

dental, outpatient substance abuse, MCM, or food bank services between the three groups from either 

a Part A or non-Part A funded provider. No significant differences were found in their rates of unmet 

need for these services. 

In summary, while White non-Hispanic, Black non-Hispanic, and Hispanic MSM share a common 

sexual preference, cultural and linguistic difference among these groups must be recognized in 

designing and providing services. In CY 2010, $2,646,063 in Part A funds were expended for 

WMSM, $1,594 per capita. Part A OAMC expenditures totaling $872,077 were made for HIV+ 

WMSM, $1,356 per capita. In CY 2010, $896,285 in Part A funds were expended for BMSM, or 

$1,572 per capita. A total of $337,707 in Part A OAMC expenditures were made for HIV+ BMSM 

clients, $1,189 per capita. In CY 2010, $1,046,930 in Part A funds were expended for HIV+ HMSM, 

or $1,863 per capita. A total of $454,382 in Part A OAMC expenditures were made for HIV+ HMSM 

clients, or $1,309 per capita. 
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D. Description of Allocation Priorities based on Size, Demographics and Needs  

KEY POINTS

 

The Joint Priorities Committee recommends service priorities and resource allocations to the HIVPC 

and/or South Florida AIDS Network (Consortia) for the disbursement of Ryan White Part A and 

Ryan White Part B funds in Broward County. The Committee recommends language to the HIVPC 

and Consortia on how best to meet each priority and additional factors that the Grantee should 

consider in disbursing funds based on: the documented needs of the local HIV infected population; 

cost and outcome effectiveness of proposed strategies and interventions, to the extent that such data 

are reasonably available (either demonstrated or probable); priorities of the local HIV-infected 

communities for whom the services are intended; percentage constituted by the ratio of infants, 

children and women in the HIV positive population; availability of other local resources and other 

local priorities as stated. The Committee reviews client needs and other data presented in the Needs 

Assessment, Comprehensive Planning documents, the Statewide Coordinated Statement of Need, 

client utilization data and spending patterns as provided by the Grantee, and other data as applicable 

and available. This ensures that service priorities set by the Committee are being addressed and 

conform to a comprehensive continuum of care.  

The funding formula utilized when estimating resources is as follows:  # of clients (based on 

surveillance data) x cost (units per client per year x dollars per unit) - other local resources and/or 

funding sources + other documented community needs = resources needed to fund anticipated need. 

The Committee must assign language on how best to meet the needs to each prioritized category. 

E. Description of Gaps In Care  

KEY POINTS 

 

Broward has experienced serious, negative impact from State and local budget cuts, with changes 

made in ADAP resulting in grave destabilization of the HIV continuum. FDOH instituted an ADAP 

• Joint Priorities Committee recommends service priorities and resource allocations 

• Members review multiple data sources including demographics and needs assessments 

Allocation Priorities 

• Budget cuts have destabilized the care continuum  

• A major concern for Broward County has been the impact of the ADAP crisis 

Gaps In Care 
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waiting list in June 2010 due to a projected deficit of $18 million. In 2009, 2,838 Broward HIV+ 

residents were enrolled in ADAP. Enrollment rose to 3,097 in 2010, a 9% increase, before the 

institution of ADAP cost-containment policies. ADAP enrollment dropped to 1,857 in the first half of 

2011, a 40% decrease. The EMA experienced the second greatest proportionate drop in ADAP 

enrollment among FL EMAs and TGAs, second only to the Jacksonville TGA. Broward had the 

second highest percentage of ADAP waitlisted individuals. Remaining ADAP clients have 

experienced a contraction of benefits. As noted earlier, Part B cost-containment efforts implemented 

since June 2010 included reduction of ADAP formulary to ARVs and Opportunistic Infection (OI) 

medications only, lowering of the FPL, and termination of clients not picking up their medication 

within 30 days of the refill date. Not all ADAP terminated clients have attempted to reenroll and are 

therefore not waitlisted. Some HIV+ consumers receive medications through pharmaceutical Patient 

Assistance Programs (PAPs), while others have discontinued their medication. Broward HIV 

clinicians report some patients who have lost ADAP enrollment have experienced serious clinical 

complications due to interruption of ARVs and other medications previously covered by ADAP. 

Depression and fatalism are reported to be common among individuals who were terminated from 

ADAP, while anxiety is reported to be common among ADAP clients who fear that their benefits will 

be terminated. 

F. Description of Prevention and Service Needs  

        KEY POINTS

 

Prevention Needs  

The 2012 Part B Statewide Coordinate Statement of Need (SCSN) lists the findings from the State’s 

Prevention Planning Group’s (PPG) assessment of prevention and service needs. The needs identified 

have an impact on Part A and its efforts to collaborate with counseling and testing and prevention 

programs in the implementation of the EIIHA Strategy.  

•Needs identified in SCSN impact Part A and its efforts to collaborate with counseling and testing and 
prevention programs in implementing the EIIHA Strategy 

•Prevention providers desire more far-reaching initiatives using new technologies  

•EIIHA Strategy addressed prevention barriers by identifying, counseling, testing, and informing 
residents of their HIV status, linking and engagement in OAMC 

Prevention Needs 

•Various service needs were identified for the following service categories: 

•Medical Care, Specialty Services, Oral Health Care, Medical Case Management, Mental Health, 
Substance Abuse, Health Insurance Premium, HIV Drug Assistance, Transportation, Food and Legal 

•Service needs vary by age, gender, race, and ethnicity 

Service Needs 
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The PPG conducted a community needs assessment survey between April and May of 2010.  The 

survey consisted of 26 questions and offered HIV prevention service providers an opportunity to 

describe prevention and service needs in their community. Questions assessed a range of variables, 

including respondent demographics, agency information, delivery of prevention services, and 

community and agency needs. There were 158 agencies who responded to the survey; approximately 

half (51%) of agencies estimated they provided HIV prevention services (e.g., interventions, HIV 

testing, outreach) to at least 1,000 people in the last 12 months; one-fourth (25%) estimated serving 

250-999 clients, and approximately another one-fourth (23%) estimated serving less than 250 clients. 

The majority (85%) of agencies reported providing clients with HIV prevention walk-in services or 

same-day appointments and 67% reported offering services during weekends or evening hours. 

Respondents were asked to select from a list any significant barriers or difficulties their agency has 

faced when providing HIV prevention services. Insufficient funding represents the most (71%) 

reported barrier. The two other most prevalent barriers reported include increasing workloads (44%) 

and inadequate transportation (43%). Respondents selected from a list the three most important unmet 

needs for HIV prevention services in their area. The top three prevention needs selected were media 

campaigns (30%), community mobilization (26%), and group support (25%). Other services needs 

include community-level interventions (23%), Internet-based outreach, interventions, or campaigns 

(23%), rapid HIV testing (20%), HIV/STD education (19%), linkage to care (18%), STD testing 

(17%), individual and group-level interventions (16%) and cell phone-based interventions or 

campaigns (16%). 

Findings suggest that most providers have expertise and capacity for providing HIV prevention 

services to Florida’s at-risk populations. While most agencies reported a services program in which 

HIV/AIDS is not the sole focus, the majority had an established history (≥ 10 years) of providing 

HIV/AIDS services. Respondents reported diverse funding sources for HIV prevention, which 

support sustainability of programs. The vast majority of agencies ensure prevention staff receives 

important trainings on HIV/AIDS, cultural competency, and confidentiality.   

Responses suggest broad implementation and reach of HIV prevention services, including HIV 

testing, behavioral interventions, and condom distribution. Agencies appear to target a vast range of 

populations and implement practices that help increase access to and use of services (e.g., walk-in 

services, non-traditional hours). Reported barriers to services underscore the need to explore further 

ways of addressing issues such as transportation, mental health issues, substance abuse, and 

homelessness. Such barriers may be lessened by linking clients to psychosocial and health services, 
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as well as local efforts to implement structural interventions (e.g., new public transportation routes, 

policies limiting alcohol advertising). 

Responses suggest that providers desire more far-reaching initiatives in their areas (e.g., media 

campaigns, community mobilization initiatives, community-level interventions).  A variety of other 

prevention service needs were reported (e.g., group support, rapid HIV testing, linkage to care, and 

individual- and group-level interventions), including an interest in the use of new technologies for 

HIV prevention (e.g., Internet- and cell phone-based initiatives).  Provider responses suggest that 

numerous populations, particularly the black and MSM communities, have unmet service needs.  

Areas use these findings with other data (e.g., epidemiologic and funding data) to help assess and 

meet the service needs of Florida’s at-risk populations. 

To address prevention barriers in Broward County, the EIIHA Strategy has been designed to identify, 

counsel, test, and inform Broward residents of their HIV status, link, and engage HIV+ Broward 

residents in OAMC, and link HIV negative Broward residents to appropriate prevention services. The 

Strategy focuses on reducing barriers to HIV screening and addressing disparities in availability of 

HIV screening for minorities and historically underserved populations. It formalizes relationships and 

jointly planned activities among HIV prevention, public and private sector HIV screening, and health 

and support services. As mandated, the Strategy is aligned closely with, but does not duplicate, the 

HIV prevention, screening, and treatment efforts funded by the CDC, FDOH, health insurers, and 

other funders. 

Service Needs 

Information about specific service needs has been elicited through the Consumer Surveys conducted 

between 2009 and 2011.  The 2011 Consumer Survey provided information from both Part A clients 

and the general PLWHA population in Broward County regarding service use, unmet need and 

barriers to care. The trend analysis for use of core and support services between 2009 and 

2011indicates a pattern of precipitous drop in utilization rates from 2009 to 2010, and then slight 

drops between 2010 and 2011. Taking these trends in mind, rates of unmet need were compared only 

between 2010 and 2011. Unmet need for Oral Health Care was over three times higher in 2011 than 

in 2010, while unmet need for legal services was over eight times higher. Unmet need for MCM was 

slightly higher in 2011 than in 2010. Unmet need was lower in 2011 than in 2010 for health insurance 

assistance, referral to medical specialists and outpatient substance abuse services. Unmet need was 

not assessed in 2010 for emergency food bank, legal services, and transportation services. 
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Table 12 lists services that survey respondents reported that they needed but were not receiving.  

 

2011 Consumer Survey  

Medical Care 

Most respondents (92%) reported having a usual source of medical care, with 38% receiving that care 

at a Part A-funded medical provider. Younger adults were significantly less likely than older adults to 

have a usual source of care. Gender and race were associated with having a usual source of medical 

care, with White men reporting the highest rate. On average, respondents reported having 3.8 medical 

visits in the six months before the survey, significantly exceeding a federal performance measure.  A 

comparison of 2010 and 2011 patient satisfaction with Part A medical care is provided in Table 13. 

Table 12.  Client Reported Service Needs 

(*=No Data Available) 2009 2010 2011 

Health Insurance, Co-Pay, Deductible Assistance 57 10% 151 18% 92 12% 

HIV Drug Assistance 412 70% 105 .1% 65 9% 

Medical Case Management 429 73% 110 12% 86 13% 

Medical Specialty Referral  440 75% 179 18% 131 15% 

Mental Health Services 448 77% 707 12% 83 12% 

Oral Health Care 459 78% 126 10% 240 32% 

Substance Abuse Services 432 74% 55 6% 23 3% 

Emergency Food Bank * * * * 102 15% 

Legal Services * * * * 67 9% 

Transportation To Medical Services  * * * * 114 16% 

Table 13. Client Satisfaction With Ryan White Medical Care 2010 2011 

Getting needed medical services 17.8% 72.2% 

Waiting room staff is friendly 41.0% 74.1% 

Ability to see the same medical provider 47.6% 89.0% 

Want to be more involved in making decisions about care 13.1% 68.2% 

Clinic staff keeps HIV status confidential 12.9% 94.6% 

Medical provider asks how they feel emotionally 37.8% 46.3% 

Comfortable talking about their personal issues 19.2% 79.2% 

Easy to understand medical provider’s answers regarding their HIV care 71.3% 81.3% 

Ability to get a medical provider on the phone 35.5% 42.1% 

Medical provider asks if condoms are used during sex 52.3% 60.7% 

Medical provider speaks the language you feel most comfortable with 57.3% 90.8% 

Awareness of how to make a complaint about medical care 52.0% 62.6% 

Staff informs of wait time when checking in for appointment 92.0% 34.7% 

Ability to schedule appointment in the evenings or weekends 69.4% 31.1% 

Wait time for appointments is acceptable 73.7% 47.5% 

Medical provider asks about living situation 77.2% 27.5% 

Medical provider explains HIV drugs side effects 75.1% 67.0% 

Medical provider suggests ways to remember to take HIV drugs 87.2% 70.8% 

Medical provider asks about eating habits 55.2% 46.9% 

Staff informs of wait time when checking in for appointment 92.0% 34.7% 

Medical provider never judgmental about personal lives 66.0% 59.0% 
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Medical Specialty Care Services 

Over one-third (36%) of respondents reported receiving referrals to medical specialists. Age was 

associated with specialty referral with older respondents more likely to be referred to specialty 

services. Gender and ethnicity were significantly associated with specialty referral, with Hispanic 

women reporting the highest rate of referral. Similarly, referrals rates were associated with gender 

and race, with Black women reporting the highest rate of specialty referral. Insured respondents were 

1.6 times more likely than uninsured respondents to have received specialty referral. Over one-tenth 

(15%) of respondents reported having unmet need for medical specialist referral. Common reasons 

reported for unmet need included being unable to afford specialty care (27%) and the wait for an 

appointment was too long (9%). Gender and race were significantly associated with unmet need for 

specialty referrals, with White women reporting the highest rate of unmet need.  

Oral Health Care 

Over one-half (54%) of respondents reported receiving oral health care, with 69% of those patients 

receiving care at a Part A-funded program. Gender and ethnicity were significantly associated with 

the use of oral health care, with Hispanic women having the highest utilization rate. Race and gender 

were also associated with the use of oral health care services, with White men having the highest 

utilization rate. Older respondents were significantly more likely than younger respondents to receive 

oral health care. About one-third (32%) of respondents reported needing but not getting oral health 

care. Common reasons for having unmet need for oral health care included being unable to afford 

help (40%), the wait to obtain services was too long (16%), and fear of pain (14%). Unmet need was 

associated with ethnicity, gender, HIV+ but not having AIDS, and younger age.  

Medical Case Management 

About one-half (49%) of respondents reported getting MCM, with 62% of those respondents 

receiving services from a Part A-funded MCM provider. Gender and race were significantly 

associated with use of MCM, with White women reporting the highest utilization rate. Respondents 

using MCM had significantly lower average monthly income than respondents not using this service. 

Over one-tenth (13%) of respondents reported an unmet need for MCM.  

Mental Health 

Over one-quarter (27%) of respondents reported getting mental health services, with 20% of 

respondents receiving those services at a Part A-funded provider. Gender and race were significantly 

associated with the use of mental health services, with White women reporting the highest utilization 
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rate. Average monthly income was significantly higher among respondents getting mental health 

services, compared to other respondents. Slightly more than one-tenth (12%) of respondents reported 

that they had unmet need for mental health services. Common reasons given for unmet need included 

being unable to afford help (34%), not knowing where to get help (29%), the wait for an appointment 

was too long (16%), and not wanting anyone to know they had a mental health problem (8%). 

Gender, ethnicity, race, and AIDS diagnosis were significantly associated with unmet need for mental 

health services. 

Outpatient Substance Abuse Services 

Less than one-tenth (8%) of respondents reported getting outpatient substance abuse services, with 

3% of respondents receiving those services at a Part A-funded provider. The relationship between 

respondent characteristics and service use could not be assessed due to the small number of 

respondents using this service. Only 3% reported that they needed but did not get this service.  

Health Insurance Premiums, Co-Payments, or Deductibles Assistance 

Over one-tenth (13%) of respondents reported receiving assistance to pay for health insurance 

premiums, co-payments, or deductibles. Gender, ethnicity, and race were significantly associated 

with getting assistance, with non-Hispanic and  White men having the highest utilization rates. 

Respondents with AIDS diagnosis were significantly more likely to get assistance. Over one-tenth 

(12%) of respondents reported an unmet need for assistance, with the most common reasons 

including not knowing where to find help (61%), not having transportation to get help (11%), and not 

wanting anybody to know that the respondent was HIV+ (8%). 

HIV Drug Assistance 

Over one-third (37%) of respondents reported that they received assistance to pay for HIV drugs. 

Gender and race were associated with getting assistance, with White women having the highest 

utilization rate. Less than one-tenth (9%) of respondents reported that they needed but did not get this 

service. It should be noted that unmet need for HIV drug assistance is likely to be significantly 

underreported by respondents, as 63% of respondents reported that they do not have health insurance. 

Medical Transportation Services  

Over one-fifth (21%) of respondents reported getting transportation to medical services, with 63% of 

those respondents receiving those services at a Part A-funded provider. Gender, race, being insured, 

and monthly income were significantly associated with use of this service, with the lower the average 
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monthly income the more likely the service was used. Over one-tenth (16%) of respondents reported 

that they needed but did not get transportation services.  

Food Bank 

Over one-third (36%) of respondents reported getting emergency Food Bank services, with 79% of 

those respondents receiving services at a Part A-funded provider. Average monthly income was 

significantly associated with use of Food Bank services, with lower income respondents more likely 

to have used the service. Being insured was significantly associated with using Food Bank services, 

with 38% of insured respondents using this service versus 29% of uninsured respondents. Over one-

tenth (15%) of respondents reported an unmet need for Food Bank services. Gender and ethnicity 

were significantly associated with unmet need for this service, with non-Hispanic women reporting 

the highest rate of unmet need. 

Legal Services 

Less than one-tenth (7%) of respondents reported getting legal services, with 5% of respondents 

receiving those services from Part A-funded providers. The relationship between use of legal services 

and respondent characteristics was not assessed due to the small number of respondents. Less than 

one-tenth (9%) of respondents reported an unmet need for legal services. The most common reasons 

given for unmet need included not knowing where to find help (55%), being unable to afford the help 

(33%), and not getting transportation to get the service (13%). Respondents with HIV (not AIDS) 

were significantly more likely than others to have unmet need for legal services. 

G. Description of Barriers To Care  

K E Y  P O I N T S  

 

Routine testing (including any state or local legislative barriers)  

A significant systemic barrier was identified and addressed to further the EIIHA Strategy of FL Part 

A and B Grantees. Opt-out, or routine, testing is not currently permitted under FL law. FDOH legal 

•There are program, provider, and client barriers to care 

•Program barriers include lack of ADAP data sharing, multiple eligibility processes, and 
coordination with prevention planning 

•Routine testing is not currently permitted under FL law 

•Provider barriers include lack of sufficient prevention staff to provide partner notification or 
locate those unaware of status, availability of rapid HIV test kits does not meet the need, 
multiple eligibility processes across funders cumbersome and costly 

•Client barriers vary by population 

Description Of Barriers To Care 
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counsel reports, however, that the FL statute allows for verbal or other types of informed consent for 

HIV testing, and that the statute is not a barrier to routine HIV testing. FDOH reports that the consent 

process can be limited to informing patients of their right to confidentiality that HIV+ test results 

must be reported to FDOH, and that anonymous testing is available. Another significant systemic and 

programmatic barrier to making individuals aware of their HIV+ status results from a FL statute 

which states that Disease Intervention Specialists (DIS) are the only FDOH personnel authorized to 

provide partner notification services or conduct community case finding to locate HIV+ individuals 

who did not return for their post-test counseling and HIV test results. BCHD staff currently employs 

15 DIS for all communicable disease partner notification and community case finding. FDOH has 

applied for CDC funds to support additional BCHD DIS in FY 2012. To ameliorate inadequate DIS 

staffing, FDOH has significantly increased the number of rapid HIV test kits to further efforts to 

identify HIV+ persons who are unaware of their status. Hospitals and other CTS report, however, that 

those funds are insufficient to meet demand for rapid testing. Co-location of HIV screening, CIED, 

and OAMC services has addressed earlier long-term challenges to the Strategy.  

Program Related Barriers  

Sharing of ADAP Data 

The Part A and B Grantees have been collaborating to implement a data sharing process specifically 

to track information on clients who receive core and support services through Part A and medications 

through ADAP. The historical lack of data sharing has presented many barriers to ensuring clients’ 

medication needs are addressed consistently to prevent interruption in access to medications. Sharing 

of data should allow both programs to better track clients’ medications, medication pick-ups and 

subsequent adherence to medications, and recertification dates. Ensuring timely recertification and 

medication pick-up has become especially important since the ADAP “No Tolerance” policy went 

into effect in April 2012. The policy calls for immediate disenrollment of clients who are not 

recertified within six (6) months. Clients who are disenrolled are put on a waiting list, are not eligible 

to receive any prescription medication through ADAP and must enroll in a PAP. In addition, because 

many clients receive medications from various funding sources, data sharing will provide clients’ 

complete and current medication lists which should prevent drug interactions and medication 

duplication.  

Multiple Eligibility Processes Across Funding Sources  

There is an overall need to increase collaboration between various programs, including other Ryan 

White programs, to serve a growing number of clients with less funding.  The Part A program has 
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been working to streamline the eligibility process by developing agreements with Part B and 

HOPWA to utilize the PE database to share client information.  

Part A clients generally receive services from multiple funding sources. Eligibility requirements (e.g., 

income limits), required frequency of eligibility screening (e.g., once or twice a year), and acceptable 

documentation to support eligibility may vary between funding sources. The result is a cumbersome 

process for providers and clients as well as a duplicative and costly endeavor for program 

administrators and grantees. The Part A data system has allowed for the sharing of client level 

information between the Part A and HOPWA programs, although the eligibility requirements and 

process remain different and separate. Most ADAP eligibility is performed at community-based 

organizations and AIDS service organizations in the community. In the Ryan White Part A areas, 

they often work together to determine eligibility for clients accessing services under both Parts. The 

Bureau of HIV/AIDS funds eligibility services from the Non-medical Case Management category. In 

FY 2010-2011, contracted providers and county health departments reported expenditures of 

$2,155,132 in this category. CIED currently provides intake and recertification services at multiple 

locations with the goal of being available at all medical sites to ensure efficient and timely linkage to 

care for newly diagnosed as well as re-engagement of clients who have fallen out of care. CIED 

intake can occur in the hospital, clients’ homes (if home bound), or at CIED offices throughout 

Broward. Further assisting coordination efforts, both Broward Health and Memorial Healthcare 

System are Part A-funded OAMC and MCM subgrantees. CIED staff is out posted at their clinics.  

Coordination with Prevention Planning 

There have been historical cuts in CDC prevention and HAB-funded support services, leading to a 

small number of Broward CBOs operating HIV prevention and HIV screening services. Two CBOs 

funded to provide HIV prevention and screening are Part A subgrantees of MCM, outreach, and other 

support services. These CBOs actively participate on the HIVPC, its committees, and Quality 

Improvement (QI) Networks. Previous Part A efforts to coordinate the EIIHA Strategy with other 

CBOs have been challenging as CDC prevention planning efforts had slowed considerably in 

Broward County. New BCHD staff revitalized the Broward Community Prevention Planning Group 

(BCPPG), and applied to the CDC in FY 2012 to increase awards to CBOs for HIV prevention and 

screening. In anticipation of increased CBO HIV prevention and screening activities, the Part A 

Grantee expanded its collaborative activities to engage all CBOs offering HIV prevention and 

screening.  Integration and alignment of the comprehensive HIV prevention and care plans, including 

annual action-oriented work plans, were initiated. Collateral integration of HIV care could not be 

integrated into the Broward Prevention Plan, however, because the CDC reorganized its HIV 
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prevention planning process through the FY 2012 FOA. Through the award of FY 2012 CDC 

prevention funds, FDOH will initiate a new Broward HIV Prevention Plan in mid-FY 2012 to be 

integrated with the Comprehensive Plan.  

Provider Related Barriers  

HIV Provider Assessment 

HIV providers were surveyed in 2011 to assess service capacity and identify factors contributing to 

service gaps. All Ryan White-funded providers completed the survey, with one survey submitted per 

agency. Core service providers were queried about the extent to which core and support services had 

changed in the year before the survey. Over three-quarters of core service providers reported that help 

to pay for prescribed medications not on the ADAP formulary has worsened. One-half of core service 

providers reported that health insurance premiums, deductibles, and co-payments assistance has 

worsened. One-third of providers reported that access (defined as the ability to obtain needed services 

without barriers created by the provider, healthcare system, or consumer) to OAMC and specialty 

care had worsened and one-quarter reported that access to mental health services had worsened. All 

providers reported that access to outpatient drug or alcohol addiction treatment had stayed the same; 

89% reported that access to MCM had stayed the same. Access to support services was reported by 

37% of core and support providers to have worsened. Core service providers reported that it was hard 

to make a referral to critical services: AIDS Insurance Continuation Program (AICP) (by 100% of 

responding core providers); health insurance, premiums, deductibles, or co-payments assistance 

(71%); medical transportation (67%); ADAP (63%); specialty medical (50%); and housing assistance 

(50%).  

The most common factors identified by providers as impeding HIV+ clients from starting OAMC 

include lack of transportation, cost of care, and lack of knowledge among clients about available 

services. The most common factors impeding HIV+ clients from staying in OAMC include client co-

morbidities (e.g., substance abuse and mental illness), lack of transportation, unstable housing, 

negative behavior of HIV clinic staff, appointment waiting times, cost of care, and the enrollment 

processes for Ryan White and health insurance.  

Among core service providers, 13% reported that at the time of the survey in June 2011 they did not 

have enough funds to meet demand for HIV services, compared to 67% of support service providers. 

Among core service providers, almost one-quarter reported that their HIV program does not have the 

capacity to increase the number of HIV+ clients served and one-third reported that they could only 

expand capacity by 10%. Providers reported heavy dependence on Part A funds. On average, Part A 
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funds made up 55% of the monthly HIV program revenue of core service providers and 93% of non-

core providers. All providers reported applying for other funds in the last year, but only 17% reported 

being very successful in those efforts.  

Broward HIV providers reported structural barriers that impeded them from expanding to serve the 

sharply growing number of HIV+ Broward residents. Only 22% of providers increased the amount of 

space available for HIV services in the last year and 11% expanded the number of HIV services sites. 

Almost one-half of providers reported that their full-time equivalent (FTE) staff employed to serve 

HIV+ clients had stayed the same or decreased, and almost one-quarter reported that turnover of 

front-line service employees had increased in the last year among core service providers. If additional 

funds were available all core service providers would increase the number of clients served, 89% 

would hire more direct service staff, 44% would establish linkage services with HIV CTS to ensure 

rapid enrollment in HIV care, and 44% would expand outreach to individuals who know their HIV 

status but are not in care.  

Client Related Barriers  

The 2011 countywide Consumer Survey assessed the service utilization experiences and service gaps 

of 1,161 respondents reporting being out of care, served by Part A, or served in private infectious 

disease or primary care practices. Almost all respondents (92%) reported receiving OAMC; among 

them, 38% received OAMC from a Part A subgrantee. Service utilization rates varied from 49% for 

MCM, 46% for medical specialty referral, and 37% for drug assistance. Most (81%) respondents 

reported taking ARVs at the time of the survey, while 14% reported never having taken ARVs and 

5% reported having stopped taking them. Over one-half (54%) of respondents reported receiving Oral 

Health Care, of them 69% reported receiving Oral Health Care from a Part A subgrantee. One-third 

(32%) of respondents reported that they needed but did not get Oral Health Care in the six months 

before the survey. Unmet need was reported to be relatively lower for all other service categories. 

Service utilization patterns and service gaps varied significantly among respondents as noted earlier. 

Focus Groups Findings 

The HIVPC Joint Planning Committee identified three specific groups within the emerging 

populations for focus groups in 2011: MSM, individuals recently incarcerated in jails or prisons, and 

homeless or unstably housed individuals. The focus groups allowed for in-depth discussion regarding 

the specific barriers to care experienced by members of these groups.   
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MSM Focus Group 

The 12 participants discussed current barriers to starting HIV care once MSM learn that they are 

HIV+. Staying in HIV care was reported to be a challenge. Participants reported that while they 

generally had excellent experiences with their HIV physicians, receptionists’ customer service was 

poor. Several participants recounted the problems they had with staying on ADAP in the last year. 

They reported that their physicians had to intervene to ensure that they obtained refills. Frequent 

changes in ADAP policies were described as highly confusing. The group identified the need for 

greatly improved information about the availability of HIV services, including medication and health 

insurance premium assistance. They also asked for clarification about changes in eligibility. 

Homeless Focus Group 

The 15 participants reported being homeless at least once in the last year. Almost all participants 

reported that they had moved at least several times in the last year, with some participants moving 

numerous times. Participants reported that homelessness seriously impairs HIV+ individuals from 

starting and staying in HIV care. They described experiencing no regular source of food or a safe 

place to store their HIV and other medications. Participants stated that homeless individuals must 

know where to go to get sheltered, or have to stand in a certain spot for pick-up. They must constantly 

keep on the move or be arrested for loitering. They must travel with a small number of personal 

possessions that must be kept with them at all times to prevent theft. Depression is reported to set in, 

leading to drug and alcohol use. Taking ARVs and keeping medical appointments become a low 

priority. Affordable housing was reported to be extremely difficult to find in Broward, particularly for 

the participants on a fixed income, with most of their monthly income consumed by rent. Several 

participants stated that their rent exceeded their disability payments, making it necessary to find 

roommates to share the rent. Finding affordable housing was reported to be highly challenging. While 

the group reported that there were some low rent options, these properties are in unsafe 

neighborhoods. The process for getting low-cost housing and housing assistance was reported to be 

slow and entailed considerable bureaucratic barriers. While they agreed that there were many 

programs available in Broward, they reported that it was difficult to find a single source of 

information to help them. While HIV programs are located in high HIV prevalence communities, 

long bus rides are necessary due to Broward’s long travel times and densely traveled streets. 

Reduction in bus passes created a significant barrier to staying in medical care.  

Recently Incarcerated Focus Group 

The five participants reported that they were aware that they were HIV+ prior to being incarcerated. 
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Four of the five participants were incarcerated within the last year, with several participants reporting 

long jail sentences. HIV+ DOC inmates were reported to have access to medical care and medication. 

Seeking those services, however, was likely to result in disclosure among other inmates and DOC 

employees. The DOC pre-release program was reported to be excellent, with the DOC worker 

arranging for transfer of medical records, scheduling community-based HIV clinic visits, issuing bus 

passes, and making referrals to CBOs. Several participants reported that they wandered the streets of 

downtown Fort Lauderdale for several days before they could find a shelter. Participants incarcerated 

in BSO jails reported that it was difficult to maintain confidentiality about their HIV status. 

Participants reported that DOH jail linkage workers were helpful in transitioning into the community. 

Transition from DOC and BSO facilities to community services was significantly hindered by the 

loss of identification documents during their stay in jail or prison. Participants reported that they 

commonly were released without their identification documents and were afraid that they might be 

rearrested if stopped by law enforcement personnel. The participants reported that the process for 

gaining identification documents was lengthy and expensive, as they had to get a bus pass to go 

obtain their Social Security number and driver’s license before becoming Ryan White certified.  

H. 2009 Comprehensive Plan Evaluation  

As required by HRSA, the table below contains a summary of the evaluation of the 2009-2011 

Comprehensive Plan goals including progress, successes, and challenges in implementing the goals, 

objectives, and strategies. The next chapter addresses in depth the challenges and proposed solutions 

to the implementation of the 2009-2011 Plan. Chapter 3 provides the new goals, objectives, and 

strategies to be implemented over the next three years. 

Goal 1. Increase access to HIV outpatient/ambulatory medical care and other core services 

 Evaluate identification, engagement, and retention in medical care, training evaluation, subgrantee 

reports, inter-agency collaborative workgroup, and Memoranda of Understanding with hospitals.  

 Complete baseline assessment, number of MMP guidelines distributed, training and capacity 

development events with AIDS Education and Training Center and randomized chart audit.  

Ongoing: Service-related outcomes to be evaluated using PE data  

Achieved: OAMC Cost Effectiveness Assessment, CIED implementation and Hospital MOUs 

 The OAMC Cost assessment identified recommendations to maximize funds, minimize 

duplication, and ensure Part A funds are used as the payer of last resort. The study focused 

specifically on quality of medical care and treatment, access and adherence to medications, patient 

level outcomes, access to and engagement in care, cost of medical and pharmaceutical services, 
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and patient satisfaction. In addition, an OAMC Performance Measures study provided a 

comparison of the rates of five Broward County Part A OAMC providers on grantee and HAB 

performance measures with Institute for Healthcare Improvement (IHI) and HIVQUAL mean 

performance scores, based on a review of a random sample of health records for the 2009 

measurement year. 

 Part A contract language requires coordination between subgrantees and agencies providing CTS, 

EIS, and other HAB-recognized points of entry into care. These requirements include establishing 

linkage agreements and MOU’s that clearly define referral and follow-up roles, with language 

requiring documented referrals and response time. Part A service delivery models encourage client 

enrollment in OAMC. Support services assist PLWHA to engage and be retained in OAMC. 

Subgrantee contract language requires all agencies to determine at intake and review periodically, 

client engagement in OAMC, as well as provide medical referrals for and follow-up of consenting 

clients not in care. Part A has coordinated with Broward hospitals to ensure newly diagnosed 

HIV+ hospitalized patients are linked to OAMC funded by Part A or health insurers. The Part A 

CIED subgrantee has established MOUs with the hospitals in which discharge staff schedule 

expedited CIED appointments on behalf of HIV+ inpatients. CIED intake can occur in the hospital, 

clients’ homes (if home bound), or at CIED offices throughout Broward. Further assisting 

coordination efforts, both Broward Health and Memorial are Part A-funded OAMC and MCM 

subgrantees. CIED staff is out posted at their OAMC clinics. The Part A outreach subgrantee has 

MOUs with substance abuse clinics to ensure rapid engagement in OAMC for persons with HIV+ 

test results. 

2. Reduce the rate of secondary HIV infection 

Complete baseline assessment, number of MMP guidelines distributed, training and capacity 

development events  with AIDS Education and Training Center and randomized chart audit.  

Ongoing: Service-related outcomes to be evaluated using PE data  

Not Implemented: While baseline assessment and training have not been implemented, secondary 

prevention (early detection and prompt treatment of disease) with the goal of slowing disease 

progression and preventing additional complications are in place. For example, Ryan White Program 

grantees, community obstetricians, and hospital labor and delivery departments implemented a task 

force to ensure the rapid identification of HIV+ pregnant women. Task force members also educate 

HIV+ men who have sex with women about secondary HIV prevention techniques. Emphasis will be 

placed on understanding the dynamics of risky behavior among PLWHA and on designing, 

implementing, and evaluating a limited number of interventions to promote safer sexual and drug use 

behavior among this population. 
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3. Expand geographic availability of outpatient medical care and other core services 

Ongoing: Complete the initial and subsequent annual written analyses, request for proposals (RFP)  

language prepared by Grantee staff, and subgrantee reports.   

Achieved: The Part A Grantee conducted an RFP and subsequently contracted for OAMC with an  

additional provider, AIDS Healthcare Foundation (including North Point), however, an existing  

subgrantee discontinued providing OAMC services. 

4. Increase access and adherence to FDA-approved HIV-related pharmaceuticals. 

Achieved: (with cost savings due to LPAC) 

Ongoing: Service-related outcomes evaluated using PE data. 

The Local Pharmacy Advisory Committee responded to ADAP funding shortfalls by proactively 

revising the Part A Formulary as a cost savings measure. Part A-funded MCMs, patient navigators, 

physicians, and pharmacists assist patients to complete PAP applications. PE was modified to provide 

subgrantees with easy access to PAP applications. Other Part A efforts were undertaken to ameliorate 

the impact of ADAP shortfalls, including intensive chart audits conducted by the Grantee to identify 

and move insured ADAP clients off the program. 

5. Ensure retention and engagement through culturally and linguistically competent services  

Achieved: Implemented Cultural Competency Plan and NQC In Care/Retention Initiative 

 The EMA joined the In+Care Campaign in October 2011 illustrating its commitment to 

improving retention in OAMC. All QI Networks have since been active participants in identifying 

barriers and developing strategies to increase retention.  

 The 2009-2011 Implementation Plan ensured culturally and linguistically specific services. The 

Grantee organized several cultural competency trainings in conjunction with community partners, 

including the AIDS Community Research Initiative of America (ACRIA) and FL/AETC. These 

trainings address the multi-focal aspects of cultural and linguistic competency and the varied roles 

of the care team, including reception and other support staff.  

 Subgrantees are contractually required to have a cultural competency plan to ensure clients 

receive high quality, appropriate care. Annual monitoring visits by the Grantee assess subgrantee 

cultural competency and implementation of their cultural competency plans. For example, 

subgrantees must demonstrate that they provide multilingual services and use linguistically 
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appropriate forms and signage. Subgrantees employ multilingual staff (i.e., Spanish, Creole, and 

English) who reflect the characteristics of Broward’s HIV+ residents. 

In addition, a three-year health literacy plan has been developed. Year 1 will focus on assessing client 

and providers’ health literacy levels. Year 2 will focus on QIP implementation. Year 3 will focus on 

evaluating Year 2 activities. All health literacy activities will begin with the newly formed Combined 

Network that includes CIED, outreach, legal services, food bank, pharmacy, and HOPWA. 

6. Increase access, retention, and adherence to culturally a competent high quality oral health  

Ongoing: Service-related outcomes evaluated using PE data.  

Achieved: Two Part A funded oral health care subgrantees now collaborate to provide culturally 

competent, high quality routine and complex oral health care. A Cost Effectiveness and Quality 

Assessment was planned in 2011 and implemented in 2012 to determine areas for improvement.  

7. Increase access and reduce barriers to outpatient/ambulatory care, mental health, substance abuse, 

and oral health by providing peer and/or near peer outreach services that are culturally and 

linguistically competent.  

Ongoing: Service-related outcomes evaluated using PE. 

Achieved: Adding peers to MAI MCM  

 The Joint Priorities Committee reviews MAI-funded service category utilization, expenditure, and 

client demographic data, summarized on MAI service category scorecards, during the Part A and 

MAI planning process to enhance services to racial/ethnic minorities. The Joint Priorities 

Committee recommended that peers be incorporated in delivery of MCM and the HIVPC 

approved the recommendation.  

 To address retention in care and systemic barriers to care in the HIV care continuum, the HIVPC 

proposed implementation of a new intensive case management service category modeled after the 

CDCARTAS-II evidence-based model incorporating peers and near peers. The Grantee 

implemented the model intervention to enhance client familiarity with the complex service system 

and to increase retention in care. The implementation will assist newly diagnosed individuals and 

patients at risk of falling out of care by using an evidence-based model of linkage and retention. 

8. Eliminate or decrease disparities related to racial or ethnic minorities 

Short to mid-term: Training evaluation and subgrantees reports. 

Achieved: Decreased disparities with MAI services 
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 The EMA uses MAI funds to enhance the quality of care and health outcomes in communities of 

color disproportionately impacted by the HIV epidemic. MAI-funded services are an integral part 

of the overall continuum of HIV care and focus on improving quality of care and health outcomes 

by increasing access to, retention in, and adherence to care.  

9. Increase access to and retention in a high quality HIV continuum of care that is culturally and 

linguistically competent, consistent with PHS guidelines, and promotes parity  

Ongoing: Service-related outcomes evaluated using PE data.  

Achieved: The EMA has implemented a Cultural Competence Work-Plan; QM, HAB Performance 

Measures are monitored regularly; AETC and NQC Training has been provided to all subgrantees; 

Technical Assistance is available to all subgrantees by request; Selected service category Chart 

Reviews help identify areas for improvement; Participation in the NQC In+Care Campaign provided 

an opportunity to develop system-wide methods to identify barriers to retention and implement 

strategies to address identified barriers. 
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2. WHERE DO WE NEED TO GO? 

The purpose of this section is to provide an opportunity to discuss the EMA’s vision for an ideal, high 

quality, comprehensive continuum of care and the elements that shape this ideal system. The section 

includes the plan to meet challenges identified in the evaluation of the 2009-2011 Comprehensive 

Plan, goals for proposed care, goals regarding individuals Aware of their HIV status but not in care, 

goals regarding individuals Unaware of their HIV status (EIIHA), proposed solutions for closing gaps 

and addressing overlaps in care, and proposed coordinating efforts with other community programs to 

ensure optimal access to care.  

A. Plan to Meet 2009 Comprehensive Plan Evaluation Challenges  

KEY POINTS 

 

The EMA was successful in addressing many of the goals outlined in the 2009-2011 Comprehensive 

Plan with many being achieved and others either ongoing or in the development stage.  

Development of a new Comprehensive Plan provides the HIVPC an opportunity to examine many of 

its functions and operations. Several factors necessitate this examination: 1) Shrinking resources, 2) 

Fragmentation of committee work, and 3) Focus on day-to-day HIVPC activities at the expense of 

ultimate goals and a bigger picture.  

The challenges identified in the implementation of the 2009-2011 Comprehensive Plan were 

discussed during a series of HIVPC and Committee retreats and proposed solutions were developed.  

Challenge: Plan goals are not woven into Committees’ work or prioritized on their work plans 

Proposed Solutions  

 The HIVPC has tasked the Joint Planning Committee with developing the Comprehensive Plan 

work plans on the committee level, ensuring goals and activities are appropriately matched to each 

Committee’s function 

 Work plans must be updated to actively address EIIHA, Special Populations, and the impact of the 

Affordable Care Act (ACA) on the service delivery system. 

• Accomplished many goals; however challenges and solutions were identified during 
the evaluation 

• Development of a new Plan provides an opportunity to examine HIVPC operations 

• 2012-2015 goals and objectives provide the roadmap for the EMA and address both 
local and national priorities  

Plan To Meet Challenges 
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 Work plan activities must be reviewed regularly as a standing agenda item for all Committees and 

addressed early in the meeting. Committees must ensure agendas are outcome- and goal-oriented.  

Challenge: Minimal to no oversight or evaluation of the Comprehensive Plan 

Proposed Solutions 

 Progress made towards achieving work plan goals should be reported to Joint Executive quarterly  

 Monitoring and evaluation guidelines must be developed to help the HIVPC self-assess planning 

process and measure progress towards achieving Comprehensive Plan goals and objectives 

Challenge: Committees operate separately instead of collaborating to address common themes 

Proposed Solution 

 The Comprehensive Plan provides a road map for the EMA’s activities and as such requires the 

participation and collaboration of all HIVPC Committees and consumers. Committee work plans 

must address common themes such as EIIHA, Special Populations’ needs, and response to ACA, 

as noted above, to ensure a cohesive approach to achieving goals 

Challenge: At a time of shrinking resources, it is essential to ensure collaboration and coordination 

between all service providers, regardless of funding source. To facilitate this coordination, detailed 

reports on cost, utilization, and need will be provided by HIVPC members representing Ryan White 

Parts and other funding sources 

Proposed Solution 

 Request service and funding information based on membership categories. Each HIVPC 

membership category meets a specific need. Involvement of consumers ensures crucial input from 

persons closest to care delivery. Other membership categories comprising government and health 

professions are intended to enhance service delivery. This includes coordination of funding streams 

to better address gaps in care, service overlaps, and comprehensive service delivery systems. 

 Define roles and responsibilities of HIVPC member categories  

 Ryan White Parts B, C and D as well as HOPWA representatives provide reports at HIVPC 

meetings. 

Challenge: Ensuring a productive Needs Assessment cycle to inform PSRA  

Proposed Solutions 

 Needs Assessment and PSRA are two of the most important HIVPC functions. The Needs 

Assessment should utilize a timeline that ensures completion before the PSRA and should result 

in recommendations for use in PSRA 

 The Joint Planning Committee informs the Needs Assessment process by selecting the most 

important and useful data sets for the process as well as identifying Special Populations. Directing 
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data collection and ensuring the data is presented in a ‘user-friendly’ format will ensure the best 

possible data is used for PSRA and encourage participation of HIVPC members and consumers 

 The Quality Management (QM) Committee is responsible for monitoring, evaluating, and 

continuously improving the quality and appropriateness of Part A and MAI services. 

Recommendations made as a result of reviewing performance measures and clinical outcomes 

should provide insight during the PSRA process 

Along with the challenges and proposed solutions, several improvements and successes over the 

course of the 2009-2011 Comprehensive Plan were noted as well. For example, the Joint Committees 

improved their collaborative processes, HIVPC activities are more data driven than ever before, the 

Part A Grantee has implemented a data sharing agreement with HOPWA and ADAP, and an 

increased number of consumers has been attending HIVPC and Committee meetings.  

B. 2012 Proposed Care Goals           

The proposed care goals reflect both local and national priorities. Local priorities are informed by the 

mission of the HIVPC to direct and coordinate an effective response to the HIV epidemic in Broward 

County to ensure high quality, comprehensive care that positively impacts the health of individuals at 

all stages of illness; findings from the Consumer Survey; unmet need estimates; local changes in 

funding and service availability; and, national priorities such as EIIHA, NHAS, and HP 2020. The 

specific goals proposed for 2012-2015 are as follows: 1) Reduce new HIV infections and increasing 

the percentage of individuals who are aware of their status, 2) Reduce HIV-related health disparities, 

and 3) Increasing access to care and improving health outcomes for PLWHA. 

C. Goals Regarding Individuals Aware Of Status,  But Not In Care   

KEY POINTS 

 

The needs of several populations have been studied in the EMA; each population presents unique 

challenges to the Broward HIV care continuum, in terms of the service gaps they experience, and 

estimated costs associated with delivering services to each population. The specific barriers to 

• Address special population needs identified in Surveys and Focus Group 

• Improve data utilization 

• Assess impact of health literacy on disparities in access and retention 

• Improve collaboration with prevention and CTS including referral and linkage 

• Utilize outreach to locate lost to care and return them to the service system 

• Continue to participate actively in the NQC In+Care Campaign 

Goals Regarding Aware But Not In Care 
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accessing and remaining in care must be considered when planning developing goals regarding 

individuals aware of their status but not in care.  

As noted in Section 1, the Joint Planning Committee identified three HIV+ groups for focus groups in 

2011: MSM, individuals recently incarcerated in jails or prisons, and homeless or unstably housed 

individuals. In addition, five emerging populations with special needs were identified: Homeless 

adults, Black non-Hispanic women, White non-Hispanic MSM, Black non-Hispanic MSM, and 

Hispanic MSM. These populations were identified as having the greatest percentage of unmet need 

by FDOH. The graphics summarizes Consumer Survey and/or Focus Groups findings. 

 

 

Utilization of Data to Address the Needs of Individual Aware of Their Status  

 Identify clients at risk for falling out of care (e.g., through triggers in PE for clients who have 

missed two medical appointments in a row) 

 Identify clients who have fallen out of care as well as the reasons they fell out of care 

 Develop an ‘at risk’ client profile to help target those clients who may be most at risk of falling 

out of care (e.g., mental health or substance abuse issues) 

Black Women  

•More Likely Than White 
Women To Report 

•Service Use In Past 6 Months 

•Outreach services 

•Part A medical care 

•Oral Health 

•Higher number of medical 
visits 

•Medical specialist referrals 

•Unmet Need: Oral Health 

Recently Incarcerated  

•Facilitators  

•FDOC pre-release program 
helpful in facilitating access 

•FDOH  programs helpful for 
community re-entry 

•Barriers 

•Difficulty finding shelter 

•Loss of identification documents 
hinders access to care 

Homeless/At-Risk 

•Needs 

•Food 

•Transportation 

•Safe medication storage  

•Barriers 

•Substance abuse 

•Homelessness impairs OAMC 
care 

•Depression  

•Medical care not a priority  

•Sex for drugs/money 

White MSM 

•More Likely Than BMSM & 
HMSM To Report 

•Regular medical care source 

•Comfortable talking about 
personal issues with medical 
provider 

•Medical provider is non-
judgmental 

•Knowing process to complain 
about care 

•Receiving mental health 

Black MSM  

•More Likely Than HMSM & 
WMSM To Report 

•Facilitators:  

•Evening/weekend 
appointments 

•Doctor asks about condom use 

•Unmet medical specialty need 
•Informed about wait time upon 
arrival at appointment 

•Transportation assistance 

•Receiving outreach  

•Barrier: Never have ARVs  

Hispanic MSM 

•More Likely Than BMSM & 
WMSM To Report 

•Facilitators:  

•Getting needed medical 
service 

•Taking ARVs as prescribed 

•Barriers: 

•Thinking of leaving medical 
provider to find better care 

•Unmet Need for Mental 
Health 
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 Continuous, in-depth analysis of the NQC Retention In+Care Performance Measures 

 Identify unmet need trends and estimates using both Part A analysis and the SCSN 

 Measure and reinforce the impact of support services on retention in care 

Assess the Impact of Health Literacy on Retention in Care  

 Measure health literacy levels to determine their correlation to health disparities and retention  

 Develop and implement strategies to address health literacy related disparities in retention in care 

 Assess the impact of using AETC’s Operation HOPEFUL cards on health outcomes 

Improve Collaboration Among Part A, Prevention, and CTS 

 Obtain regular updates and reports on referrals from prevention programs and CTS to CIED 

 Measure outreach’s performance in engaging HIV+ individuals who are aware of their HIV status 

but are not in care and reengaging clients that have dropped out of care 

D. Goals Regarding Individuals Unaware  Of HIV Status (EIIHA)  

KEY POINTS 

 

The EIIHA Strategy is designed to identify, counsel, test, and inform Broward residents of their HIV 

status, link, and engage HIV+ Broward residents in OAMC, and link HIV negative Broward residents 

to appropriate prevention services. The Strategy focuses on reducing barriers to HIV screening and 

addressing disparities in availability of HIV screening for minorities and historically underserved 

populations. The EIIHA Strategy goals are directly aligned with NHAS goals and are listed below: 

• The EMA has implemented a comprehensive EIIHA Strategy in close coordination 
with other Ryan White, prevention, CTS, healthcare, and community stakeholders  

• EIIHA Strategy goals are consistent with ensuring that individuals who are unaware of 
their HIV status become aware 

• Part A administrative funds are utilized to support the majority of the EIIHA 
Strategy’s coordination and planning efforts 

• Counseling and testing efforts to identify individuals unaware of their status are 
provided by multiple entities and are coordinated with Part A to ensure linkage to care 

Goals Regarding Individuals Unaware Of Status 

EIIHA GOALS NHAS GOALS HP 2020 

Increase the number of individuals who 

are aware of their HIV status 

Reduce number of people who become 

HIV+ 

To increase quality and years 

of a healthy life 

Increase number of HIV+ individuals in 

OAMC 

Increase access to care and optimize health 

outcomes 

Reduce HIV-related health disparities 

To eliminate health 

disparities. 

Increase the number of HIV negative 

individuals referred to services that 

contribute to keeping them HIV 

negative 

Achieve a more coordinated response to the 

HIV epidemic 
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The goals are aimed at addressing the needs of both those who are aware of their status and those who 

are not. The next two sections address the EMA’s goals for both populations. As noted in Section 1, 

the EMA continually assesses service needs, gaps, and barriers to care of people who know their 

HIV/AIDS status and are not in care. However, there is certainly room for improvement in how the 

EMA addresses the needs of special populations; ensures services are culturally and linguistically 

sensitive and account for clients health literacy levels; utilizes data to promote retention; and ensures 

outreach services coordinate with CTS and prevention programs to refer and link individuals aware of 

their status, whether newly diagnosed or lost to care, to care. 

The Grantee has developed a comprehensive EIIHA Strategy in close coordination with other Ryan 

White, prevention, counseling and testing, healthcare, and community stakeholders. It is the goal of 

the EMA that the Strategy continue to ensure jointly planned activities among HIV prevention, public 

and private sector HIV screening, and health and support services. The Strategy will continue to align 

closely with, but not duplicate, the HIV prevention, screening, and treatment efforts funded by the 

CDC, FDOH, health insurers, and other funders. The Strategy will continue to integrate key 

stakeholders including HAB-funded grantees and subgrantees; public health prevention, disease 

control and intervention; healthcare system; CBOs; correctional system; the faith-based community; 

HIV+ Broward residents, and community leaders. 

The EIIHA Strategy’s goals are consistent with ensuring that individuals who are unaware of their 

HIV status become aware. Strategy-related activities are conducted to increase the number of 

individuals who are aware of their HIV status, their newborns, and their untested children, as well as 

increase their sexual partners’ awareness of their status. Evidence-based, coordinated, and targeted 

countywide activities have been implemented to identify target populations disproportionally 

impacted by HIV.  

The use of Part A-funded services to facilitate routine HIV testing in Broward has been carefully 

planned, as mandated, to supplement but not supplant CDC prevention. Part A administrative funds 

are utilized to support the majority of the EIIHA Strategy’s coordination and planning efforts. The 

Part A Grantee and subgrantees collaborate closely with EIS, CDC-funded HIV CTS including the 

BCHD and BSO jails, Part A OAMC subgrantees and other healthcare systems, and CBOs to ensure 

HIV+ individuals are referred rapidly to OAMC. These collaborative efforts identify individuals who 

are unaware of their HIV status through targeted interventions and outreach activities, including case-

finding efforts for HIV+ individual that do not return for their results. 
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All Part A, C, and D-funded OAMC providers routinely offer HIV testing in their HIV clinics (Part B 

does not fund OAMC.) Along with OAMC, Part A funds outreach (focused on identification, referral, 

and linkage to care) and CIED (focused on linkage and engagement in care). The Part A-funded 

outreach subgrantee identifies HIV+ Broward residents who are not in care and coordinates their 

entry into care. An FY 2010 Broward Part A outreach effectiveness evaluation noted that HAB key 

points of entry must be targeted to ensure efficient and effective outreach.  

The Part A Grantee’s fully integrated planning process will continue to engage representatives of key 

funders and stakeholders in all levels of planning, decision-making, implementation, and evaluation 

of the continuum of identification, linkage, engagement, and retention in HIV care. Through the 

HIVPC and recently established Broward is Bigger than AIDS (BIGA) planning initiative, 

representatives include BCHD; RW Parts B, C, D, and F; BCHD CDC prevention, CTS, 

communicable disease, DIS, and outreach programs; SAMHSA grantees; FL and BSO correctional 

facilities; FQHCs; hospitals, and other healthcare systems. An important component of the effort to 

facilitate HIV testing and rapid Linkage to Care (LTC) will be the integration of information systems 

to track newly tested HIV+ individuals to ensure their timely entrance into OAMC.  

E. Proposed Solutions for Closing Gaps In Care  

K E Y  P O I N T S   

Gaps in care depend on several factors, such as the availability of other funding and service 

providers, which may change throughout the three years of this Comprehensive Plan. Solutions for 

planning and implementing strategies to address gaps in care must consider ensuring access and 

availability of services, reducing disparities, linking individuals aware of their status but not currently 

in care with appropriate care and treatment, coordinating with counseling and testing and prevention 

to facilitate linkage to care and treatment, and evaluating and responding to upcoming changes as 

future aspects of the ACA impact services for PLWHA. 

The HIV continuum of care has been impacted by State and local budget cuts most noticeably as a 

result of the ADAP crisis. An addition of $2.5 million in state General Revenue dollars is expected to 

clear the waitlist by July 2012. However, the economic downturn continues and as an increasing 

• Collaboration between Part A and ADAP ensures clients remain in ADAP or PAPs  

• SCSN-reported barriers to services underscore the need to explore ways of addressing 
issues such as transportation, mental health issues, substance abuse, and homelessness 

• EIIHA goals will be achieved through continued and improved collaboration 

Closing Gaps In Care 
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number of residents become unemployed and require the assistance of social services, the demand for 

ADAP services will continue to increase and impact the service system. 

Increased collaboration between ADAP adherence managers and Part A MCMs and medical 

providers will help ensure that, until the waitlist is eliminated, clients will be recertified timely to 

ensure they are not removed from ADAP. It is essential that clients are recertified timely since 1) a 

missed recertification will lead to immediate removal from ADAP or the waitlist (as stated in 

ADAP’s No-Tolerance policy), and 2) being on the waitlist is a pre-requisite for PAP eligibility. It is 

important to note that medications received through Welvista, a program available only to clients on 

the ADAP waitlist, are more likely to arrive as complete regimens as opposed to medications 

obtained through individual PAP applications. Individual applications may result in receipt of 

medications at different times, thereby impacting clients’ access to their complete regimen. To reduce 

gaps in care, Part A will continue to provide a 10-day supply of ARVs (with the option of requesting 

additional overrides) to any Part A eligible client who is awaiting ADAP or PAP eligibility 

determination or shipment of medications. A Part A pharmacy also provides a free 10-day supply of 

ARVs while clients await medication shipment or eligibility determination. In addition, the HIVPC’s 

Local Pharmacy Advisory Committee (LPAC) will continue utilization and cost analysis of drugs on 

the Part A Formulary as well as implementing timely solutions to ensure access to medications that 

are becoming increasingly difficult to access through ADAP or a PAP.  

The needs identified in the State’s PPG assessment have an impact on Part A and its efforts to 

collaborate with counseling and testing and prevention programs in the implementation of the EIIHA 

Strategy. As noted earlier, the Part B SCSN reported barriers to services underscore the need to 

explore further ways of addressing issues such as transportation, mental health issues, substance 

abuse, and homelessness.  Such barriers may be lessened by linking clients to psychosocial and health 

services, as well as local efforts to implement structural interventions (e.g., new public transportation 

routes). Additionally, new and far-reaching methods for HIV prevention such as media campaigns, 

community mobilization initiatives, community-level interventions, and use of new technologies are 

essential to address prevention barriers.  The EIIHA Strategy aims to also address prevention barriers 

by identifying, counseling, testing, and informing residents of their HIV status, linking and engaging 

HIV+ residents in OAMC, and linking HIV negative residents to prevention services. Continued and 

improved collaboration and coordination between Part A, prevention programs, and CTS will help 

reduce gaps in access to, and retention in, care. 

As described earlier, the specific needs of various special populations have been identified through 

the findings of the Consumer Surveys conducted from 2009-2011. Various service needs were 
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identified for the following service categories: Medical Care, Specialty Services, Oral Health Care, 

Medical Case Management, Mental Health, Outpatient Substance Abuse, Assistance for Health 

Insurance Premiums and other costs HIV Drug Assistance, Transportation, Emergency Food Bank 

and Legal Services. The service needs vary by age, gender, race, and ethnicity. The EMA will 

continue to use these findings to respond to the identified needs of emerging and special populations 

including the four mandated special populations (Adolescents, IDU, Homeless, and Transgender).  

F.  Proposed Solutions For Addressing Overlaps In Care  

K E Y  P O I N T S  

 

The EMA has several activities in place to address overlaps in care. All Part A providers are regularly 

monitored to ensure Part A is the payer of last resort as well as coordination and collaboration with 

other Ryan White and non-Ryan White providers in the community. In the context of limited 

resources and increased need for collaboration, the EMA will continue to emphasize the importance 

of ensuring representation and reporting from all Ryan White Parts as well as other funding streams 

at all HIVPC Committee meetings.   

The EIIHA Strategy is based on a strong collaborative model that ensures that Part A and Part B 

services are jointly designed, implemented, and evaluated to avoid duplication and optimize available 

resources. SFAN and the Part A HIVPC, under the guidance of the Part A and B Grantees, have a 

long history of coordinated planning, funding allocations, and service delivery through the HIVPC 

Joint Planning and Joint Priorities Committees. In FY 2010 and FY 2011, this collaboration expanded 

to include the development of a comprehensive Part A and Part B EIIHA Strategy. The HIVPC and 

SFAN, Part A and Part B Grantees’ respective planning bodies, have incorporated EIIHA data 

collection and reporting, planning, implementation, and evaluation into the work plans of Joint Part A 

and B HIVPC Committees. Part B EIIHA activities are also closely coordinated with CIED and Part 

A OAMC subgrantees to ensure rapid linkage to OAMC, engagement, treatment, and retention. 

The Part A Grantee has also incorporated the EIIHA Strategy in its FY 2011 RFPs, and subgrantee 

contracts for all Part A service categories. Among other reporting requirements, Part A subgrantees 

• Part A providers are monitored to ensure Part A is payer of last resort 

• All Ryan White Parts as well as other funding streams are HIVPC members 

• EIIHA Strategy requires collaboration to eliminate duplication of services 

Addressing Overlaps In Care 
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must provide detailed quarterly reports to the Grantee about coordination with all Ryan White-funded 

agencies, ADAP, BCHD, and other community EIIHA efforts to support the Strategy.  

G. Proposed Coordinating Efforts  to Ensure Optimal Access To Care  

K E Y  P O I N T S  

 

Ryan White Part A services are well coordinated with other programs and funding streams to ensure 

optimal access to care. Part B, C, D, and F Grantees are also Part A subgrantees and serve many of 

the same clients. Part A clients receive services from various other programs that enhance the range 

of needed service. For example, housing assistance is available through the HOPWA program, Part D 

provides services to women, infants, children and youth, Part C provides CTS, Part B provides 

transportation services and HICP, and ADAP provides ARV and OI medications. Stakeholders such 

as public health agencies, correctional facilities, and FQHCs participate in the HIVPC and its 

Committees, provide data about their efforts, and work collaboratively with the HIVPC to ensure 

coordinated efforts and promote uninterrupted and cohesive care.  

Part B Services, Including ADAP  

The long-standing FL ADAP funding crisis has presented challenges to implementing the EIIHA 

Strategy. The Part A Grantee has undertaken coordination, programmatic, and financing efforts to 

offset the impact of ADAP shortfalls and expanded APA coverage to accommodate newly identified 

HIV+ individuals. For example, the Grantee has spearheaded efforts to coordinate Part A OAMC and 

MCM subgrantees to enroll newly HIV+ identified individuals in ADAP and APAs to ensure 

immediate access to ARVs and other needed medications. The Part A-funded APA has historically 

provided wrap-around coverage for ADAP-eligible clients pending enrollment, when ADAP funds 

are unavailable, or when PAP applications are pending. Due to the continued ADAP waitlist and 

reduced formulary, the HIVPC approved APA funds to individuals placed on the ADAP waitlist or 

who need medications that were removed from the ADAP formulary. Part A-funded MCMs, peer 

navigators, physicians, and pharmacists assist clients to complete PAP applications. PE was modified 

in response to provide subgrantees with easy access to PAP applications. Other Part A efforts were 

undertaken to ameliorate the impact of ADAP shortfalls, including intensive chart audits conducted 

• Part A services are well coordinated to ensure access to care 

• The collaborative efforts between the different Ryan White Parts as well as 
other funders include coordination to implement EIIHA, ensuring access to care 
for WICY, and providing linkage to housing services  

Optimal Access To Care 
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by the Grantee to identify and move insured ADAP clients off the program. Subgrantees received 

extensive Grantee-sponsored training regarding assisting clients to enroll in health insurance and 

working with the Social Security Administration (SSA) to enroll clients in disability programs, efforts 

designed to open ADAP slots. Florida Part A Grantees have also worked with the Florida DOH to 

identify vulnerable populations who must be immediately enrolled in ADAP: HIV+ pregnant women, 

children, or adolescents who are ineligible for other programs; postpartum HIV+ women needing to 

continue ARVs (with clinician approval); and other extreme medical conditions (with clinician 

approval). Florida DOH also funded patient navigators to assist ADAP waitlisted individuals to enroll 

in PAPs. In recognition of the critical importance of accessible HIV medications, the Part A Grantee 

continues to meet at least monthly with Florida DOH ADAP staff to identify ways to ensure access to 

medications for newly identified HIV+ Broward residents. In addition, any barriers to ADAP access 

reported by Part A clinicians are reported directly to the ADAP Medical Director to ensure immediate 

resolution and uninterrupted access to medications.  

Part C Services   

Part A efforts to make individuals aware of their HIV status are closely coordinated with Part C EIS 

activities. The Part C Grantee (Broward Health) has implemented a measurable, time-specific plan to 

expand HIV screening through the Part C funds. Confidential HIV screening is conducted in 

outpatient departments, inpatient departments, labor and delivery rooms, ERs, school health centers, 

teen pregnancy programs, and the Part D service provider (CDTC). The Part C HIV clinics also 

strongly encourage their HIV+ patients to bring in their partners for HIV screening; HIV+ individuals 

are immediately linked into care, while HIV negative individuals are counseled on how to remain 

negative while living with an HIV+ partner. Pregnant women at all prenatal centers receive HIV 

screening, are strongly encouraged to receive HIV antibody testing twice during their pregnancies 

(once at intake and once again between weeks 28-32 of their pregnancies). To protect their unborn 

children, HIV+ women are voluntarily treated with ARVs. Through subcontracted Part C funds, 

BCHD promotes testing among individuals unaware of their HIV status. This effort focuses on 

minority women and adolescents, and is conducted at health fairs in minority communities, homeless 

shelters, and community and church events. The Part C Grantee also receives Part A funds and 

actively participates on the HIVPC, its Committees, and QI Networks. The Part A and C Grantees 

have worked closely to ensure that Part C EIS funds are used optimally to screen as many individuals 

as possible and ensure their rapid linkage to care.  
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Part D WICY Services 

The Part A and Part D Grantees collaborate closely to assess and address the needs of the WICY 

population. In 2011, the Part D grantee, CDTC, was instrumental in offsetting some of the impact of 

the BCHD HIV clinic closure. CDTC organized the transfer of HIV+ women served previously by 

BCHD to ensure access to HIV clinical and MCM services. The Grantee and HIVPC assess the needs 

of, and trends in utilization, of Part A-funded services to determine allocation of funds to WICY. 

WICY allocations are proportional to the EMA’s WICY AIDS case percentages.  WICY account for 

nearly 33% of Broward’s total AIDS cases, with women accounting for 29% and infants, children, 

and youth accounting for about 4%. In 2011, WICY accounted for 32% of expenditures, with 29% 

allocated to women, less than 1% to infants, less than 1% to children, and 3% to youth. Part A WICY 

expenditures complement Part D, Medicaid, and Medicare WICY expenditures. The Part D Grantee 

holds an HIVPC mandated seat, is active in HIVPC Committees and QI Networks, and provides 

monthly updates to the HIVPC and QI Networks to share information and coordinate services. The 

Grantee facilitates this process by reviewing Florida DOH epidemiologic data as well as service 

utilization, expenditure, quality, and performance data comparing WICY and other populations to 

identify disparities. Subgrantees are contractually required to serve WICY in proportion to at least 

their prevalence in Broward.  

The CDC and American College of Obstetricians and Gynecologists (ACOG) National Fetal and 

Infant Mortality Review funded the Fetal Infant Mortality Review (FIMR) in Broward to improve 

perinatal HIV prevention systems. The FIMR HIV prevention methodology identifies community-

level factors associated with the individual cases of fetal or infant mortality. Sentinel events are 

reviewed (e.g., infants exposed to HIV) to identify healthcare system deficiencies and potential 

improvements. Based on the data gathered, community actions are initiated to achieve system change 

to improve outcomes for HIV+ women and their children and prevent future perinatal HIV cases. 

Part F Services 

Nova Southeastern University is the Part F Community-Based Dental Partnership Grantee as well as 

a Part A subgrantee. Nova staff participates in the HIVPC Oral Health Care Network and HIVPC 

Committees.  Part A also collaborates with the Part F funded Florida/Caribbean AETC on various 

activities including chart reviews, MCM training, Technical Assistance (TA), and most recently, a 

Health Literacy pilot study.  
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Private Providers (Non-Ryan White Funded)  

Clients receiving private medical care who are eligible for Ryan White may access other Part A core 

and support services as well as ADAP and HICP. The EMA has identified several activities to form 

and maintain relationships with private HIV medical providers to verify that private care patients 

have accessed HIV treatment. The BCHD CTS Program DIS staff is responsible for verifying that 

persons referred to a private physician have initiated care. Both Part A and DIS staff have established 

strong relationships with community private HIV practices in Broward, and routinely contact practice 

managers to conduct verification. Part A and FDOH will continue to collaborate with the FL Medical 

Association on educational opportunities regarding reimbursement, community collaboration on 

patient linkage, and post referral follow up. HIV-related information is disseminated on the 

Association website and newsletters, including articles underscoring the importance of HIV 

screening, initiating HIV treatment, and HIV treatment topics. FDOH also partners with the 

FL/Caribbean AETC to train private providers. The FL/Caribbean AETC provides an educational 

forum for staff at identified clinical sites throughout FL. Training topics include racial and ethnic 

minority health disparities, HIV stigma, acute and chronic HIV infection signs and symptoms, FL 

laws related to HIV screening such as informed consent, CDC HIV screening recommendations, PHS 

HIV guidelines, and Ryan White funded services.  

STD and Prevention Programs - Partner Notification and Prevention with Positives  

While relationships have been established with private providers, there is room for improvement in 

the degree of collaboration. For example, MCM’s are required to track and monitor clients’ CD4 and 

Viral Load results as well as other tests and screenings required for compliance with PHS guidelines. 

Access to results is often difficult as private providers do not necessarily operate under the same 

standards of care. In addition, strategies to ensure referral of newly diagnosed and lost-to-care clients 

to the Part A system must be expanded to ensure timely linkage and retention in care.  

BCHD is the Broward Part B and HIV prevention lead agency. It manages the Community 

Prevention Partnership, and designs and implements the Broward HIV Prevention Plan. BCHD staff 

and Partnership members also participate in the HIVPC and its Committees. The CDC-funded BCHD 

ensures that public funds are available for HIV screening, partner notification, outreach, and LTC. 

CDC funds support HIV screening, including the AATI, Expanded Testing Initiative (ETI), and 

Targeted Outreach for Pregnant Women Act (TOPWA). MAI and FL General Revenue funds also 

support HIV screening and LTC.  

All BCHD HIV screening activities are consistent with the CDC 2006 recommendations and adhere 

to FL statutes pertaining to partner notification, confidentiality, and content of counseling sessions. 
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Opt-out, or routine, testing is available only to pregnant women at their initial prenatal care visit, 

again at 28-32 weeks gestation, and at labor and delivery for women with an undocumented HIV 

status. Providers must notify women that testing will occur and that they can refuse any or all tests.  

HIV screening is provided confidentially at five BCHD sites in high HIV prevalence areas of 

Broward County. Anonymous HIV screening is permitted by FL statute at several BCHD sites and 

three CBOs. HIV+ individuals tested at anonymous sites are counseled about the importance of rapid 

engagement in OAMC and are offered the option of giving identifying information so that linkage to 

OAMC can be initiated. 

BCHD has collaborated in the last two years with Part A and HOPWA to plan and implement 

countywide surveys of HIV+ Broward residents. BCHD has also collaborated with Part A to identify 

strategies for increasing HIV screening rates in STI, TB, and HCV clinics, improving linkage and 

outreach processes to ensure engagement and retention in OAMC for HIV+ persons, and mechanisms 

for integrating BCHD HIV screening and linkage data into PE. BCHD has applied for FY 2012 CDC 

prevention funds to implement BIGA and is collaborating with the Part A Grantee to ensure that 

BIGA is fully integrated into the EIIHA Strategy. 

Previous Part A efforts to coordinate the Strategy with other CBOs have been challenging as CDC 

prevention planning efforts had slowed considerably in Broward. New BCHD staff revitalized the 

Broward Community Prevention Planning Group (BCPPG). In anticipation of increased CBO HIV 

prevention and screening activities, the Part A Grantee expanded its collaborative activities to engage 

all CBOs offering HIV prevention and screening.  

Substance Abuse Treatment Programs/Facilities  

The erosion of public substance abuse and mental health treatment funds continues to impair the 

already limited capacity of those systems. Continued demand for substance abuse treatment has 

resulted in waiting lists for detox and residential treatment. Due to funding shortfalls, public mental 

health services are limited to only the most severely mentally ill and/or addicted. Part A continues to 

allocate substance abuse and mental health treatment funds for HIV+ clients to assist access, 

retention, and adherence to OAMC, to the extent that new Part A and MAI funds are available. A 

recently completed review of Part A-funded OAMC health records identified the need to increase 

screening for mental illness and substance abuse, which suggests a need to expand access to these 

services. Part A has closely coordinated the EIIHA Strategy with substance abuse prevention and 

treatment programs. Conventional and rapid HIV testing is offered at publicly funded drug treatment 

programs, including methadone clinics. The Part A outreach subgrantee has MOUs with substance 

abuse clinics to ensure rapid engagement in OAMC for persons who receive an HIV+ test results. 
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Broward County has seen an increase in the use of pain medication and resulting fatalities. Florida 

has become the prescription pain medication capital of the nation.  According to the Florida Medical 

Examiners Commission Reports From 2000 to 2010, opiate-related deaths by heroin and/or opiate 

medications in Florida increased from 869 to 3,986.  The Broward Addiction Recovery Center 

(BARC) has seen changes with the primary admitting diagnosis switching from alcohol 

abuse/addiction (32.6%) to opiates such as heroin or oxycodone (52.1%). Young adults between 18-

35 years old are the majority age group abusing these drugs. BARC offers a comprehensive range of 

services for Broward County residents over the age of 18 who are affected by substance abuse and/or 

co-occurring disorders.  BARC collaborates with a variety of health care providers and referral 

sources to ensure clients, especially from underserved populations, receive services that will support 

their recovery. 4,500 clients each year are admitted to BARC and benefit from residential or 

outpatient treatment and support services. 1,800 clients per year benefit from medically supervised 

drug and alcohol withdrawal treatment offered by the professionals at BARC’s detoxification unit. 

800 residents per year participate in non-residential day treatment programs. 

Medicaid 

The Agency for Health Care Administration (AHCA) is responsible for administering Medicaid in 

Florida. AHCA is also the lead agency for the Children’s Medical Insurance Programs (SCHIP), the 

state’s health insurance program for uninsured children. 

Medicaid is funded by both federal and state contributions. Florida’s federal contribution was 

temporarily increased from 55.4% to 68.8% due to federal stimulus funds provided for in the 

American Recovery and Reinvestment Act of 2009 (ARRA). The enhancement expired June 30, 

2011, despite continued high need due to ongoing heightened unemployment and lack of insurance 

rates combined with state budget shortfalls.  

Medicaid is available to pregnant woman, disabled adults, caretakers of children under age 18 years, 

adults over age 65 years, and children under age 19 years who meet low-income requirements. 

Supplemental Security Income (SSI) recipients typically automatically receive Medicaid. Beginning 

on January 1, 2014, the ACA is scheduled to expand Medicaid eligibility to children, parents, and 

childless adults who are not entitled to Medicare and who have family incomes up to 133% FPL.  

Florida does not have a waiver in place to provide Medicaid coverage to nondisabled people living 

with HIV/AIDS. Therefore, applicants must demonstrate disability before applying for Medicaid. 

Florida Medicaid enrollees who have been diagnosed with AIDS may be eligible to enroll in the 

Project AIDS Care (PAC) Medicaid waiver program for home- and community-based services 

(HCBS). To be eligible, an individual must be otherwise eligible for Medicaid, must show 
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documentation of an AIDS diagnosis and the presence of AIDS-related opportunistic infections, must 

have been determined to be at risk of hospitalization or institutionalization in a nursing facility, must 

not be enrolled in another Medicaid HCBS waiver program, and be capable of remaining safely in the 

home and community. Florida originally received federal approval for this program in 1990; the 

current waiver is set to expire December 31, 2012. The program is capped at 5,900 enrollees.  

Medicaid and the Department of Children and Families (DCF), another agency that helps operate 

Florida Medicaid, are represented on the HIVPC. AHCA provides detailed Medicaid enrollment and 

expenditure data to the Part A Grantee to assist in planning and resource allocation activities. The 

Part A PE Medicaid interface has been helpful in ensuring that CIED and Part A-funded providers 

comply with HAB’s payer of last resort policy, by linking automatically to Medicaid using clients’ 

Social Security numbers to determine if clients are enrolled, what Medicaid program they are enrolled 

in (which indicates the extent of benefits they are receiving), and obtain their Medicaid numbers. 

CIED and Part A medical case managers have been trained to ensure that potential clients are 

screened for Medicaid and PAC Waiver.  

Medicaid Managed Care Pilot Program  

In addition to the state’s traditional Medicaid program, in 2006 FL obtained a waiver to launch an 

experimental Medicaid pilot program in Duval and Broward counties. Through this program, 

traditional Medicaid was replaced with a managed-care model, in the hopes of reducing costs and 

improving efficiency by allowing beneficiaries to enroll in any available plan, including capitated 

managed care plans (HMOs) and provider-sponsored networks (PSNs). The managed care program 

was expanded to additional counties, enrolling over 288,000 consumers, about 10% of statewide 

Medicaid enrollment.
 
While research shows that the pilot program’s efficiency and cost-saving 

impacts have been mixed, the Legislature passed a bill in 2010 directing AHCA to seek approval of a 

three year waiver extension for the pilot program. The Legislature passed a sweeping Medicaid 

reform bill during the 2011 session that allows statewide expansion of the waiver.  

As Florida moves in this direction, and as additional low-income adults, including many with 

disabilities, obtain Medicaid under the ACA, a set of special concerns for this high-need population – 

related to outreach and education, system navigation, access to services, and beneficiary protection 

and oversight – warrants careful consideration. Managed care offers potential to increase access and 

improve the coordination of care, particularly for those with the most complex needs. At the same 

time, it has the potential to disrupt access and care and to compromise the well-being of beneficiaries 

if they are unable to navigate the system or health plans are not equipped to meet their needs. 
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Medicare 

Medicare is a federally funded program that provides health insurance to people over age 65 years 

who are eligible for Social Security. Disabled adults who are under age 65 and who have worked 

enough years to be eligible for Social Security Disability Insurance (SSDI) also automatically qualify 

for Medicare after receiving their SSDI benefit for 2 years. It is possible for a person
 
to qualify for 

both Medicaid and Medicare (“dual eligibility”). Medicare covers an estimated 100,000 people living 

with HIV/AIDS in the United States, representing approximately one-fifth of people living with 

HIV/AIDS who are in care. In FL, 3.3 million individuals were enrolled in Medicare in 2010 (18% of 

the state’s total population). Approximately 86% of Medicare enrollees in FL are aged (over 65 

years), while about 13% are disabled.  

Medicare Part D  

Originally launched in 2006 and intended to help beneficiaries pay for prescription drugs, Medicare 

Part D requires an additional premium that varies by plan. Part D plans are required to equal or 

exceed a defined standard benefit, which currently has a $310 deductible, then coinsurance of 25% up 

to $2,830 in total drug costs, followed by a gap in coverage that starts when total drug costs reach 

$2,830 and ends at approximately $6,100 in total costs (the donut hole). The donut hole ends after 

recipients have spent $4,550 out of pocket in deductibles and co-payments toward their drugs. After 

passing the donut hole, they qualify for “catastrophic coverage,” and pay 5% of drug costs for the rest 

of the year, with the federal government paying the other 95%. 

The donut hole affects Medicare beneficiaries with income over 150% FPL ($16,245 per person). 

Individuals with income below 150% FPL who meet the requirements for the Low Income Subsidy 

(LIS) program do not have a donut hole. Low-income individuals who are not enrolled in a Part D 

drug plan may receive assistance through the Florida Discount Drug Card Program, which helps to 

lower the cost of prescriptions.
 
 

Historically, Part D enrollees who entered the donut hole were required to pay 100% of the cost of 

their prescription drugs until they reached catastrophic coverage; third-party payments to assist with 

drug costs could not count toward an enrollee’s “true out-of pocket” (TrOOP) spending requirement. 

For Part D enrollees taking HIV medications, who are typically covered for about two months worth 

of medications before falling into the donut hole, this meant that contributions by ADAP to help 

people pay for medications in the donut hole could not count toward TrOOP. Consequently, these 

individuals could not reach catastrophic coverage and ADAP paid for their drugs until the next year, 

when their plan was reset. However, under the ACA, ADAP contributions now count toward TrOOP, 

helping more people reach catastrophic Part D coverage. Beginning in January 2011, ADAP clients 
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were notified that they would be allowed to remain in ADAP during the time they are accessing 

Medicare Part D, as long as their ADAP enrollment remained current. Clients could return to ADAP 

with appropriate proof that the donut hole in their plan was reached and ADAP would pickup 

coverage of the medications and coordinate pharmaceutical benefits.  

Income Subsidy (Extra Help)  

The Extra Help/LIS program provides financial support for people with especially limited income and 

resources. The program pays for all or part of the monthly premiums and annual deductibles and 

provides lower prescription copayments for Medicare prescription drug plans. LIS beneficiaries with 

income between 135% and 150% FPL pay a sliding-scale–based Part D premium and have a $60 

annual deductible. Individuals who are dual-eligible are automatically enrolled in LIS. Non-duals 

with income less than 135% FPL also receive LIS automatically if they receive SSI. Individuals who 

are not dual-eligible, do not receive SSI, and have income less than 135% FPL must apply for LIS.  

Social Security Administration 

Part A subgrantees’ have been trained on SSA eligibility determination processes and benefits. The 

Part A Grantee worked closely with SSA field staff to develop processes for verification of 

enrollment in SSA disability and retirement programs by Part A-funded CIED staff. SSA staff has 

also provided SAMHSA-funded SSI/SSDI Outreach, Access and Recovery (SOAR) training to CIED 

and MCM staff to provide tools for completing SSA applications and helping enroll clients in SSA 

disability programs. SSA staff collaborates with CIED to facilitate enrollment of clients in SSA 

programs. SSA policies have created substantial challenges for the HIV care continuum that have had 

to be addressed by Part A Grantee, HIVPC, providers, and clients. The process for applying for 

disability benefits is complex, requires substantial clinical documentation, and commonly results in 

denial of benefits. Part A Legal Services are available to assist with following up on denials as well as 

initiating the application process.  

Children’s Health Insurance Program  

The State Children’s Health Insurance Program in FL is called KidCare and is administered by DCF. 

It includes four partners: MediKids which covers kids ages 1-4, Florida Healthy Kids which covers 

kids ages 5-18, Children’s Medical Services Network which covers kids from birth through 18 who 

have special health care needs and Medicaid for Children which covers kids from birth through 18 

whose families qualify for the low-income eligibility requirement. DCF administers the FL KidCare 

Program, which offers affordable, low-cost health insurance for the uninsured children of FL. Routine 

programmatic updates are provided to the HIVPC by DCF.   
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Community Health Centers  

Federally Qualified Health Centers (FQHCs) are “safety net” providers such as community health 

centers, public housing centers, outpatient health programs funded by the Indian Health Service, and 

programs serving migrants and the homeless. The main purpose of the FQHC Program is to enhance 

the provision of primary care services in underserved urban and rural communities.  Broward’s two 

FQHCs are also Part A subgrantees, and fully participate in HIVPC Committees and QI Networks. 

One FQHC is represented on the HIVPC. The Florida DOH actively collaborates with the FQHCs to 

enhance and expand HIV prevention, train staff to perform rapid HIV tests, and encourage HIV 

screening of all patients. Florida DOH also funds HIV screening at one of the clinics. One FQHC 

provides extensive prevention and testing services targeting MSM and minority communities  

Veterans Affairs 

The US Department of Veterans Affairs (VA) provides patient care and federal benefits to veterans 

and their dependents. HAB’s VA policy is considered in Part A planning and care coordination. In 

July 2011, Broward Part A-funded MCMs participated in a mandatory training sponsored by the Part 

A Grantee in which HAB’s VA policy was reviewed. They were trained regarding specific activities 

that they must undertake to adhere to the policy, including advising clients regarding the voluntary 

use of VA services and coordinating VA benefits with services obtained from the Ryan White-funded 

HIV care continuum. Clients potentially eligible for VA may be referred to one of several VA sites in 

South FL. The HIVPC is currently in the process of recruitment to fill an available HIVPC seat with a 

VA representative. 

HOPWA 

The HOPWA program was described in detail earlier. The City of Fort Lauderdale HOPWA Grantee 

participates actively in the HIVPC and several of its committees. HOPWA staff also collaborates with 

the Part A Grantee and the Part B administrative agent to conduct planning and assessment activities, 

including the consumer and provider surveys described earlier. The HOPWA Grantee collaborated 

with the Part A Grantee to integrate HOPWA client-level data into the Part A-funded PE System. 

HOPWA subgrantees, including housing case managers, are required to enter client-level assessment 

and services data into PE. They, in turn, are able to review MCM assessment and services data, health 

utilization data, and clinical status data. The utility of integrated HIV clinical and housing data was 

demonstrated in a series of previous HOPWA-funded studies.  
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3. HOW WILL WE GET THERE? 

This section describes the specific strategy, plan, activities, and timeline associated with achieving 

specified goals and meeting identified challenges. The Comprehensive Plan is a living document and 

the Part A Grantee and HIVPC may revise, amend, and/or include additional goals, objectives, and 

activities throughout the implementation period to improve the health outcomes and quality of life for 

PLWHA in Broward County as needed. Implementation and oversight of this Plan are the 

responsibility of the Grantee, HIVPC, Committees, and QI Networks. Proper oversight will require 

the development of Committee work plans that incorporate the goals into their regular activities.  

The NHAS goals are the foundation of the Broward County Comprehensive Plan and are listed below 

along with corresponding activities and anticipated outcomes. This section also illustrates how the 

Comprehensive Plan will address Healthy People 2020 objectives, plan for, and adapt to, changes 

resulting from the ACA, and reflect the SCSN.  

The NHAS vision calls for collaboration and targeted funding so that: “New HIV infections will be 

rare and when they do occur, every person, regardless of age, gender, race/ethnicity, sexual 

orientation, gender identity or socioeconomic circumstance, will have unfettered access to high 

quality, life-extending care, free from stigma and discrimination.” Along with the three overarching 

goals, the NHAS lists measures to be met by 2015. 

NHAS Goal #1 Reduce the number of people who become infected with HIV 

 Lead efforts to lower the number of new infections by 25%  

 Reduce the HIV transmission rate by 30% 

 Increase the number of people who know their serostatus from 79% to 90% 
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NHAS Goal #2 Increase access to care and improve health outcomes for PLWHA 

 Increase to 85% the number of newly diagnosed receiving clinical care within 3 months of diagnosis  

 Increase to 80% the proportion of Ryan White clients in continuous care, defined 2 routine HIV 

medical care visits in 12 months, with each taking place at least 3 months apart 

 Increase the number of PLWHA in permanent housing to 86% 

 

NHAS Goal #3 Reduce HIV-related health disparities 

 Increase access to prevention and care services  

 Increase number of gay and bisexual men, Blacks, and Latinos with undetectable viral loads by 20% 

 

HRSA recently provided recommendations on how the Ryan White Program might best respond to 

achieve the NHAS outcomes. Those include concentrating resources where the epidemic is most 

severe through coordination and resource maximization; increasing and improving HIV prevention, 

care, and treatment strategies; utilizing the Needs Assessment process to tailor services to high-risk 

populations; collaborating with CDC-funded prevention programs; utilizing AETC for training and 

resources on all aspects of care and performance improvement.  
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The primary target population for the NHAS and EIIHA - individuals unaware of their status - is the 

same: “any individual who has not been tested for HIV in the past 12 months, or any individual who 

has not been informed of their HIV test result (HIV positive or HIV negative), or any HIV positive 

individual who has not been informed of their confirmatory HIV test result”.  Secondary target 

populations include individuals aware of HIV status but not in care, individuals receiving medical 

care but not HIV care, individuals lost to follow-up, and sporadic users of HIV care.  

The desired outcomes for the activities described in the EMA’s Comprehensive Plan are: improved 

access to and retention in HIV care for target populations, timely entry into HIV care, and prevention 

of vulnerable clients from dropping out of care. The activities will help the EMA identify PLWHA, 

link them to care, and retain them in treatment. It is the goal of the NHAS and the Broward EMA that 

these activities will help improve health, reduce HIV transmission, and reduce community viral load.  

NHAS Goal 1: Reduce New HIV Infections by 25% by 2015 

 
 

NHAS Objective 1.1 Intensify HIV prevention efforts in communities where HIV is most heavily concentrated  

1.1.1.Target high-risk populations: gay/bisexual men; transgender; Blacks; Latinos; substance users     

Responsible: Prevention Grantee,  BCPPG, Broward AIDS Partnership                              Timeframe: Ongoing 

Activities  

1. Link couples where at least one partner tests positive or is currently living with HIV to appropriate counseling  

2. Train HIV Counselors to conduct HIV Prevention counseling sessions and STI screening with couples. 

3. Train Community Health Workers/Peers to work with the target populations  

4. If serving HIV-negative MSM, promote routine testing every six months. 

NHAS Objective 1.2 Expand targeted efforts to prevent HIV using effective evidence-based approaches  

1.2.1 Strengthen HIV screening and surveillance to identify populations at greatest risk  

Responsible: FL Bureau of HIV and AIDS                                                                            Timeframe: Ongoing 

Activities  

1. Identify and address issues that impede ability of surveillance staff to track and report data regarding linkage  

2. Design and implement performance measures to assess number receiving HIV testing, HIV+ individuals 

identified, and individuals receiving LTC services, engaged, receiving adherence counseling, and partner 

notification referrals to BCHD. 

1.2.2 Expand access to prevention services for population-level impact for high-risk populations 

Responsible: Prevention Grantee, BCPPG, BAP                                                                 Timeframe: Ongoing  

Activities  

1. Target individuals at high risk 

2. Select venues frequented by high-risk individuals and/or communities at greatest risk for HIV infection 

3. Integrate CD program activities within other community-level intervention approaches to promote condom use 

and other risk reduction behaviors 

4. Conduct community-wide mobilization efforts to support and encourage condom use aligned with Florida 

DOH Programs 

1.2.3 Expand prevention with HIV+ individuals for avoidance of transmitting HIV to others  
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Responsible: Part A Grantee, Quality Management Committee, QI Networks                    Timeframe: FY12/13 

Activities  

1. Educate and counsel patients about reducing HIV transmission risk behaviors, such as risky sexual activities 

and sharing syringes, and encourage safer-sex practices among all patients 

2. Become familiar with the evidence-based prevention interventions that are offered at community-based 

settings so that patients’ referrals to these interventions are properly matched according to specific patient risks  

3. Identify women who wish to become pregnant and provide preconception counseling; refer HIV-infected 

pregnant women for early prenatal care and antiretroviral therapy (ART)  

4. Screen for, diagnose, and treat other STIs  

5. Conduct substance abuse screening and make appropriate referrals for the management of substance use 

6. Conduct mental health screening and make referrals for treatment  

7. Promote adherence to ART treatment to ensure maximal viral suppression and t reduce transmission risk  

8. Implement AETC Prevention with Positives trainings (Core Medical QI Networks)  

9. MCM continue AETC Operation HOPEFUL pilot to assist risk and prevention  assessmentswith patients 

10. Identify available prevention with positives services and document in client services inventory 

 

1.2.3 Evaluation Measures  HAB HIV Core Clinical Performance Measures 
HIV Risk Counseling Percentage of clients who received HIV risk counseling within the measurement year 

Adherence: Assessment 

and Counseling 

Percentage of clients on ARVs assessed and counseled for adherence 2 or more times in 

measurement year 

Syphilis Screening Percentage of adult clients who had a test for syphilis performed in the measurement year 

Chlamydia Screening Percentage of clients at risk of STIs who had a test for chlamydia in the measurement year 

Gonorrhea Screening Percentage of clients at risk of STIs who had a test for gonorrhea in the measurement year 

Hepatitis/HIV Alcohol 

Counseling 

Percentage of clients hepatitis B or C infection with alcohol counseling in measurement year 

MAC Prophylaxis Percentage of clients with CD4 <50 prescribed MAC prophylaxis in measurement year 

Mental Health Screening Percentage of new clients with HIV infection who have had a mental health screening 

Substance Use Screening Percentage of new clients screened for substance use (alcohol & drugs) in measurement year 

Objective 1.3 Educate all residents about the threat of HIV and how to prevent it                                           

1.3.1 Utilize evidence-based social marketing and targeted education campaigns  

Responsible: Prevention Grantee, BCPPG, BAP, Part A EIIHA *                                    Timeframe: Ongoing  

 Activities  

1. Integrate CDC program activities within other community-level intervention approaches to promote 

condom use and other risk reduction behaviors 

2. Conduct community-wide mobilization efforts to support and encourage condom use aligned with Florida 

DOH Programs 

3. Social Marketing and Media in connection with a Counseling and Testing Program 

4. Locally developed interventions (must have minimal data showing effectiveness evidence) 

5. Peer Programs 

1.3.2  Promote age-appropriate HIV and STI prevention education for all residents  

Responsible: Prevention Grantee, BCPPG, BAP, Part A EIIHA *                                    Timeframe: Ongoing  

 Activities  

Update EIIHA Plan utilizing Prevention, Testing Activities Source: Broward Jurisdictional Plan 

1. Train HIV counselors to conduct HIV prevention counseling sessions and STI screening with couples. 

2. Condom Distribution and sexual health, HIV/STI education 

3. Behavioral/sexual risk screening and social service referrals (substance abuse, mental health, etc.) 

4. Education about and linkage to Partner Services provided by BCHD’s STI Program 
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NHAS Goal 2.  Increase Access To Care and Improve Health Outcomes 

 
Objective 2.1 Establish seamless system to immediately link PLWHA to continuous/coordinated quality care  

 

2.1.1 Facilitate linkages to care (including coordination in health and social services setting for at-risk)  

Responsible: RW Grantees, Prevention Grantee, Outreach, OAMC, CIED, QMC, QI Networks   

FY 2012/2013 Activities 

1. Implement Ryan White/Prevention Grantees Collaborative Work Group to Ensure Seamless Care System  

a. Design client flow processes to ensure seamless system from test sites to Part A OAMC engagement 

b. Define and provide training regarding linkage roles and responsibilities  

c. Design and/or modify reporting and MIS to track HIV+ individuals receiving their diagnosis at confidential 

testing sites to LTC, and engagement and retention in OAMC 

d. Develop aggregate reports regarding key processes, performance measures and outcomes 

2. Ensure the following strategies are incorporated into Outreach through SDM revisions and training 

a. Mobilize Part A-funded outreach workers to provide services at CDC and FDOH tests sites 

b. Ensure application of motivational techniques to engage newly diagnosed and encourage immediate care 

c. Ensure orientation about available services, and eligibility documentation assistance 

d. Compute OAMC engagement rates  three months or greater following HIV+ test and long-term retention 

FY 2013/2014 Activities 

1. Utilize engagement reports to identify areas of improvement. Reports include sub-analyses to assess EIIHA 

strategy impact on rates of racial, ethnic, and sexual minorities, and WICY 

2. Apply quality management (QM) methods to identify areas of improvement and modify processes 

3. Undertake QIPs to identify, test, and adopt effective methods for improving: Rapid LTC activities undertaken 

by outreach in collaboration with testing sites, hospitals and physician 

a. Compute time from initial HIV+ test to the first OAMC visit with a physician; Engagement and retention in 

OAMC in the first year following initial HIV testing; Tailor Linkage and retention methods to unique needs of 

racial, ethnic, and sexual minority men and women 

b. Develop QIPs by Outreach QI Network to design, test, and implement the new LTC model 
 

 

Objective 2.2  Promote Collaboration Among Providers 

Responsible: RW Grantees, Prevention, ADAP, Jail Linkage Staff, Re-Entry Coordinator  

FY 2012/2013 Activities 

1. Continue efforts to recruit Prevention Grantee to join the HIV Planning Council 

2. Assess feasibility of combining HIV planning efforts required by prevention and care grants including: 

Client/Provider Needs (surveys, focus groups, community forums); Funding/Services Inventories/Directories 

3. Increase linkage collaboration activities between Part A, testing, mental health, substance abuse and housing 

4. Ensure MOUs between testing and Part A-funded outreach, CIED, and OAMC are implemented 

5. Request quarterly linkage updates from all funders 

6. Utilize data to evaluate effectiveness and program planningNHAS Objective 2.3 Maintain People Liviin  

2.3.1 Ensure that all eligible HIV-positive persons have access to antiretroviral therapy. 

Responsible: Part B ADAP Grantee                                                                        Timeframe: Ongoing 

1. Decrease or eliminate the ADAP wait list  

2. Create a system to obtain real time information for all ADAP clients 

Responsible: Part A Grantee                                                                     Timeframe: Ongoing 

1. Ensure linkage to PAP – Educate MCMs, pharmacists, and Part A clinicians on changes to PAP requirements 

and eligibility guidelines to ensure that barrier to access to ART are addressed; Continue to monitor changing 
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PAP guidelines through the Medical Network ensure clinicians’ recommendations for additions to Part A 

Formulary are brought before LPAC for consideration 

2. LPAC Emergency ART – Continue to provide emergency ART through Part A and other community 

resources to ensure clients do not experience interruption in treatment; Educate MCMs, pharmacists, and Part 

A clinicians about the availability of emergency ART 

3. Ensure MCMs and clinicians discuss importance of ADAP 6-month recertification  

2.3.2 Ensure PLWHA who start therapy are maintained on regimen, per HHS guidelines 

Responsible: Part A Grantee        Timeframe: Ongoing 

1. Increase the percentage of clients with a viral load less than 200 copies/mL by monitoring NQC viral load 

suppression and developing strategies to improve suppression rates 

Evaluation Measures: HAB and NQC Viral Load suppression measures 
 

 

Objective 2.4 Support PLWHA with co-occurring conditions and challenges to meet basic needs, such as housing 

2.4.1 Enhance client assessment tools and measurement of health outcomes    

Responsible: Part A Grantee, HIVPC, PSRA, QMC, QI Networks                                Timeframe: 2012 – 2015 

1. Develop tools to measure the impact of all Core and Support Services on client level health outcomes                        

2. Program revised client level outcomes in PE MIS  

3. Monitor the impact of non-medical services on retention in medical care 

4. Integrate the two core group 1 viral load performance measures added 12/11 into PE system and SDMs 

2.4.1.1 Provide case management and clinical services that contribute to improving health outcomes   

1. Ensure Part A/MAI OAMC service category funding allocation is sufficient to serve all eligible PLWHA 

2. Ensure Oral Health service category funding allocation is sufficient to serve all eligible PLWHA 

3. Ensure AIDS Pharmaceutical Assistance service funding allocation is sufficient to serve eligible PLWHA 

4. Ensure Mental Health funding allocation is sufficient to serve eligible PLWHA needing services 

5. Ensure Substance Abuse funding allocation is sufficient to serve eligible PLWHA needing treatment 

6. Ensure Medical Case Management service funding allocation is sufficient to serve all eligible PLWHA 

7. Develop QIP’s based on review of HAB Measures  

8. Analyze client level data to develop strategies to improve retention 

9. Develop a baseline measure of client Health Literacy levels 
 

2.4.1.2 Increase access to non-medical services as critical elements of an effective HIV care continuum: 

Including Centralized Intake and Eligibility Determination, Food bank/vouchers, Legal services and Outreach 

Evaluation Measures 

Medical Case Management Performance Measures focus on two key issues: care plans and medical visits. HAB 

encourages MCM programs to utilize core clinical performance measures as appropriate. 

Indicator How Measured 

Dental and Medical History Percentage patients with dental  & medical history (initial or updated) at least once in year 

Dental Treatment Plan Percentage of patients with a treatment plan developed or updated at least once in year 

Oral Health Education Percentage of oral health patients who received oral health education at least once in year 

Periodontal Screen Exam Percentage of oral health patients with a periodontal screen or exam at least once in year 

Phase 1 Treatment Plan  Percentage of oral health patients with a Phase 1 treatment plan completed within 12 months 

2.4.2 Address policies to promote access to housing and supportive services for PLWHA   

2.Provide housing assistance and other services that enable PLWHA to obtain and adhere to HIV treatment 

Responsible: A Grantee, HOPWA, PSRA                                                                                         Timeframe: 2012-2015 

1. Continue to provide joint MCM trainings to Ryan White and HOPWA case managers 

2. Review utilization of SOAR in assisting HOPWA clients acess benefits, thereby reducing the 

financial burden on HOPWA and opening housing slots for clients with no income 

3. Identify barriers to care related to supportive services and develop QIP’s to address barriers 

http://www.aidsetc.org/pdf/p07-cg/habpmsoralhealth-1.pdf
http://www.aidsetc.org/pdf/p07-cg/habpmsoralhealth-2.pdf
http://www.aidsetc.org/pdf/p07-cg/habpmsoralhealth-3.pdf
http://www.aidsetc.org/pdf/p07-cg/habpmsoralhealth-4.pdf
http://www.aidsetc.org/pdf/p07-cg/habpmsoralhealth-5.pdf
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NHAS Goal 3. Reduce HIV-related Health Disparities and Inequities by 2015 

 
 

NHAS Objective 3.1 Reduce HIV-Related Mortality in Communities at High Risk for HIV Infection  

3.1.1 Ensure high-risk groups have access to regular viral load and CD4 tests  

FY 2012/2013 Activities                                                            Responsible: RW Grantee, QMC, QI Networks 

1. Ensure access to high quality HIV-related OAMC services including access to regular VL and CD4 tests 

2. Improve retention in HIV Primary Care  

3. Ensure OAMC meets or exceed HHS guidelines as measured by HAB Performance Measures (Group 1)  

4. Apply HAB performance measurement model to QI Network. Measures national benchmark; outcomes 

5. Conduct PM quality assessment to ensure data are timely, complete, accurate and meet goals 

FY 2013/2014 Activities                                                             Responsible: RW Grantees, QMC, QI Networks  

1.  Develop QIPs to address data reporting and data quality/reporting issues and/or performance deficiencies 

FY 2014/2015 Activities                                                             Responsible: RW Grantees, QMC, QI 

1.  Review progress annually, identify remediation steps to achieve goals and key action steps for coming year. 

Evaluation Measures: HAB HIV Core Clinical Performance Measures 

Viral Load Monitoring:   % of patients with a viral load test performed at least every six months  

Viral Load Suppression: % of patients with viral load below limits of quantification at last test  
 

NHAS Objective 3.2 Adopt community-level approaches to reduce HIV infection in high-risk communities 

3.2.1 Establish pilot programs utilizing community models that reduce risk in high prevalence communities* 

Timeframe: Ongoing                                                               Responsible: Prevention Grantee, BCPPG, BAP                                                     

3.2.2 Measure and utilize community viral load  

FY 2012/2013 Activity                                                                                              Responsible: State ADAP  

1. Assess comprehensiveness of viral load data contained in eHARS, ADAP, CAREWare and Provide Enterprise  

FY 2012/2013 Activity                                                    Responsible: Grantees, Support Staff, Joint Planning  

1. Assess reliability of estimate based on proportion of cases with known viral load 

2. Ensure OAMC and MCM (regardless of funder) electronically document VL and CD4 at least every 6 months 

3. Implement VL/CD4 lab documentation as a required recertification component those not in  Part A OAMC  

FY 2013/2014 Activity                                         Responsible: Prevention Grantee, RW Grantees, Joint Planning 

1. Assess viral load data for accuracy, completeness and quality 

2. Develop a quality improvement plan for improving incomplete or inaccurate data  

3. Develop undetectable community (Part A) VL baseline and subpopulations (gay/bisexual, Black, Latino) 

NHAS Objective 3.3 Reduce stigma and discrimination against people living with HIV 

3.3.1 Engage communities to affirm support for people living with HIV                   Timeframe: Ongoing 

1. HIVPC planning efforts, materials and events will “Engage communities and affirm PLWHA support”  

3.3.2 Promote public leadership of people living with HIV 

1. Promote public leadership of PLWHA through actively recruiting PLWHA to serve as HIVPC members and 

council leadership positions; providing training; and disseminating national training opportunities  
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A. Closing Gaps In Care  

K E Y  P O I N T S  

 
Several methods to close gaps in care are in place in the EMA. These include but are not limited to: 

representation of all Ryan White Parts on the HIVPC and its Committees; a wide array of core and 

support services; a centralized intake and eligibility process; data sharing agreements between Part A 

and HOPWA as well as ADAP; mechanisms to identify, inform, refer, link, and engage newly 

diagnosed clients as well as identify clients who have either fallen out of care or are at risk for falling 

out of care, and return them to the service system, and a system that facilitates and monitors efforts to 

retain clients in care.  

The EMA will continue to collaborate with the State and local stakeholders to consider modification 

of some goals and activities to ensure federal, state, and local gaps in care are identified and 

addressed. Aligned with many of the Part A goals, the 2012-2015 SCSN and Comprehensive Plan 

include a clear plan for addressing gaps in care. The SCSN lists the need to stretch limited resources 

to help close gaps in care and to decrease or eliminate the ADAP waitlist as two central goals for 

2012-2015. Several strategies to address these goals are aligned with, and have an impact on, the 

goals of the EMA: 

 Assess cost benefit of Pre-existing Condition Insurance Program (PCIP) and determine plan to 

expand if PCIP proves a cost effective option 

 Continue to refine and monitor eligibility screening process 

 Develop one comprehensive Consortia client level dataset capable of reporting data for services 

utilized in their geographic area with the payer sources identified 

 Work towards a statewide reporting format that allows external providers to submit their service 

utilization data in a format that will ensure compatibility with FL CAREWare system 

 Encourage Part A and Part B database to capture client level data within their service area 

 Adjust resource allocation methodology to ensure fair and equitable distribution of Part B funds  

 Facilitate the enrollment and participation of PLWHA in clinical trials and other research  

 Increase timely dissemination of information with Part A EMAs and Part B Consortia 

 Streamline ADAP eligibility and enrollment processes 

 Create a system to obtain real time information for all ADAP clients  

• Several mechanisms are already in place to address gaps in care 

• Part A goals for closing gaps in care require collaboration and are aligned with the 
SCSN  

CLOSING GAPS IN CARE 



 87 

 Improve access to care by preparing clients for transitions with the full implementation of ACA 

B. Retention Needs Of Individuals Aware Of Status, But Not In Care  

K E Y  P O I N T S  

 

Broward County has well developed LTC activities that rely on collaboration between CTS, 

prevention, outreach programs, and Part A subgrantees. In addition, the EMA has elected to 

participate in the NQC In+Care Campaign to ensure individuals aware of their status are retained. 

Culturally competent and linguistically appropriate LTC activities and referral services were 

undertaken by Part A subgrantees using well defined protocols that reflect the Part A outreach service 

delivery model. Part A-funded outreach workers serve as the bridge between HIV CTS and the care 

continuum for individuals recently made aware of their HIV+ status or who were engaged but 

dropped out of care. The Part A Outreach QI Network uses HIV CTS data, stratified by key points of 

entry and ZIP Code, to target outreach to CTS with highest HIV+ rates. The Part A outreach 

subgrantee is contractually required to coordinate efforts with BCHD prevention and outreach 

programs to avoid duplicative activities at key points of entry and to ensure recently diagnosed 

individuals are rapidly linked to care.  

Part A-funded outreach supplements CDC-funded prevention activities by targeting hard-to-reach 

populations (e.g., African-Americans, Haitians, Hispanics, homeless, adolescents, MSM, and the 

recently incarcerated). Part A outreach workers provide newly identified HIV+ persons with intensive 

one-on-one linkage to OAMC, medication assistance, MCM, and other needed services. Outreach 

workers are required to coordinate their activities with MCMs to ensure follow-up with clients. The 

Part A Outreach subgrantee has applied for a grant funded through prevention dollars awarded to the 

State and administered by the BCHD. The purpose of the grant is to provide HIV/AIDS prevention, 

Counseling and Testing, linkage to care, and intervention services to HIV-infected and high-risk 

negative populations of all races and ethnicities with the goal of: 1) increasing knowledge of HIV 

status among people living with HIV and their partners; 2) reducing the risk of HIV transmission by 

people living with HIV; and 3) reducing HIV acquisition among persons at high risk for infection.  

• Culturally competent and linguistically appropriate LTC and referral services 

• Outreach and CIED conduct referrals and follow up to ensure linkage. The 
EMA is participating in the NQC In+Care Campaign aimed at retaining clients 
in care, and helping those who have fallen out of care, return to care 

Retention Needs of Aware But Not In Care 
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CIED recently implemented a process requesting clients who receive medical care through a non-Part 

A provider to bring copies of current CD4 and Viral Load results in order to help 1) monitor clients’ 

retention in care regardless of funding source, and 2) establish an accurate measure of community 

Viral Load. 

In 2012-2015, Part A and Part B will continue to collaborate to decrease the number of individuals 

aware of their status but not in care and to reduce overall infectiousness and community viral load by: 

 Establishing a true baseline of individuals aware but not in care 

 Capturing community viral load 

 Developing a referral and linkage system between prevention and care 

 Developing and implementing contact protocols for individuals aware of status but not in care 

 Developing linkage project for undocumented 

 Identifying barriers and obstacles to engagement in care 

 Reducing identified barriers 

Part A and Part B will continue to collaborate to increase the number of individuals aware of their 

status who are linked to medical care by: 

 Expanding rapid testing 

 Measuring OAMC visit rates in the OAMC engagement period (3 months following HIV 

seropositive test) and long-term retention period 

 Incorporating testing data into care reporting systems to track referrals and linkages  

In addition to the efforts above, and in line with the EMA’s commitment to ensuring and improving 

retention in care, the EMA elected to participate in the NQC In+Care Campaign. The In+Care 

Campaign is designed to facilitate local, regional and state-level efforts to retain more HIV clients in 

care and to prevent HIV clients falling out of care. The campaign aims to improve providers’ ensure 

efforts are aligned with the NHAS to provide greater access to, and retention in, quality care that will 

help lower individual and community viral loads. 

Retention in care has been identified as a critical challenge for HIV providers nationally and aligns 

with local HIV priorities as well as the NHAS.  According to NQC, in the US, 1 in 5 individuals are 

not aware of their HIV status; 2 in 5 are aware of status but have not seen an HIV primary care 

doctor; 3 in 5 are aware of status do not regularly see their HIV doctor; and 4 in 5 are not viral load 

suppressed. The EMA elected to participate in the In+Care Campaign as it has the potential to impact 

a significant number of consumers and to improve their overall health outcomes.  

Research has shown that retention in care leads to better health outcomes and lower costs as regular 

appointments with a provider are shown to result in improved CD4 count, suppressed viral load, and 
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fewer hospital admissions/emergency room visits. Additionally, mortality rates are significantly 

lower among patients seen three or four times per year versus once or twice annually. Attending all 

medical appointments during the first year of HIV care doubled survival rates for years afterwards, 

regardless of baseline CD4 cell count or use of ART. The EMA aims to transition clients along the 

HRSA developed continuum of HIV care model to full engagement in HIV care

 

 Participation in the year-long Campaign requires routine reporting of performance data on four 

uniform Campaign-related measures as well as submission of progress reports to highlight 

improvement strategies and challenges. The EMA reports to NQC on the campaign’s four 

performance measures on a bi-monthly basis in aggregate reports that capture the data for all Part A 

subgrantees. In addition, the QI Networks analyze the measures at the client and service category 

levels to identify barriers and challenges to retention and develop strategies to address them. The 

goals of the campaign are listed below and are also addressed in the next chapter.  The EMA also 

participates in monthly webinars and has communicated with NQC to recommend the creation of 

special reports to allow comparison with other EMAs that are submitting aggregate data.    

National Quality Center In+Care Campaign Retention Measures 

Gap Measure 

Percentage of patients, regardless of age, with a diagnosis of HIV/AIDS who did not have a medical 

visit with a provider with prescribing privileges in the last 6 months of the measurement year. 

Medical Visit Frequency 

Percentage of patients, regardless of age, with a diagnosis of HIV/AIDS who had at least one 

medical visit with a provider with prescribing privileges in each 6-month period of the 24-month 

measurement period with a minimum of 60 days between medical visits.  

Patients Newly Enrolled in Medical Care  

Percentage of patients, regardless of age, with a diagnosis of HIV/AIDS who were newly enrolled 

with a medical provider with prescribing privileges who had a medical visit in each of the 4-month 

periods in the measurement year. 

Viral Load Suppression 

Percentage of patients, regardless of age, with a diagnosis of HIV/AIDS with a viral load less than 

200 copies/mL at last viral load test during the measurement year.  



 90 

C. EIIHA: Identifying, Informing, Referring, and Linkage Needs  

K E Y  P O I N T S  

 

Broward’s system for identifying, screening, LTC, engaging, treating, and retaining individuals in 

care has had to be as efficient as possible since demand for these services has greatly exceeded 

funding. The HIV care continuum, for which identification and screening are the initial steps, strives 

to avoid redundancy and gaps in services by carefully planned, coordinated, implemented, and 

evaluated strategies.  

Design and implementation of the EIIHA Strategy in FY 2009 were the first steps to integrating the 

HIV screening, identification, linkage, engagement, treatment, and retention strategy. CDC, FDOH, 

BCHD, and HAB grantees have worked closely with subgrantees, CBOs, consumers, and other 

stakeholders to raise community awareness about HIV, HIV screening, early identification of HIV+ 

persons, LTC, engagement, treatment, and retention. This collaboration has crossed disciplines and 

funders to achieve a planning process that aims to avoid duplication of activities.  

The BCHD HIV/STI Prevention Director is responsible for identifying HIV+ unaware individuals 

receiving HIV screening in public settings, with an anticipated 50,000 HIV tests to be conducted 

annually. This responsibility is shared with Broward Health, the Part C Grantee, which will continue 

to use Part C EIS funds for identification activities in their health care system and supplement BCHD 

HIV screening funds. CDC funds will continue to be used by BCHD to conduct the BIGA Initiative, a 

comprehensive community education, prevention, and media campaign targeting high-risk Broward 

populations. FDOH will continue to fund HIV awareness, outreach, screening, LTC, and prevention 

interventions in community settings including FQHCs, hospital ERs, and CBOs (including agencies 

that focus on the Hispanic, African-American, Haitian, and MSM communities). 

Persons tested for HIV in BCHD CTS are informed of their test results by CTS staff authorized to 

conduct post-test counseling services following a preliminary rapid HIV test or conventional test. 

Individuals who do not return for their conventional test results are referred to DIS to be located and 

informed of the results. The current 15 DIS FTEs are reported by BCHD to be insufficient to conduct 

tracking and notification services, as they are also assigned STI and partner notification services. 

FDOH has requested that CDC fund additional DIS in FY 2012. 

• BCHD and EIS are responsible for identifying individuals in public settings 

• DOH funds outreach, prevention, and education activities 

• CIED and JLP refer and link clients to care and follow-up to ensure engagement 

• Strategies must be reinstated to ensure HIV negative individuals remain negative 

EIIHA 
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A key component of the EIIHA Strategy is adoption of an LTC model, in which Part A-funded 

outreach and peer/near-peer workers directly assist newly identified HIV+ persons to navigate rapidly 

in Part A CIED and OAMC. Components of successful LTC strategies adopted in the EIIHA Strategy 

include: effectively targeting individuals most at risk, using existing public health resources and 

evidence-based interventions (targeted by population/community), and developing innovative ways to 

optimize LTC for newly diagnosed HIV+ persons and those lost to care. LTC includes strategies to 

simplify entry into OAMC. These strategies include streamlining appointments, co-locating CTS and 

OAMC, physically escorting clients to OAMC and other services, and intervening with patients who 

have dropped out of care or have low appointment adherence rates. In refining the Strategy, the Part 

A Grantee has carefully examined the results of recent HAB-funded SPNS and LTC best practices 

studies to identify areas of improvement for LTC.  

Part A subgrantees have established well-coordinated collaborations with CDC-funded CTS,  

including BCHD, health care sector, and CBO CTS. MOUs define these collaborative relationships 

and participating agencies’ roles and responsibilities. Representatives involved in all levels of 

planning, decision-making, implementation, and evaluation of the EIIHA Strategy include BCHD, 

Parts B, C, D, and F grantees and subgrantees, CDC prevention and CTS subgrantees, SAMHSA 

grantees, FQHCs, Memorial, Broward Health, consumers, and other stakeholders. Part A subgrantees 

expanded the number of formal MOUs with CTS to verify linkage and engagement in OAMC. CIED 

is co-located at 11 provider sites offering prevention, CTS, OAMC, and other services. CIED 

conducts post-referral verification to ensure that appointments are kept. CIED staff contacts clients 

who missed their appointments to identify and overcome barriers to appointment keeping. Part A 

medical case managers address adherence to OAMC appointments and medications through 

psychosocial assessment and care planning. The objective of Part A outreach is to assist clients to be 

engaged in OAMC, with outreach completed when the client has demonstrated engagement and 

retention in care. Outreach workers are also deployed if clients are not retained in care, through home 

visits and other case finding methods. CIED workers undertake intensive Part A intake, linkage to 

OAMC and other services, arrange appointments, and verify that their clients have successfully 

engaged in OAMC and other needed services. The EMA has identified several activities to form and 

maintain relationships with private HIV medical providers to verify that private care patients have 

accessed HIV treatment; however, additional CDC funds are needed to expand the capacity of DIS to 

verify referrals to private practices result in initiation of medical care.  

Part A-funded outreach, Part B-funded BCHD outreach workers, or JLP workers are available to 

assist HIV+ individuals to schedule their CIED and OAMC appointments and accompany them if 

needed. Part A and BCHD designed a protocol to ensure rapid CIED screening of newly identified 
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HIV+ persons for Part A-funded services. CIED workers are out-posted at key CTS sites. CIED staff 

conduct intake, assess Part A eligibility, and schedule OAMC appointments. CIED workers give 

HIV+ clients a directory of OAMC providers and inform them about the wait time for each provider 

(based on data gathered monthly by the Part A Grantee). Part A requires that CIED link HIV+ clients 

to OAMC within 48 hours. For individuals newly diagnosed during hospitalization, CIED must 

schedule an intake appointment at the hospital or at the client’s home within two weeks of discharge.  

The current Florida statute no longer requires tracking of HIV negative persons. The Part A Grantee 

will work with Florida DOH staff to develop a strategy to reinstate the practice of tracking HIV 

negative persons to ensure that they are offered CDC-funded comprehensive risk counseling services. 

The Part A Grantee will continue to meet monthly with BCHD CTS, prevention and disease 

control/intervention, and Part B staff to identify ways to increase the rate of HIV+ persons referred to 

private providers (if insured) or CIED for Part A intake and immediate linkage to OAMC. The group 

will assess and address barriers to immediate referral, including CTS staff training about the referral 

protocol. Part A and BCHD staff will standardize the protocol in pocket-sized laminated brochures 

for all CTS staff, and update referral materials given to CTS clients. Part A outreach funds will be 

used to complement, but not substitute for, CDC and FL general revenue funds for referring HIV+ 

persons to care.  

The Part A Grantee initiated integration of BCHD data into PE to allow tracking of HIV+ CTS and 

DIS clients to CIED for intake and linkage to OAMC. Expanded PE data will allow computation of 

the rate of referral, linkage, and engagement of newly identified and other HIV+ persons. Well-

established Part A QM processes will be used to identify and address areas of improvement to ensure 

that 100% of persons referred to Part A medical care are linked and engaged.  

Addition Identification and Linkage Activities to be Implemented in 2012-2015  

Identification Activities 

 Shift from current HIV testing strategies to high yield, targeted screening activities 

 Identify and address structural and policy barriers to implementing routine HIV screening  

 Implement CDC-funded community mobilization initiatives, media campaigns, and other 

evidence-based models 

 Use strategies such as social marketing, fact sheets, web-based information, and other 

resources to maintain the timeliness of and distribute HIV testing messages  

 Reduce HIV stigma and discrimination experienced by HIV+ racial, ethnic, and sexual 

minority men and women through an evidence-based community education campaign 

 Increase the number of providers who routinely offer HIV screening in public health and 
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health care settings, as well as voluntary HIV screening in community settings 

 Increase the provision of voluntary HIV screening for incarcerated persons 

 Ensure practices that engage unaware individuals are consistent with CDC testing 

recommendations and FL statutes by monitoring policy changes and modifying program 

design as needed to ensure rapid identification of HIV+ persons and their timely linkage to the 

HIV continuum of care 

 Increase collaboration among programs conducting targeted culturally competent outreach 

Informing Activities  

 Conduct outreach to Broward health care settings to increase the number of CTS adopting 

rapid HIV testing, as well as serologic testing where rapid testing is infeasible or unfunded 

 Increase the number of HIV CTS funded by FDOH, to the extent funds are available 

 Intensify rapid testing to  increase the rate of HIV+ who receive their test results 

 Obtain CDC TA regarding methods for rapid serologic testing using new HIV test equipment, 

and design of lab policies and practices to implement rapid test results for serologic HIV 

testing 

 Adopt new HIV testing procedures in hospitals, FQHCs, and other health care settings 

Linking Activities  

 Design a system for effectively linking newly identified HIV+ persons at HIV CTS with Part 

A-funded OAMC or other care systems. Client flow processes are designed to ensure a 

seamless system of services from HIV CTS to LTC, treatment, and retention. Refine roles and 

responsibilities for HIV screening staff and Part A-funded outreach workers, peer educators, 

CIED workers, physicians, MCM, and reception staff 

 Train staff at HIV screening and OAMC sites about refined LTC system and roles and 

responsibilities  

 Increase rate of newly diagnosed and linked to OAMC within 3 months of learning HIV status 

 Increase secondary prevention services, including HAART adherence and partner notification  

 Increase rate of HIV+ inmates incarcerated > 30 days who are receive OAMC and HAART 

 Increase rate of HIV+ inmates who are linked to Part A CIED and OAMC upon their release 
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D. Addressing The Needs Of Special Populations  

K E Y  P O I N T S  

 

HRSA has identified four specific population groups (Adolescents, Homeless, Injection Drug Users 

and Transgender) to receive special consideration during 2012 comprehensive HIV planning.  The 

Comprehensive Plan requires the EMA to: 1) Identify needs and barriers for special populations 

including but not limited to; adolescents, injection drug users, homeless, and transgender, and 2) 

Develop strategy for addressing special populations needs including but not limited to; adolescents, 

injection drug users, homeless, and transgender. 

The Comprehensive Plan guidance asks the EMA to describe how the Comprehensive Plan addresses 

the National HIV/AIDS Strategy and Healthy People 2020 HIV specific objectives. The 

comprehensive plan also requires the EMA to include the strategy to address Early Identification of 

Individuals Living with HIV and AIDS.  

Adolescents 

The Comprehensive Family AIDS Program (CFAP), one of five programs at CDTC, has provided 

family centered, culturally competent care to children, youth and women living with HIV/AIDS since 

1991.  Through CFAP, HIV infected and affected children, youth and women receive quality medical 

care with access to the most effective HIV treatments available.  These clients have also received 

• HRSA has identified four populations that require special consideration - 
Adolescents, Homeless, IDU, and Transgender 

• Five emerging populations with special needs - Homeless adults, Black non-
Hispanic women, White non-Hispanic MSM, Black non-Hispanic MSM, and 
Hispanic MSM - present challenges to the care continuum 

• EIIHA target populations also require special consideration to ensure access 
to screening and linkage to care 

Addressing Needs of Special Populations 

NHAS 

•African 
Americans 

•Alaska Native 

•Asian Americans 

•American Indians 

•Hispanics 

•Gay/Bisexual 
Men  

•Substance Users 

•Transgender 

HP 
2020Adolescents 

•Adolescent MSM 

•Heterosexuals 

•MSM 

• Injection Drug 
Users 

•Pregnant Women 

•Substance Users 

Comprehensive 
Plan  

•Adolescents 

•  Homeless 

• Injection Drug 
Users 

•Transgender  

Emerging 
Populations 

•Black Females 

•Homeless 

•Black MSM 

•Hispanic MSM 

•White MSM 

EIIHA Populations 

•MSM 

•Black MSM 

•Hispanic MSM 

•White MSM 

•Black Hetero 

•Females 

•Substance Users 

•Hispanic Hetero 

•Females 

•Substance Users 

•Recently Released 
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dental care, mental health and substance abuse treatment, nutritional guidance, linkage to research, 

health education and emergency assistance. The Part D funded CDTC CFAP serves four groups of 

infected people and their families, including: HIV infected women; HIV infected and exposed 

infants; HIV infected children; and HIV infected youth. Fathers of HIV positive children or youth are 

also served by CDTC and male children or youth are allowed to continue being served by CDTC as 

adults and are transitioned into the adult “Healthy Living Clinic.”    

The majority (94%) of clients served by CDTC are members of racial and ethnic minorities, most 

living below the FPL. Over the past 20 years, the number of CDTC clients has increased an average 

of 4% annually. CDTC has had consistent numbers of new referrals among youth. 

Primary medical care is generally available in Broward County through Ryan White providers (Parts 

A, C, & D), with the WICY population being served predominately by CDTC.  CDTC clients are the 

primary referral services to bring individuals into care who are aware of their HIV status and are not 

receiving care. CIED staff are outposted at CDTC to allow for quick and efficient linkage to care. All 

eligibility documentation is scanned into the PE data system, which tracks all HIV+ individuals who 

are eligible for any Part A service. PE provides information about the available community services, 

including Part D, for women, youth and children.  When a client selects CDTC to receive their 

medical care and MCM, a referral is made directly to the program manager to conduct linkage and 

entry into care. The Part D program has been provided access to the PE system to ensure that 

individuals who receive medical care and MCM services with CDTC have access to other services 

provided by Part A, specifically food services and wraparound dental care.  Access to patients in the 

PE system ensures that there is no duplication of services provided.  

The Part A Grantee collaborates with CDTC and the HOPWA Administrator to create trainings for all 

Ryan White MCMs and HOPWA housing case managers regarding the services provided through 

these entities, and to ensure that Part A MCMs are referring women and youth to the Part D provider.  

Injection Drug Users 

Seven percent of Broward’s HIV+ adults or adolescents have IDU as their HIV exposure category, 

and 3% have MSM and IDU as their exposure category. Based on reported HIV+ cases, Florida DOH 

reports that there are 1,647 IDUs in Broward (including 499 MSM IDUs). It should be noted that 

while IDUs constitute a significant percentage of HIV+ persons in other EMAs, IDU contributes to a 

much small portion of HIV+ Broward residents (7%) and, thus, unmet need. 

Homeless 

Many of the needs identified by homeless PLWHA have been discussed earlier. Homelessness has 

grown significantly in Broward County, contributed to by insufficient affordable rental units, 
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increased cost of living, and a sharp increase in foreclosures. DCF estimates that 3,801 Broward 

residents will be homeless in 2011, a 66% increase over 2005. About 35% of homeless Floridians 

reported being homeless for more than one year.  

FDOH reports that approximately 58 HIV+ Broward residents were homeless at the time of their 

diagnosis with HIV or AIDS, for a 362.4 prevalence rate. This rate significantly underestimates the 

likely number of HIV+ homeless in Broward. Over one-half of the 2011 Consumer Survey 

respondents (53%) reported that they were homeless for the first time. Heterosexual Black men and 

women reported the highest rates of homelessness. The homeless were significantly more likely than 

others to live with friends, family, or in temporary housing because they have nowhere else to live. 

The homeless were also significantly more likely than others were to report exchanging sex for drugs, 

a place to sleep, or money. The homeless were six times more likely not to have enough food to eat, 

and seven times more likely to not have a safe place to sleep or not feeling safe in their 

neighborhoods. The homeless were over four times more likely than others to report that it was hard 

to find affordable housing, five times more likely to have a bad credit history, and 10 times more 

likely to have not had transportation to look for a place to live. Homeless respondents were also 

significantly more likely than their counterparts were to have a criminal record, physical disability, 

and substance abuse problem.  

Participants in the homeless focus group noted that homelessness seriously impairs HIV+ individuals 

from starting and staying in HIV care. Ensuring that homeless clients are assisted with accessing and 

remaining in care will be a priority for the EMA.  

Transgender 

FDOH does not systematically collect data regarding 

transgender populations. This absence of data 

significantly impairs the EMA’s ability to plan for the 

needs of Broward HIV+ transgender residents. 

Nationally, the size of the population is unknown as 

surveillance data often excludes or miscounts 

transgender populations. However, it is estimated that HIV rates are higher among transwomen than 

any other subpopulation, and a significant proportion of HIV+ transwomen are unaware of their 

status. Lack of national and local data affects funding for prevention, outreach, testing, and health 

care focused on transgender populations. In addition, transgender health is traditionally taught under 

the umbrella of psychiatry or psychology, not core primary health, and some physicians may feel ill 

equipped to adequately address the needs of their transgender clients. 

22% 

19% 59% 

FY 11/12 Part A Transgender Clients 

White Hispanic

White Non-

Hispanic

Black Non-

Hispanic
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Several aspects must be taken into account when developing strategies to address the needs of 

transgender clients including stigma which may lead to depression and suicidal ideation, substance 

abuse, or risk-taking behaviors such as unprotected sex or silicone injection parties; social 

marginalization may lead to unemployment, lack of stable housing, or incarceration; lack of medical 

providers able, or willing, to address transgender needs may impact access to care; hormone therapy 

and sex reassignment are often excluded by insurers and are not funded through Ryan White; 

substance abuse treatment may be impaired by gender segregation requirements, or requirements to 

refrain from hormone use; legal issues such as identification documents that do not match appearance 

may serve as a barrier to accessing services; Electronic Medical Records (EMRs) often lack 

transgender specific options and changing sex designation may be difficult. In addition, providers 

may require training to ensure sensitivity and understanding of transgender culture and use of 

culturally appropriate language. Physicians may have to collaborate with specialists outside the Ryan 

White system to ensure hormone therapy is not contraindicated with ARV therapy.  

An analysis of PE data suggests the estimated number of transgender clients served by Part A in 

FY2011-2012 was 27, or 0.40% of the total client population. A majority of Part A clients who 

identified as transgender are Black non-Hispanic. 

The Part A OAMC SDM has been revised to address transgender care. The SDM includes a 

definition of the term transgender (Individuals whose gender identity, expression, or behavior is not 

traditionally associated with their birth sex) and transgender specific Standards of Care. Revision of 

the SDM to include these standards indicates the importance the EMA has placed on ensuring that the 

medical needs of transgender clients are addressed in a manner that ensures high quality and 

culturally appropriate routine care, is appropriate for clients’ birth sex as anatomically permitted, and 

considers additional medical and mental health needs not inherent in birth sex and including those 

incurred from additional anatomical changes is culturally appropriate manner.  

EMA’s Emerging/Special Populations  

The five emerging populations with special needs (Homeless adults, Black non-Hispanic women, 

White non-Hispanic MSM, Black non-Hispanic MSM, and Hispanic MSM) were discussed earlier, 

including the unique challenges that each population presents to the Broward HIV care continuum, 

the service gaps they experience, and estimated costs associated with delivering services to each 

population. These emerging populations are consistent with high priority groups identified in the 

Broward County HIV Prevention Plan, and have the greatest percentage of unmet need identified by 

FDOH. The needs of the four mandated Special Populations (Adolescents, Homeless, Transgender, 
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and IDU) were discussed during the HIVPC retreat with the goal of informing Comprehensive Plan 

activities. It was noted that many of the Special Populations included subpopulations with special 

needs. It was also noted that these subpopulations overlapped with each other as well as with the 

mandated Special Populations and there were themes that linked them together.   

Adolescents Homeless Transgender IDU 
Young Adults Adolescents/Young Adults Homeless General Substance abuse 

MSM Substance Use/Mental Health Adolescents/Young Adult MSM  

Homeless  Transgender IDU/SA/Hormone Therapy Homeless 

Substance Abuse  Recently Released Mental Health Transgender 

Transgender  Sex Worker Sex Worker Recently Released 

 

EIIHA Target Populations 

The EIIHA Strategy addresses disparities in access to HIV screening and linkage services among 

affected subpopulations and underserved communities by promoting expanded HIV screening and 

adoption of rapid HIV testing in communities where affected subpopulations and underserved 

communities reside. The Strategy ensures culturally and linguistically appropriate HIV screening is 

available to diverse HIV+ populations based on race, ethnicity, gender, sexual orientation, age, HIV 

behavioral risk factors, and immigration status. The cultural norms and concerns about HIV stigma 

and disclosure are taken into consideration, for example, in the placement of HIV mobile testing 

units. HIV screening programs meet routinely to share their experiences in optimizing the location of 

mobile test units or incorporating HIV screening in broader community health screening events to 

address concerns that HIV disclosure might occur if an individual’s family, friends, or community 

members observe them entering an HIV screening site or mobile testing unit. Section 2b identifies 

priority target groups, specific cultural barriers and priority needs that obstruct awareness for each 

target group, and activities to address those barriers and needs. 

The Parent Groups targeted through EIIHA are: (1) all unaware individuals in Broward, (2) 

individuals tested in the past 12 months, and (3) individuals not tested in the past 12 months. The 

specific Target Groups are: Tested Confidential, Tested Anonymously, Received Preliminary HIV+ 

Result Only No Confirmatory Test, Not Tested in the Past 24 Months, Not Tested in the Past 48 

Months, Recently Incarcerated/Released, Non-Hispanic Black MSM (BMSM), Hispanic MSM 

(HMSM), Non-Hispanic White MSM (WMSM), Black (Including Haitian) Heterosexuals, and 

Hispanic Heterosexuals. The EMA adopted the BCPPG’s Target Groups which were selected based 

on an algorithm weighted based on prevalence, new cases and special considerations. Several 

barriers, activities, methods, and means used to implement the EIIHA Strategy are described below 

for all Parent and Target Groups.  
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2012-15 Planned Activities Addressing Priority Needs Obstructing Awareness of Status  

Tested Confidentially or Anonymously: 

 Reduce structural and policy barriers to implementing routine HIV screening.  

 Increase routine HIV screening in clinic settings and voluntary screening in non-clinical settings.  

 Improve access to HIV screening and increase case finding in high HIV seroprevalence areas.  

 Target populations with high rates of undiagnosed HIV infection.  

 Expand universal opt-out testing to all BCHD communicable disease clinics.  

 Expand HIV screening in FQHCs and promote universal opt out screening.  

 Increase routine testing and use of rapid HIV tests in hospital obstetrics and gynecology, 

outpatient, labor and delivery, inpatient units and ERs. 

Preliminary Result Only: Respect Yourself, Check Yourself, Protect Yourself Movement. 

Recently Incarcerated/Released: Increase opt-out universal rapid HIV testing for all BSO inmates.  

Not Tested Past 24/48 Months: Reduce structural and policy barriers to routine HIV screening. 

Increase the number of providers who routinely provide HIV screening. Expand HIV screening in 

hospital settings. Integrate routine HIV screening in both public and private sector. Increase use of 

effective, evidence-based methods to identify individuals unaware of their status. Continue to expand 

HIV communications efforts by developing and delivering messages for the public, health care sector, 

HIV prevention providers, and the populations they serve. Expand BIGA media campaign. Continue 

FDOH’s active partnership with FQHCs and efforts to enhance and expand efforts by training staff to 

implement rapid HIV testing and encourage universal opt-out screening. Increase routine HIV 

screening and use of rapid HIV tests in the 17 Broward hospitals, including labor and delivery 

departments, outpatient departments, inpatient units, and ERs. 

BMSM: Targeted media campaigns and testing events, including interventions targeting Caribbean 

communities. Increased use of evidence-based prevention interventions. 

Hispanic MSM: Targeted media campaigns and testing events, including materials in Spanish. 

Increased use of evidence-based prevention interventions. 

White MSM: Targeted testing using evidence-based prevention and media campaigns. 

Black Heterosexuals: Increase targeted media campaigns and evidence-based interventions.  

Hispanic Heterosexuals: Increase voluntary HIV testing among Hispanics, increase targeted media 

campaigns, targeted HIV awareness and screening events, increase use of Spanish language materials. 

2012-15 Activities Addressing Cultural Challenges Obstructing Awareness of Status  

Tested Confidentially or Anonymously: Expand HIV screening in hospital settings, including HIV 

rapid testing. Ensure rapid identification of HIV+ persons and timely linkage to OAMC. Ensure 

testers are trained to ensure services are culturally and linguistically appropriate. Increase CDC and 
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FDOH-funded programs to expand HIV communications efforts by developing and delivering 

messages for the public, health care sector, HIV prevention providers, and the populations they serve. 

Expand Broward’s Bigger Than AIDS (BIGA) media campaign. 

Preliminary Test Result Only: Utilize social marketing and education to distribute testing messages.  

Incarcerated: Increase rapid HIV screening in BSO jails. 

Not Tested 24/48 Months: Use social marketing strategies and expand BIGA media campaign. 

BMSM: Increase partnerships with the faith-based community to mobilize HIV awareness and 

screening initiatives. Targeted media campaigns, events and prevention interventions. 

HMSM: Hispanic AIDS Awareness Program campaign targets Spanish-speaking persons. Targeted 

testing events, outreach, and prevention interventions focusing on Hispanic MSM. 

WMSM: Social media campaigns. Targeted prevention interventions/testing events. 

Black Heterosexuals: Stop the Spread HIV testing media campaign targets African-American and 

Haitian/Caribbean populations and funds the Haitian-Creole HIV/AIDS hotline. Promote routine 

testing by health providers serving this group, including women. Increase faith based  partnerships. 

Hispanic Heterosexuals: Culturally specific strategies such as Stop the Spread media campaign. 

Increase targeted HIV screening events. Increase collaboration with Latino HIV/ Leadership Summit 

participants. Promote routine HIV screening by health care providers that serve this population. 

E. Coordinating Efforts To Ensure Optimal Access To Care  

K E Y  P O I N T S  

 

Ensuring access to care depends on coordination efforts across funding streams to maximize available 

resources and access to services. Coordinating efforts include: optimizing coordination across Ryan 

White Parts B-F, non-RW funded entities, prevention programs, substance abuse treatment programs 

and other federally and state funding programs; inviting and including stakeholders across all funding 

streams to participate in HIVPC and QI activities; requesting reports from all funding streams to 

HIVPC and Networks; developing linkage and data sharing agreements (e.g., HOPWA and Part A); 

providing training and presentations across all Networks and non-RW funded providers to increase 

knowledge of available resources; conducting regular review of client eligibility to ensure RW is 

payer of last resort; coordinating efforts with aforementioned community stakeholders in event of 

• Access to care requires coordination of efforts across funding streams 

• Stakeholders across all funding streams participate in HIVPC activities to 
promote access to care 

• Coordination includes response to state and local budget cuts 

Ensuring Optimal Access To Care 
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state/local budget cuts; reviewing periodic updates regarding available public and private community 

resources (e.g., PAPs).  

Part B Services, including ADAP: Part A will coordinate with Part B on all EIIHA-related planning 

and activities, HICP, transportation, and home health care. The Part B Grantee and ADAP 

representative will continue providing detailed reports on cost and utilization to the HIVPC and its 

Committees.  In addition, data sharing between Part A and ADAP will be improved to promote 

timely ADAP recertification as well as provide a clearer picture of clients’ complete regimens to 

avoid medication duplication and multi-drug interactions. 

Part C Services: Part A will continue to ensure that EIS activities are coordinated with Part A 

outreach, CIED, and OAMC to promote identification, referral, and linkage to care. Part A will also 

ensure that funds are not used to supplant services provided through Part C. 

Part D Services:  Part A will continue working with the Part D Grantee to provide quality care to 

WICY. Part D MCMs will continue attending quarterly MCM training provided by Part A to promote 

coordination and collaboration between the Parts. 

Part F Services:  Part A will continue collaborating with both the Part F Grantee and the 

Florida/Caribbean AETC in the provision of high quality Oral Health Care and QM activities 

respectively.  

Providers (Non-Ryan White Funded, including private providers): Part A service will continue to be 

available for Part A eligible clients who receive primary medical services from a private physician. 

Services may include support services as well as assistance with co-pays and deductibles. In addition, 

relationships with private physicians will be expanded to promote the EIIHA Strategy. 

Prevention Programs including, Partner Notification Initiatives and Prevention with Positives 

Initiatives: Part A will collaborate with BCHD and EIS to ensure partner notification and to reinforce 

adherence and safer sex among PLWHA and their partners.  

Substance Abuse Treatment Programs/Facilities: Part A will continue funding Substance Abuse 

treatment programs to ensure and expand access to address the need and ensure comprehensive care 

for the dually diagnosed.  

STD Programs: Part A will coordinate with prevention and disease control programs by ensuring: 1) 

linkage to care services are available at testing sites, 2) DIS, Part A Outreach, CIED, and Part A 
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OAMC coordinate to ensure linkage to care and partner notification, 3) Obtain regular 

epidemiological data on STD rates in the EMA to promote prevention. 

Medicare: Part A CIED and MCMs will continue to screen clients for Medicare eligibility and assist 

them with their application using the SOAR method as well as referring clients to Legal Services for 

assistance with applications or denials.  

Medicaid: Part A CIED and MCMs will continue to screen clients for Medicaid eligibility and assist 

them with their application. The PE system runs automatic verification of clients’ Medicaid status to 

ensure Ryan White is accessed as the payer of last resort. 

State Children’s Health Insurance Program: Part A will ensure referral to SCHIP or Part D as 

appropriate, ensuring the role of Ryan White as payer of last resort. 

Community Health Centers: Part A will continue collaborating with the two Part A-funded FQHCs.  

Hospitals: Testing rates are highly variable among hospital departments of the 17 Broward acute care 

hospitals: labor and delivery (90%), inpatient (65%), Emergency Departments (ED) (59%), and 

outpatient clinics (29%). Representatives from three of the largest hospital systems in Broward 

(Broward Health, Memorial Healthcare System, and Holy Cross Hospital) participate actively in the 

HIVPC and its Committees. They conduct confidential HIV screening in their outpatient departments, 

acute care inpatient hospitals, labor and delivery rooms, and emergency rooms (ERs). These systems 

and other Broward hospitals have not fully adopted the CDC 2006 HIV testing recommendations. An 

important aspect of the BIGA initiative will be to implement fully HIV screening in all Broward 

acute care hospitals. Part A has coordinated with Broward hospitals to ensure newly diagnosed HIV+ 

hospitalized patients are linked to OAMC funded by Part A or health insurers. The Part A CIED 

subgrantee has established MOUs with the hospitals in which discharge staff arrange expedited CIED 

appointments on behalf of HIV+ inpatients. CIED intake can occur in the hospital, clients’ homes (if 

home bound), or at CIED offices throughout Broward. Further assisting coordination efforts, both 

Broward Health and Memorial are Part A-funded OAMC and MCM subgrantees. CIED staff is out-

posted at their OAMC clinics. 

Correctional Facilities: The EIIHA Strategy reflects closely coordinated efforts between Part A, 

Florida DOC prison system, and BSO jail system. As discussed earlier, the HIVPC formed an ad-hoc 

Reentry Subcommittee in 2010 to ensure uninterrupted access to HIV OAMC and medications for 

HIV+ inmates released from jails or prisons. The Subcommittee identified barriers to OAMC and 

access to medications, and designed protocols to streamline enrollment in Part A OAMC, ADAP, and 
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PAPs. In the DOC Prison Re-Entry Protocol, the Part B-funded Prison Pre-release Coordinator assists 

all HIV+ inmates prior to their release to assess and arrange for post-release OAMC, medication, and 

transportation. HIV+ inmates receive a copy of their medical records documenting their HIV 

treatment while incarcerated, and a 30-day medication supply upon release. Through the Florida 

DOH-funded JLP, linkage workers conduct pre-release planning to ensure rapid transition to 

community HIV OAMC and support services. A Part A-funded CIED worker is posted at the BSO to 

conduct Part A eligibility and schedule medical appointments at the Part A-funded HIV clinic 

selected by the client. In 2010, the Broward JLP was successful in ensuring 100% of released HIV+ 

inmates were engaged in HIV medical services, a significantly higher rate than the program statewide 

(84%). DOC and BSO HIV+ inmates sign the Part A combined consent form prior to release, 

allowing the Coordinator to send medical records and eligibility documents to CIED and arrange a 

CIED Part A intake appointment within one week of release. Part A OAMC and support service 

appointments are made during the CIED intake. The Coordinator and CIED staff provide follow up to 

ex-offenders for one month after release to ensure that CIED, OAMC, and support service 

appointments are kept. In the BSO Jail Protocol, CIED staff is co-located at the BCHD JLP to ensure 

rapid Part A intake upon release. The Reentry Subcommittee also developed a protocol describing the 

collaborative efforts of the BCHD JLP, CIED, and Part B ADAP staff to ensure medication 

adherence and linkage to OAMC within 30 days of release.  

F. Comprehensive Plan and EIIHA Strategy Reflect HP 2020 Goals  

Healthy People (HP) 2020 is a national initiative led by HHS that sets priorities for all HRSA 

programs and establishes new 10-year national objectives for improving the health of all Americans. 

The initiative has two major goals: (1) to increase the quality and years of a healthy life; and (2) to 

eliminate our country’s health disparities. The program consists of 28 topic areas and 467 objectives. 

One of the topic areas is HIV and it includes specific objectives we have broken into three categories: 

HIV Prevention, HIV Testing, and Treatment and Quality Management Activities.  

Addressing Healthy People 2020  

K E Y  P O I N T S

 
 

•HP 2020’s goals aim to increase quality and years of life and eliminate disparities  

•The Comprehensive Plan was created to strengthen the delivery of medical care  

•The state and EMA continue efforts to determine a baseline community viral load 

EIIHA and Healthy People 2020 Goals 
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The Part A Comprehensive Plan was created with the intent to strengthen the accessibility and 

delivery of critical medical care to newly diagnosed individuals, as well as those aware of their status 

but out of care.  Through enhancement, expansion, and continued HIV education of the medical 

provider network, increasingly sensitive and timely care will be provided to consumers to improve 

health outcomes for PLWHA.  The Parts A and B Grantees will enhance collaboration with 

Prevention to support efforts to educate the community about HIV, refer high-risk HIV-negative 

individuals to appropriate interventions to help them remain negative, as well as link HIV+ 

individuals to medical care, and more importantly, retain them in care.  

Numerous studies emphasize the importance of adherence to decrease the likelihood of HIV 

transmission and improve the health outcomes of PLWHA.  FL will continue efforts to determine a 

community viral load baseline at the state and local level where possible.  After achieving a valid, 

verifiable, and reliable baseline, FL will formulate a strategy to reduce the community viral load by 

increasing the proportion of consumers with undetectable levels, which will mean retaining people in 

care and educating them about the importance of adhering to their medical regimen.  The Part B 

Grantee will continue to work towards increased data sharing and integration to decrease the delay in 

service and accelerate the provision of a high-quality, coordinated service delivery system.  

The Implementation Plan’s services, goals, and objectives relate directly to the HP 2020’s 

overarching goals of increased quality and years of a healthy life, eliminating health disparities, and 

promoting good health behaviors. The EMA’s outreach and food bank services serve as a point of 

entry and facilitate engagement in OAMC through direct linkages with OAMC providers. APA, Oral 

Health Care, and MCM ensure that clients have access to services and medications consistent with 

PHS guidelines. Specifically, the Plan addresses the following objectives: HIV-1 (reduce the number 

of new HIV diagnoses among adolescents and adults), HIV-8 (reduce the number of perinatally 

acquired HIV and AIDS cases), HIV-10 (increase the rate of HIV+ adolescents and adults who 

receive HIV care and treatment consistent with current standards), HIV-11 (increase the rate of 

persons surviving more than three years after AIDS diagnosis), HIV-12 (reduce deaths from HIV 

infection), HIV-14 (increase the rate of adolescents and adults tested for HIV in the past 12 months), 

and HIV-16 (increase rate of substance abuse treatment facilities that offer HIV/AIDS education, 

counseling, and support).  

Part A Coordination With Other Funder Activities - Prevention (HP 2020 Objectives 1-3, 17-18) 

1.  Reduce the number of new HIV diagnoses among adolescents and adults  

2.  Reduce new (incident) HIV infections among adolescents and adults  

3.  Reduce the rate of HIV transmission among adolescents and adults  

17. Increase proportion of sexually active persons who use condoms  

18. Decrease proportion of MSM who reported unprotected anal sex in the past 12 months 
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G. Plan Reflects Statewide Coordinated Statement of Need   

K E Y  P O I N T S  

 
HRSA requires that the Comprehensive Plan be compatible with existing State and local service plans 

including the SCSN. All 2012-2015 Comprehensive Plan goals align with and reflect the SCSN. 

Moreover, Part A HIVPC Support staff played an essential part of multiple statewide calls to develop 

the 2012-2015 goals as well as strategies to address gaps in care.  

Florida’s 2012-15 SCSN and Comprehensive Plan has been an incredibly successful collaboration 

between the Part B grantee; the Patient Care Planning Group (PCPG); Ryan White Parts A, C, D, and 

F; and various other stakeholders. The Part B grantee invited the grantees from all of Florida’s Ryan 

White programs, Lead Agency staff, contract managers, HIV/AIDS Program Coordinators (HAPC), 

PCPG members, providers, and consumers to participate in a SCSN web conference in February 2011 

to allow as many stakeholders to offer input as possible. A face-to-face meeting for this SCSN took 

place in March of 2011 in Tampa, Florida.  The PCPG, an advisory work group specifically charged 

with assisting the Part B grantee in the development of the Comprehensive Plan for Patient Care 

services, attended, as well as representatives from other Ryan White parts, Lead Agency staff, 

contract managers, HAPC, providers, and consumers.  

The State 2012-2015 SCSN and the Part A Comprehensive Plan address the components deemed 

most critical to cultivate a high quality, comprehensive continuum of care for all PLWHA in the state.  

The goals and corresponding strategies, activities, and timelines delineated in the SCSN demonstrate 

• SCSN and Comprehensive Plan ensure a high quality comprehensive continuum 

• SCSN and Comprehensive Plan reference Part A and B collaborative activities 

• Both Plans address NHAS, HP 2020, and ACA goals 

Comprehensive Plan Reflects The SCSN 

Coordination With Other Funders Testing, Substance Abuse, Health Center (HP 2020 4-7, 9, 13-16) 

4.  Reduce the number of new AIDS cases among adolescents and adults 

5.  Reduce the number of new AIDS cases among adolescent and adult heterosexuals  

6.  Reduce number of new AIDS cases among adolescent and adult men who have sex with men  

7.  Reduce the number of new AIDS cases among adolescents and adults who inject drugs  

9.   Increase the proportion of new HIV infections diagnosed before progression to AIDS  

13. Increase proportion of people living with HIV who know their serostatus  

14. Increase proportion of adolescents and adults tested for HIV in past 12 months  

15. Increase proportion of adults with tuberculosis (TB) who have been tested for HIV  

16. Increase proportion of substance abuse treatment facilities offering HIV education, counseling, and support  

Part A Service, Treatment and Quality Management Activities (HP 2020 Objectives 8, 10-12) 

 8.   Reduce the number of perinatally acquired HIV and AIDS cases  

10.  Increase proportion of HIV+ who receive HIV care and treatment consistent with current standards  

11.  Increase  proportion of persons surviving more than 3 years after a diagnosis with AIDS  

12.  Reduce deaths from HIV infection  

12.  Reduce deaths from HIV infection 
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collaboration between the Part B Grantee, Comprehensive Plan writing workgroup, and Part A 

Grantees.  The PCPG reviewed the plan to substantiate that the proposed methods responded to 

Florida’s crucial needs and identified challenges. The SCSN also addresses the NHAS goals, HP 

2020 objectives, and ACA goals.  

FL incorporated the SCSN within the Comprehensive Plan to evidence its commitment to address the 

identified, needs, gaps, barriers, and challenges.  As resources constrict and demand for services 

expand, the SCSN and the Part A Comprehensive Plan recognize and advance the importance of 

coordination and collaboration between Patient Care and Prevention, maximizing the collective effort 

and streamlining care, while serving more people with less resources. Both plans prioritize core 

medical services, including OAMC and medications, as the foundation for optimal care.  The strategy 

to expand medical care networks and increase their capacity to reach more people and retain them in 

care advanced an access to care gap identified as a core issue in the SCSN.  FL intends to address this 

issue by identifying areas with inadequate capacity, assessing the needs, creating an education plan, 

and collaborating with Part A grantees and the F/C AETC to implement the plan. 

H. Coordination and Adaptation with the Affordable Care Act  

K E Y  P O I N T S  

 
The intent of the Patient Protection and Affordable Care Act (P.L. 111-148), as amended by the 

Reconciliation Act of 2010 (P.L. 111-152) (collectively referred to as the health reform law) is to 

expand health insurance coverage while also reforming the health care delivery system to improve 

quality and value. It also includes provisions to eliminate disparities in health care, strengthen public 

health and health care access, invest in the expansion and improvement of the health care workforce, 

and encourage consumer and patient wellness in both the community and the workplace.  According 

to the Congressional Budget Office, the law increases coverage to about 94% of Americans. The 

Comprehensive Plan outlines how efforts are coordinated with and adapt to changes that occur with 

the implementation of ACA.  

•It is expected that as of 2014 most Ryan White clients will have health insurance  

•The Comprehensive Plan includes the goal of preparing for the impact of ACA 

•It is anticipated that the Part A program’s role will change 

•Many PLWHA are uninsured; some features of the law went into effect in 2010 and have 
already begun to help PLWHA find and keep health insurance 

•Both the State and the EMA will continue their commitment to a high quality, 
comprehensive continuum of care regardless of the ultimate configuration of the ACA 

ACA Coordination And Adaptation  
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Beginning in 2014, most Ryan White clients are expected to have health insurance coverage. The 

impact of the ACA is not known at this time; however, it is expected that changes will be made to the 

mission of, and services provided by, the Ryan White program. In anticipation of the changes that are 

due to occur in 2014, the EMA’s Comprehensive Plan includes a goal of preparing a response for the 

impact of the ACA on the system of care. It has been recommended by the Joint Executive 

Committee that Health Care Reform become a standing agenda item on all Committee work plans 

and that regular updates on impending changes be shared with all stakeholders. The EMA must 

develop recommendations to assist with Ryan White system modifications as needed. 

Recommendations must include a plan for the continued collaboration with state, federal, and local 

partners.  

Ryan White programs offer an important blueprint for the expansion of comprehensive health and 

support services for people with chronic illnesses. In many ways, Ryan White programs serve as a 

best-practices model for comprehensive and holistic provision of care and treatment. As major health 

care reform provisions go into effect; however, the role of Ryan White is expected to undoubtedly 

change. Advocacy around integration of Ryan providers into Medicaid and state exchange provider 

networks, for instance, will be crucial to ensure seamless access to care for the thousands of people 

newly eligible for Medicaid and private insurance coverage. Integration of Ryan White programs and 

models of care into Medicaid and private insurance models is also important to ensure a smooth 

health care reform transition for those currently receiving care. 

The ACA helps address coverage issues and provides new protections for patients and consumers.  

Many important features of the law went into effect in 2010 and have already begun to help PLWHA 

find and keep health insurance. Insurance companies can no longer deny coverage to children because 

of HIV/AIDS or any other pre-existing condition.  Insurers cannot rescind coverage except in cases of 

fraud or intentional misrepresentation of a material fact. Insurers can no longer impose a lifetime 

dollar limit on essential health benefits. ADAP benefits now count as contributions toward a 

Medicare beneficiary’s True out of Pocket (TrooP) spending limit for drug coverage. This will 

continue to provide considerable savings to Florida’s ADAP. Beginning in 2011, Medicare 

beneficiaries who reached the “donut hole” began to receive a 50% discount on covered brand name 

drugs while in the “donut hole.” Discounts for brand name and generic drugs will grow over the 

course of the decade until the donut hole is closed. 

When the ACA achieves full implementation, additional changes in health insurance options will 

make it more accessible.  In 2014, the ACA is to ensure that Medicaid coverage is available to all 

low-income Americans (less than 133% of the FPL), including adults with no children. As a result, 
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low-income adults living with HIV would no longer have to wait for an AIDS diagnosis to become 

eligible for coverage.  Insurers could not deny coverage or charge more for anyone who has a pre-

existing condition or impose annual dollar limits on essential health benefits.  People without access 

to employer-sponsored insurance or Medicaid would be able to buy private coverage from Affordable 

Insurance Exchanges, designed to make buying health insurance easier and more affordable.  People 

with low and middle incomes would have access to Federal premium tax credits, which would ensure 

that this coverage is affordable for them. 

The ACA seeks to ensure that people with public or private coverage can find high-quality health 

care. Health insurance plans would need to provide information in a user-friendly way, clearly 

explaining covered and non-covered services.  Individuals and small business that purchase 

insurance, including people who buy coverage in the Affordable Insurance Exchanges, would have 

access to a benefit package that equals the scope of a typical employer plan.  The package would 

offer coverage to meet the health care needs, including prescription drugs, preventive care, chronic 

disease management, and substance abuse and mental health treatment. Medicare and many private 

insurance plans are now required to cover many recommended preventive services, including 

screening for HIV, mammograms and other cancer screenings, with absolutely no cost sharing for 

patients, which will help PLWHA stay healthy.  The ACA calls for new investments to help providers 

manage chronic disease. The law also recognizes the value of patient-centered medical homes to 

strengthen the quality of care, especially for people with complex chronic conditions such as HIV.  

Medical homes provide a way to offer coordinated, integrated, and comprehensive care that has 

proven to be particularly effective for treating people living with HIV. 

While health care coverage is a key issue for PLWHA, other economic, social, and physical factors 

influence their overall health.  The ACA acknowledges the importance of these other factors.  The 

law makes critical investments in prevention, wellness, and public health activities to improve public 

health surveillance, community. It expands initiatives to strengthen cultural competency training for 

all health care providers to ensure the equitable treatment of all populations.  The ACA also bolsters 

the Federal commitment to reducing health disparities. The law helps improve access to 

comprehensive quality health care, thereby improving the health and wellbeing of all PLWHA. 

Both the State and the EMA will continue their commitment to a high quality, comprehensive 

continuum of care regardless of the ultimate configuration of the ACA.   
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I. How The EMA’s Comprehensive Plan Addresses NHAS Goals    

K E Y  P O I N T S  

 
 

As noted earlier, the EMA’s Comprehensive Plan, including the EIIHA Strategy, is designed to 

address all three NHAS primary goals: 1) Reduce new HIV infections, 2) Increase access to care and 

improve health outcomes for People Living with HIV, 3) Reduce HIV-related health disparities and 

health inequities. 

The NHAS states that more must be done to ensure that new prevention methods are identified and 

that prevention resources are more strategically deployed. Further, the NHAS recognizes the 

importance of getting people with HIV into care early after infection to protect their health and 

reduce the potential of transmitting the virus to others.  HIV disproportionately affects people who 

have less access to prevention and treatment services and, as a result, often have poorer health 

outcomes. Therefore, the NHAS advocates for the adoption of community-level approaches to reduce 

HIV infection in high-risk communities and to reduce stigma and discrimination against people living 

with HIV.  

The NHAS goals are the foundation of the Part A Comprehensive Plan. They are also directly aligned 

with the Part B SCSN, which extends a statewide strategy to ensure the implementation of 

community-level approaches to reduce HIV infection, to increase access to care, and to reduce HIV-

related health disparities, particularly in high-risk communities. Ryan White providers will continue 

to encourage risk reduction strategies and treatment adherence, as well as provide education to 

consumers and those affected by HIV about the threat of infection. By expanding medical care 

provider networks and increasing their capacity, FL will simultaneously increase access to care and 

reduce health disparities throughout the state.  Since this strategy will provide consumers increased 

options for medical care, it will also encourage their retention in care.  

The Part A and B Grantees recognize the importance of rapid testing, an effective method of 

engaging people to identify and inform them of their status and refer and/or link them to appropriate 

services. Part A and B Grantees will continue to improve the referral mechanism between HIV testing 

functions in Prevention and the Ryan White HIV service delivery systems across the state as well as 

• NHAS goals aim to reduce the number of people who become infected with 
HIV, increase access to care and optimizing health outcomes for people living 
with HIV, and reduce HIV-related health disparities 

• The Plan extends a statewide strategy to ensure these goals are achieved 

Addressing NHAS Goals  
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actual linkage from testing through care by implementing peer programs. By adopting the primary 

goals of the NHAS as the 2012-15 proposed care goals, Broward County and FL as a whole 

emphasize the commitment to align the response to HIV/AIDS with the NHAS.  As FL and Broward 

County strive to meet proposed goals, they will also be contributing to the national coordinated effort 

to achieve the NHAS’ vision of a nation committed to stopping the HIV epidemic and supporting all 

infected persons with dignity, and access to high-quality care. 

J. Response To Changes In The Continuum –  State and Local Budget Cuts  

K E Y  P O I N T S  

Changes in Federal, State, and local program policies and funding issues are considered in sustaining 

and expansion of the established HIV care continuum, priority setting, and allocation decisions. 

Ongoing analyses of factors that affect program eligibility are reviewed for impact on the HIV care 

continuum.  

The EMA has established several mechanisms through which the funding of core and support 

services is considered:  

 Ryan White Program Grantees and key funders provide the HIVPC with monthly funding and 

utilization reports. The HIVPC reviews monthly updated Part A and MAI expenditure data to 

ensure that over- or underutilization of Ryan White funds is minimized. The EMA has successfully 

addressed unexpected service needs by rapid reallocation of funds. Grantee staff conducts three 

“sweeps” and reallocation processes annually to address service shortfalls in core services. 

 The HIVPC adopted a process that is similar to the SCSN to maximize funds. Part A PSRA 

activities are closely coordinated with other Ryan White Grantees, as well as other funders. Core 

services are prioritized as essential to supporting the HIV care continuum. To the extent feasible, 

they are “held harmless” if funds are reduced or “flat.” While this policy ensures access to core 

services, access to support services is subject to reductions based on decreased funding. The 

Grantee evaluates Part A-funded services to ensure that they are cost-effective, achieve their aims, 

and are of high quality. The Grantee also has provided considerable technical assistance (TA) and 

•EMA has several mechanisms in place to plan for core and support services funding 

•The HIVPC reviews monthly updated Part A and MAI expenditure data to ensure that 
over- or underutilization of Ryan White funds is minimized 

•Part A PSRA activities are closely coordinated with other Ryan White Grantees, as well 
as other funders 

•Key stakeholders and funders meet monthly to discuss policy, legislative, cost, and 
funding issues that influence the EMA’s care continuum 

Response To Changes In The Continuum of Care 
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capacity development to subgrantees to enhance capacity, ensure retention of clients in care, and 

achieve improved quality.  

 Key stakeholders and funders meet monthly to discuss policy, legislative, cost, and funding issues 

that influence the EMA’s care continuum. Program, service, and utilization trends, as well as 

emerging issues also are discussed. These ongoing discussions assist policymakers in the EMA to 

respond proactively to changes that may affect the HIV care continuum. Press releases, forums, 

presentations, TA, and training needs are jointly developed and provided in the EMA.  

 The Part A Grantee collaborates with the Part B lead agency and HOPWA grantee in conducting 

countywide consumer needs assessments. The HIVPC takes the results of these assessments into 

consideration in PSRA. 

The Part A grantee and HIVPC undertake funder-specific activities, in addition to the overarching 

activities described above:  

Medicaid: Covered benefits, budgetary changes, and reform activities are major considerations in 

planning for a comprehensive HIV care continuum, priority setting, and allocations. DCF and AHCA 

representatives sit on the HIVPC and provide detailed Medicaid enrollment and expenditure data to 

the Part A Grantee to further planning and resource allocation activities. Medicaid policies have 

created substantial challenges for the HIV care continuum.  

State Children’s Health Insurance Program (SCHIP): DCF administers the FL KidCare Program, 

which is represented on the HIVPC and provides routine programmatic updates. 

Medicare: The Grantee and HIVPC closely monitor changes in Medicare medication benefits due to 

serious ADAP cost containment efforts, which have resulted in some Medicare beneficiaries with 

Part D coverage terminated from ADAP enrollment.  

Social Security Administration: Part A CIED and MCM staff have been trained to ensure Ryan White 

is payer of last resort by verifying clients’ enrollment in SSA disability and retirement programs. 

They also ensure that potentially eligible clients are assisted in applying for benefits and/or are 

referred to Legal Services if their application is denied.  

Veterans Affairs: HAB’s VA policy is considered in Part A planning and care coordination. 

Eligibility is assessed at intake and if eligible referrals to one of several VA sites are made.  

HOPWA: The City of Fort Lauderdale HOPWA grantee participates actively in the HIVPC and 

several of its committees. HOPWA staff also collaborates with the Part A Grantee and the Part B 

administrative agent to conduct planning and assessment activities, including the consumer and 
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provider surveys described earlier as well as MCM trainings. HOPWA client-level data has been 

integrated into the PE system.  

CDC Prevention: BCHD is the Broward Part B and HIV prevention lead agency, manages the 

Community Prevention Partnership, and designs and implements the Broward HIV Prevention Plan. 

BCHD staff and Partnership members also participate in the HIVPC and its Committees. The Part A 

Grantee regularly collaborates with BCHD and FDOH prevention initiatives.  

WICY Services: The Part A and Part D Grantees collaborate closely to assess and address the needs 

of the WICY population. In 2011, the Part D Grantee, CDTC, was instrumental in offsetting some of 

the impact of the BCHD HIV clinic closure.  

Local, State, and Federal Public Health Programs: The Part A Grantee collaborates closely with the 

Florida DOH and BCHD staff. Participating programs include the DOH staff responsible for 

operating the HIV prevention, STI, TB, oral health care, and other programs.  

Local and Federal Funds for Substance Abuse and Mental Health Treatment Services: Due to funding 

shortfalls, public mental health services are limited to only the most severely mentally ill and/or 

addicted. Part A continues to allocate substance abuse and mental health treatment funds for HIV+ 

clients to assist access, retention, and adherence to OAMC, to the extent that new Part A and MAI 

funds are available.  

Part B: Florida has one of the largest Ryan White Part B funded programs in the country. The 

majority of the grant received from HRSA goes towards funding ADAP, the largest and most costly 

part of the programs, largely due to the size and scope of the epidemic in the state. The Part B grantee 

allocates the funds to the local Consortia, who then prioritize service categories.  There is a statewide 

standardized eligibility criteria and determination process for all programs administered through the 

Part B grantee: Consortia, General Revenue, Patient Care Network funds, ADAP, AICP and 

HOPWA. The current income cap for all Part B Grantee programs is 400% of Federal Poverty Level 

(FPL), with the exception of HOPWA, which is 80% of local median income as directed by HUD.  

All other programmatic requirements are enforced as well, including documentation of HIV disease.  

The Part B Grantee and PCPG both appreciate the uncertainty with respect to federal funding for 

Ryan White services, as well the potential for further erosion of state general revenue funding for 

HIV programs. Florida’s largest challenge to closing gaps in care directly relates to the level of 

funding allocated at both the federal and state levels.  Florida, as many other states, has struggled 

with multi-billion dollar deficits for the past five years.  The Part B grantee plans to reconvene the 
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allocation methodology workgroup to ensure fair and equitable distribution of funds based on static 

or increases in HIV and AIDS cases who are actually engaged in Ryan White-funded care.  With the 

full implementation of CAREWare for Part B reporting, there is much improved access to client-level 

data, and the possibility to apply utilization data as an input in the allocation process.  The Part B 

grantee’s strategy to respond to future budget cuts will be to focus primarily on critical core medical 

services.   

Part F: Nova Southeastern University is a Part A subgrantee, and a Part F Community-Based Dental 

Partnership Grantee. Nova staff participates in the HIVPC Oral Health Care Network and HIVPC.   
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4. HOW WILL WE MONITOR OUR PROGRESS? 

The purpose of this section is to describe the methods and/or means by which progress in achieving 

goals and meeting challenges will be monitored. Monitoring and evaluation will ensure that the 

activities implemented to achieve the goals are prioritized, analyzed, and adapted as needed to align 

with shifts in resources and priorities. This section of the Comprehensive Plan describes how progress 

in achieving goals, meeting challenges and barriers, and adapting over time will be monitored. It also 

provides a detailed description of the well established Quality Management (QM) process already in 

place designed to promote quality services and improved health outcomes.  

K E Y  P O I N T S  

 

A. Plan to Monitor and Evaluate Progress Achieving Goals and  Identified  

Challenges  

The Comprehensive Plan functions as the foundation for each HIVPC committee’s work plan. As 

appropriate, committees will be tasked with coordinating the implementation and monitoring of 

activities, tracking the progress of specific activities, providing regular status updates, including 

challenges and proposed solutions, and suggesting revisions to better achieve the goals. While the 

process of implementing, reviewing, and reporting on the Comprehensive Plan goals will be revised 

to ensure participation and accountability from all committees, many monitoring activities are already 

included in the work of committees as shown below.  

 

• The Comprehensive Plan provides the foundation for each HIVPC Committee's work plan 

• The EMA has a well established CQM program in place 

• Four interconnected bodies oversee the CQM program: Grantee CQM staff, subcontracted 
CQM support, QMC, and QI Networks 

• All QM activities TARGET increased access, adherence, and retention in care 

• Client-level, administrative, and utilization data are collected to meet HAB RSR reporting 
requirements, assess HAB clinical performance measures, and measure EMA-specific 
client-level outcomes and indicators.  

• Performance measurement is continuously adapted to changes in treatment guidelines 

• The HIVPC uses QM data in the priority setting and resource allocation process 

• Local outcomes and indicators are being revised to ensure that service categories are 
measured by their impact on reinforcing and improving retention in medical care 

Monitoring Progress 
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The Joint Executive Committee, Joint Planning, Quality Management (QM) Committees and the 

HIVPC have reviewed accomplishments and challenges in implementing and monitoring the 2009-

2011 Comprehensive Plan goals and have made recommendations towards the development of 2010-

2014 goals and activities.   While the HIVPC assumes overall responsibility for monitoring progress 

to implement the goals, objectives, and activities of the Comprehensive Plan, a coordinated approach 

will be needed to implement, monitor, and evaluate the Plan and its goals. The approach: 

 The HIVPC and its committees, Grantee, and support staff will define roles, responsibilities, 

tasks, timeline, evaluation measures, and indicators for each plan goal, objective, and strategy. 

 Each HIVPC committee will develop an annual work plan that includes monitoring and 

evaluation of Comprehensive Plan goals. Review of the Plan goals will be a standing agenda item 

for all committees. 

 The annual work plans will be modified as needed to reflect: 1) Identified successes and 

challenges achieving plan goals, 2) Changes in resources and priorities, 3) Changes in the 

implementation process of each goal and activity, and 4) Roles and responsibilities. 

 Each committee will report progress achieving Comprehensive Plan goals as well as identified 

challenges, barriers, and next steps to the HIVPC on a monthly/bi-monthly/quarterly basis. An 

annual review of the Comprehensive Plan goals will identify system-wide accomplishments, 

challenges, barriers, and next steps to be reported to the HIVPC. 

 Client-level data and clinical outcomes will be used to assess the EMA’s success in promoting 

access to and retention in care. 

 

The Joint Executive Committee and HIVPC planning retreats resulted in recommendations for each 

committee to help monitor progress towards achieving Comprehensive Plan goals. These 

recommendations have been informing the development of annual committee work plans focused on 

the implementation and evaluation of the Comprehensive Plan. 

Joint Executive Joint Planning Quality Management  Joint Priorities 
 Oversee 

committee goals 

and objectives 

Ensure coordinated services  
 

Increase access to care 
 

Decrease disparities 
 

Decrease unmet need  

Develop and monitor system level 

outcomes and indicators 
  

Develop standards of care 
 

Improve client health outcomes 
 

Standards of care and client 

satisfaction 

Analyze sutilization 
 

Address changes in 

priorities and 

resources  

HIV Planning Council 

 Review progress achieving Plan goals 

 Add standing ‘Health Care Reform’ item to HIVPC agenda to prepare for changes in the continuum 

of care 
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Plan to Assess the Impact of the EIIHA Initiative  

The EIIHA initiative is an integral component of a high quality, comprehensive continuum of care. 

The EMA developed a comprehensive EIIHA strategy in close coordination with other Ryan White, 

prevention, counseling and testing, healthcare, and community stakeholders. The strategy was 

developed to address the following: Identifying individuals unaware of their HIV status, informing 

individuals of their HIV status, referring individuals recently informed of their status, and linking 

newly identified HIV+ persons to OAMC. 

The EIIHA strategy goals include increasing the number of:  

 Individuals who are aware of their HIV status 

 Appoint a committee to focus on Health Care Reform as it impacts HIV care and treatment 

 Part A/Joint Executive Committee 

 Committee Chairs and staff to define roles and responsibilities and collaborative process for 

planning meeting agendas and goals including Comprehensive Plan goals 

 Information sharing and reporting from representatives of all funding streams to ensure the Plan 

adapts to changes in community resources and priorities  

 Mentor new PC members to encourage comfort with procedures and participation in planning and 

evaluation  

 Monitoring committee-specific Plan activities and timeframes  

 Identify common themes among all committees and incorporate into annual work plans 

 Consider revising committee meeting cycles to improve efficiency and productivity  

 Prioritize review of committee work plans  

Joint Planning Committee 

 Recommend relevant Plan-related work items for each Committee 

 Select most important and useful Needs Assessment data and other data sets early in the calendar 

year to ensure data are organized in “user-friendly” format for use in PSRA  

 Conduct Client Needs Survey every 2 years with annual data assessment reports 

 Conduct a baseline Needs Assessment on all Part A clients through the CIED intake process 

 Define activities to address needs of special populations and specific subgroups   

Joint Client Community Relations Committee 

 Define JCCR role in implementing Plan and corresponding work-plan activities related to NHAS 

and EIIHA 

 Develop and implement strategies targeting special populations to facilitate linkage to care 

 Identify and implement targeted recruitment and engagement strategies  

 Encourage participation of special population representatives on JCCR 

 Identify better ways to market the system of care and improve consumer knowledge  

 Use linkage specialists, navigators and peers to find those who have fallen out of care  

Joint Priorities Committee 

 Improve utilization and funding data  

 Quarterly data updates from Ryan White Parts B, C, D & F programs  

 Request County Commissioners invite all other funders to participate in HIV Planning 
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 HIV+ individuals enrolled in HIV-related medical care within three months of HIV diagnosis 

 HIV negative individuals referred to services that contribute to keeping them HIV negative 

 

The Part A Grantee has collaborated with key stakeholders to refine and implement the strategy, 

optimize other public and private sector resources, increase rates of HIV screening, linkage, and 

engagement in HIV care among HIV+ Broward residents, and enhance primary and secondary 

prevention activities to reduce new HIV infections.  

 The HIVPC Joint Planning Committee is tasked with monthly monitoring of the EIIHA strategy 

objectives. Key stakeholders, as noted above, are members of the committee and/or invited guests, 

who provide input into the progress and challenges in the completion of each objective.  BCHD 

provides monthly surveillance and prevention data to the committee informing of the progress toward 

achieving the strategy’s objectives. Additionally, Part A subgrantee contracts contain a requirement 

to provide detailed quarterly reports to the Grantee about EIIHA activities, which will be reported to 

the committee. The Committee will continually update progress and challenges throughout the 

year.  A final status report will be compiled annually. Proposed activities to be reviewed and 

monitored by the Joint Planning Committee are below. 

Joint Planning Committee 

Goal 1. IDENTIFY: Increase by 10% annually the rate of HIV+ persons who are aware of their 

HIV+ status, with specific focus on voluntary testing among African-Americans, Hispanics, 

MSM, recently incarcerated, and substance users. 

Goal 2. INFORM: Increase by 10% the annual rate of HIV+ persons who know their status, 

through rapid HIV testing and rapid serologic testing in community and healthcare settings 

Goal 3. REFER: Increase the rate of HIV+ persons who are referred to OAMC and other core 

services 

Goal 4. LINK: Increase the rate of newly identified HIV+ persons linked to OAMC who initiate 

HAART 
 

RECOMMENDATIONS FOR ADDITIONAL WORK PLAN ACTIVITIES 

 Ensure HIVPC prevention seat is filled; have BCPP representation on HIVPC and vice versa  

 Identify prevention and testing barriers  

 Develop a high risk negative data system and identify resources for those who test negative 

 Develop a taskforce to work specifically on requesting ER’s increase HIV testing  

 Increase communication between prevention and treatment related to EIIHA  

 Develop plan to locate those who tested positive and not linked to care  

 

In addition to the Joint Planning Committee’s review, the QMC is also be tasked with monitoring 

EIIHA activities to determine the need for QIP’s. Proposed activities to be reviewed and monitored 

by the QMC are below. Additional monitoring activities and timeframes may be added as needed.  
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Monitoring and Evaluation Process Implementation Timeline  

 The Clinical Quality Management (CQM) program is committed to improving the quality of services 

provided to HIV+ Broward County residents by ensuring that an action-oriented CQM infrastructure 

is carefully aligned with HAB and Grantee’s goals for quality improvement (QI).  

 

Quality Management Mission, Goals, and Objectives 
Quality Statement: The purpose of the QM Program for Ryan White Part A and MAI funded services in Broward County 

EMA is to monitor, evaluate, and systematically and continuously improve the quality and appropriateness of HIV care 

and services provided to consumers 

Quality Mission: Our mission is to ensure access to and retention in high quality HIV core and support services for Part A 

and MAI eligible Broward County residents living with HIV 

Quality Goals and Objectives: 

 Develop a planning mechanism incorporating baseline data from external and internal sources and input from 

department leadership, staff and patients. Clinical, operational and programmatic aspects of patient care will be 

reviewed  

 Emphasize design needs associated with new and existing services, patient care delivery, work flows and support 

systems which maximize results and satisfaction on the part of the patients and their families, physicians and staff  

 Evolve and refine measurement systems for identifying trends in care by regularly collecting and recording data 

(through a valid sampling program when appropriate) 

 Employ assessment procedures to determine efficacy and appropriateness and to judge how well services are delivered 

and whether opportunities for improvement exist  

 Focus on improving quality in all of its dimensions by implementing multidisciplinary, data driven, project teams and 

encouraging participatory problem solving  

 Promote communication, dialogue and informational exchange throughout the organizations reporting structure, with 

regard to findings, analyses, conclusions, recommendations, actions and evaluations pertaining to performance 

improvement 

 Strive to establish collaborative relationships with diverse community agencies for the purpose of collectively 

promoting the general health and welfare of the community served  

 Support EIIHA strategy and objectives by reviewing and evaluating linkage activities and processes for improved 

service delivery 

The EMA has an established CQM program in place. It is guided by a three-year QM Plan, annual 

QMC work plan, and QI Network work plans. The three-year QM plan, established in 1998, guides 

the CQM program. The plan is updated periodically to reflect evolution of HAB’s QM requirements, 

PHS guidelines, and best practices disseminated by HAB.  

The CQM program has five objectives: (1) assess the extent to which HIV clinical care is consistent  

with the most recent PHS guidelines for the treatment of HIV and related OIs; (2) develop strategies 

for improving quality through the application of HAB performance measures and best practices 

identified by the NQC; (3) implement continuous quality improvement (CQI) to ensure core and 

support services are strongly linked to promote engagement and retention in care and adherence to 

medical treatment; (4) apply client-level demographic, clinical, and utilization data to identify areas 
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of improvement in clinical processes and outcomes; and (5) apply action-oriented QI processes to test 

and adopt new or improved care and support strategies.  

Four interconnected bodies oversee the CQM program: Grantee CQM staff, subcontracted CQM 

support and consultant staff, QMC, and QI Networks. The Grantee has primary responsibility for 

developing, overseeing, and jointly evaluating progress made in completing the CQM three-year and 

annual work plans with HIVPC and community stakeholders. The Grantee and subcontracted CQM 

staff have overall responsibility for analyzing system-wide and subgrantee client-level data to assess 

achievement of clinical outcomes.  

CQM Partners Roles and Responsibilities  

 

 

The 

QMC is the QM arm of the Broward County HIVPC. It is comprised of consumers and providers 

representing various Ryan White and non-Ryan White services and funding streams (e.g., Part A Oral 

Health Care, Part C, Medicaid). The QMC advises the Grantee on clinical performance issues to be 

addressed in the CQM three-year and annual work plans, provides feedback on quarterly, annual, and 

periodic in-depth quality assessments; guides design of system-wide QIPs, and coordinates the QI 

Networks’ activities. The QMC meets monthly and provides detailed reports to the HIVPC on its 

activities and progress towards achieving annual work plan goals. To conduct its work, the QMC 

collaborates with, monitors, and makes recommendations to the QI Networks. The Networks are 

comprised of subgrantees representing all locally funded Ryan White Part A service categories. The 

Networks are charged with reviewing client-level data and designing and implementing QI Projects 

(QIPs) to improve system-wide and agency-specific outcomes. Currently there are five Networks: 

Outpatient Ambulatory Medical Care, Medical Case Management, Mental Health/Substance Abuse, 

Oral Health Care, and the Combined Network which includes representatives of the following: 

Centralized Intake and Eligibility Determination, Food Bank, Pharmacy, and Legal Services as well 

as representatives from Housing Opportunities for People with AIDS (HOPWA) and Part B funded 

Transportation services. The Networks meet on a regular basis (either monthly, every other month, or 

quarterly) to conduct business.   

• Oversight 

• Evaluation 

Grantee 
CQM 
Staff 

• Data 
Analysis 

• Training 

• Networks 

CQM 
Support 

Staff 

• Advise  

• Monitor 
QI 
Network 
Activities 

HIVPC 
QMC 

• Review 
CLD 

• Implement 
QIPs 

• Improve 
Outcomes 

QI 
Network

s 
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The structure of the QI Networks has been changed to promote greater collaboration among 

Networks and ensure Network activities reflect the Comprehensive Plan, three-year QM plan, and 

annual QM Plan goals. In addition, meeting agendas were modified to be outcome oriented and 

advance the development of QIP’s.  

All QM activities are guided by the theme of increased access, adherence, and retention in care. 

During FY 2011-2013, emphasis has been placed specifically on improving retention in care. To that 

end, the EMA selected to participate in the National Quality Center’s (NQC) In+Care Campaign. The 

yearlong campaign began in October 2011 and includes regular reviews of system-wide and client 

level data along with bi-monthly data submissions to NQC. The QI Networks and QMC reviews of 

campaign measures have been essential to developing Network specific QIP’s that focus on retention.  

The EMA conducts ongoing data-driven QI activities to assess how Part A and MAI-funded services 

improve HIV-related health outcomes of HIV+ Broward County residents. These activities include 

annual chart reviews, cost effectiveness and impact evaluations, special population assessments, 

annual on-site monitoring visits, quarterly outcome reports, client satisfaction surveys, and QIPs. 

Client-level, administrative, and utilization data are collected to meet HAB RSR reporting 

requirements, assess HAB clinical performance measures, and measure EMA-specific client-level 

outcomes and indicators. The EMA monitors specific indicators for each funded service category. 

Indicators include HAB Core Clinical Performance Measures, as well as standards of care in the 

service delivery model. RFPs and subgrantee contracts require that all Part A-funded subgrantees 

participate in the EMA’s CQM initiatives. These efforts include, but are not limited to, participation 

in service category-specific QI Networks, chart reviews, and trainings.  

QM activities and infrastructure are continuously assessed in various ways. Monthly review of the 

annual QM work plan goals allows the Grantee and QMC to monitor progress made towards 

achieving these goals. Regular meetings between Grantee and CQM support staff facilitate the 

development and implementation of changes to the QM infrastructure as needed. Grantee and 

subcontracted CQM staff lead the QI Networks in developing, implementing, and evaluating QIPs. 

Network meetings are the venue for identifying and resolving both service category specific and 

system-wide barriers. Network members are comprised of leaders of subgrantee organizations who 

are charged with communicating and implementing the QI activities agreed upon within their 

agencies. Quality priorities, both local and national, are incorporated into Network discussions and 

information on QI activities and priorities is shared with all Networks. For example, all NQC webinar 

and training announcements are shared system-wide to encourage all providers to be knowledgeable 

of, and participate in, the CQM process. Additionally, the EMA has begun a three-year Health 
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Literacy initiative in response to the increased attention, both nationally and locally, to the impact of 

health literacy and cultural competency on health outcomes. To that end, the EMA is the first EMA to 

pilot, with Medical and Medical Case Management providers, AETC’s Operation H.O.P.E.F.U.L 

(Healthy Objectives for People Enjoying Full, Uninterrupted Lives with HIV/AIDS). The project is 

designed to assist providers deliver education and prevention messages to their clients during the 

Medical or Medical Case Management encounter. It is the goal of the EMA to implement the project 

among all core and support services once the pilot phase is evaluated.  

The CQM program is monitored by reviewing and updating the CQM annual plan to refine processes 

and ensure responsiveness to evolving HIV+ Broward residents’ needs, Comprehensive Plan goals, 

and HAB guidelines.  

Process for Tracking Change - Improved Use Of Ryan White Client -Level Data  

CQM data plays a critical role in documenting that services delivered to clients are improving their 

health status. Information gathered through the CQM program as well as client-level health outcomes 

data should be used as part of the EMA planning process and ongoing assessment of progress toward 

achieving program goals and objectives.  It should also be used by the grantee to examine and refine 

services based on outcomes. 

The CQM program’s mission is to ensure high quality services are provided to HIV+ Broward 

residents that meet or exceed HAB’s clinical and other performance measures, through an inclusive 

structure that integrates consumer and provider input. Central components of monitoring and 

evaluating the Comprehensive Plan involve continued and improved use of epidemiological data 

including population-based measures of community viral load, utilization and cost data, Ryan White 

Part A client level data, and measurement of clinical outcomes. The Joint Planning and Joint 

Priorities Committees regularly review epidemiological data and utilization data, respectively. The 

CQM program conducts regular reviews of client level data and clinical outcomes.   

The Grantee funds the Provide Enterprise (PE) system, a web-based, integrated data system, to collect 

client-level demographic and epidemiologic characteristics, intake and eligibility data, detailed 

procedure-level service units, clinical outcomes, and an invoice and payment system. PE features a 

systemwide clinical management alert and reminder system to ensure continuity of care and coordinated 

care management. PE’s highly secure computing environment protects clients’ confidentiality and 

maintains secure client-level records. In anticipation of the RSR, the Grantee transitioned to the PE web-

based version, and offered TA and training to subgrantees to ensure a smooth transition.  
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All funded Part A service categories have established client-level outcomes, indicators, and service 

delivery models that delineate standards of care based on PHS guidelines, HAB performance 

measures, and best practice models. Grantee CQM staff uses PE to generate analyze each subgrantee’s 

Part A and MAI client-level data on a monthly basis. Grantee CQM staff compare the reports with 

established benchmarks for each quality indicator to assess overall achievement of the EMA’s client-

level outcomes. Grantee CQM staff has integrated clinical measures across core services in PE’s design. 

This approach has allowed for automation and streamlining of data entry, reporting, and analysis of 

compliance with PHS standards, HAB performance measures, and client-level outcomes and indicators. 

Desktop reviews are conducted to capture real time data entry strengths and weaknesses and identify 

areas for system and subgrantee-level improvement. Grantee CQM staff provides ongoing TA and 

capacity building to subgrantees to assist in data collection and analysis, reporting, and operations to 

improve performance. Grantee staff conducts annual site visits and reviews quarterly subgrantee reports 

to monitor compliance with established benchmarks. Findings elicited through this comprehensive 

process are shared with the HIVPC QMC and the QI Networks to address collaboratively areas of 

weakness and improve service delivery. 

The EMA monitors specific indicators for each funded service. Indicators include HAB core clinical 

performance measures, as well as standards of care in the SDM. The HAB measures not included in 

the RSR (lipid screening, gonorrhea screening, hepatitis, alcohol counseling, influenza vaccination, 

MAC prophylaxis, pneumococcal vaccination, tobacco cessation counseling, and toxoplasma 

screening) are included in the EMA’s service delivery model as standards of care, are tracked by 

subgrantees, and are monitored by the Grantee and CQM support staff. MCM standards include HAB 

performance measures, and measures adapted from NASW. The Grantee monitors subgrantees’ 

compliance with standards through PE and chart reviews. Client-level outcomes and indicators 

measuring improvement in a client’s condition are captured in PE.  

Core Clinical Performance Measures For Adults And Adolescents: Group 1 

Indicator How Measured 

 ART Pregnant Women Percentage of pregnant women prescribed antiretroviral therapy (ART) 

CD4 T-Cell Count Percentage of clients who had two or more CD4 T-cell counts performed in measurement year 

Antiretroviral Therapy Percentage of clients with AIDS who were prescribed ART 

Medical Visits Percentage of clients with 2 or more medical visits in an HIV care setting in measurement year 

PCP Prophylaxis Percentage of clients with a CD4 count below 200 cells/µ who prescribed PCP prophylaxis 

Viral Load Monitoring Percentage of patients with VL test performed at least every 6 months during measurement year 

Viral Load Suppression Percentage of patients with VL below <200 copies/mL at last test during measurement year 
 

Core Clinical Performance Measures for Adults and Adolescents: Group 2 

Indicator How Measured 

Adherence: Assessment 

and Counseling 

Percentage of clients on ARVs assessed and counseled for adherence 2 or more times in 

measurement year 

Cervical Cancer Screen Percentage of women who had a Papanicolaou screening in the measurement year 
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Hepatitis B Vaccination Percentage of clients who completed the vaccination series for hepatitis B 

Hepatitis B Screening Percentage of patients, regardless of age, for whom Hepatitis B screening was performed at 

least once since diagnosis of HIV or for whom there is documented infection or immunity 

Hepatitis C Screening Percentage of clients for whom hepatitis C screening was performed at least once since the 

diagnosis of HIV infection 

HIV Risk Counseling Percentage of clients who received HIV risk counseling within the measurement year 

Lipid Screening Percentage of clients on ART who had a fasting lipid panel in the measurement year 

Oral Examination Percentage of clients withan oral exam by a dentist at least once in measurement year 

Syphilis Screening Percentage of adult clients who had a test for syphilis performed in the measurement year 

Tuberculosis Screening Percentage of clients who received testing with results documented for latent TB infection 

since HIV diagnosis 
 

 

 

 

Core Clinical Performance Measures for Adults and Adolescents: Group 3 

Indicator How Measured 

Chlamydia Screening Percentage of clients with HIV infection at risk of sexually transmitted infections who 

had a test for chlamydia in the measurement year 

Gonorrhea Screening Percentage of clients at risk of  STIs who had a test for gonorrhea in measurement year 

Hepatitis/HIV Alcohol 

Counseling 

Percentage of clients hepatitis B or hepatitis C infection who received alcohol 

counseling in the measurement year 

Influenza Vaccination Percentage of clients who have received influenza vaccination in measurement period 

MAC Prophylaxis Percentage of clients with CD4 <50 cells/µL who were prescribed Mycobacterium 

avium complex prophylaxis in the measurement year 

Mental Health Screening Percentage of new clients who have had a mental health screening 

Pneumococcal Vaccination Percentage of clients with HIV infection who ever received pneumococcal vaccine 

Substance Use Screening Percentage of new clients with HIV infection who have been screened for substance use 

(alcohol & drugs) in the measurement year 

Tobacco Cessation Counseling Percentage of clients with tobacco cessation counseling within year 

Toxoplasma Screening Percentage of clients with Toxo screening at least once since HIV diagnosis 

 

Oral health Performance Measures for Adults and Adolescents 

Indicator How Measured 

Dental and Medical 

History 

Percentage patients with a dental and medical health history (initial or updated) at least 

once in measurement year 

Dental Treatment Plan Percentage of patients who had a dental treatment plan developed or updated at least once 

in measurement year 

Oral Health Education Percentage of oral health patients who received oral health education at least once in 

measurement year 

Periodontal Screening or 

Examination 

Percentage of oral health patients who had a periodontal screen or examination at least once 

in measurement year 

Phase 1 Treatment Plan 

Completion 

Percentage of HIV-infected oral health patients with a Phase 1 treatment plan that is 

completed within 12 months 

 

To improve client level data analysis, the QMC chose to conduct an in-depth review of the Broward 

County client-level outcomes and indicators. A central aspect of this review and revision process is 

ensuring all service categories are measured by their impact on reinforcing and improving retention in 

medical care. In addition, the EMA’s participation in the In+Care Campaign required the 

programming of the campaign’s four retention measures (Gap Measure, Medical Visit Frequency, 

http://www.aidsetc.org/pdf/p07-cg/habGrp2PMs08-6.pdf
http://www.aidsetc.org/pdf/p07-cg/habGrp2PMs08-9.pdf
http://www.aidsetc.org/pdf/p07-cg/PMgroup3-1.pdf
http://www.aidsetc.org/pdf/p07-cg/PMgroup3-2.pdf
http://www.aidsetc.org/pdf/p07-cg/PMgroup3-4.pdf
http://www.aidsetc.org/pdf/p07-cg/PMgroup3-4.pdf
http://www.aidsetc.org/pdf/p07-cg/PMgroup3-5.pdf
http://www.aidsetc.org/pdf/p07-cg/PMgroup3-6.pdf
http://www.aidsetc.org/pdf/p07-cg/PMgroup3-7.pdf
http://www.aidsetc.org/pdf/p07-cg/PMgroup3-8.pdf
http://www.aidsetc.org/pdf/p07-cg/habpmsoralhealth-1.pdf
http://www.aidsetc.org/pdf/p07-cg/habpmsoralhealth-1.pdf
http://www.aidsetc.org/pdf/p07-cg/habpmsoralhealth-2.pdf
http://www.aidsetc.org/pdf/p07-cg/habpmsoralhealth-3.pdf
http://www.aidsetc.org/pdf/p07-cg/habpmsoralhealth-4.pdf
http://www.aidsetc.org/pdf/p07-cg/habpmsoralhealth-4.pdf
http://www.aidsetc.org/pdf/p07-cg/habpmsoralhealth-5.pdf
http://www.aidsetc.org/pdf/p07-cg/habpmsoralhealth-5.pdf
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Patients Newly Enrolled In Medical Care, and Viral Load Suppression) in PE. The measures allow 

the EMA to report aggregate, system-wide, results to NQC as well as generate client-level reports per 

measure. The EMA is in the process of programming the four measures per core and support service 

category to identify specific barriers and promote the EMA’s goal of including all service categories 

in retention efforts.  

Use of Data in Monitoring Service Utilization  

Grantee and CQM staff align service utilization, clinical performance, clients’ demographics, and 

billing data by individual subgrantees to assess the EMA’s systemwide quality and performance to 

identify and address areas of QI. The HIVPC uses QM data in the priority setting and resource 

allocation process. Service utilization, tracked through PE (the Part A/MAI billing system), is 

reported quarterly to the Joint Priorities Committee.  In addition, the Grantee tracks the percentage of 

Part A funds that serve specific racial/ethnic minorities and analyzes service utilization data for 

possible discrepancies, which are reported to the Joint Priorities Committee for consideration during 

allocations and “sweeps.” Utilization per specific special population (e.g., transgender) may be 

generated as needed to assist in the prioritization process. QM data play a critical role in identifying 

service needs and gaps, as well as ensuring delivery of high quality services to clients. The Joint 

Priorities Committee and HIVPC request, as needed, to review PE QM data, quarterly outcome 

reports, annual on-site visits, and client satisfaction surveys to prioritize services and allocate 

resources.  

Along with service utilization and client satisfaction, the EMA also considers unmet need and service 

gaps and the capacity to address them. The HIVPC has commissioned ongoing population 

assessments since 2003 to further understand and respond to the needs of special populations. The 

assessments identify barriers in accessing medical care, social, cultural, and economic factors 

influencing retention in OAMC and provide recommendations for the consideration of the Grantee 

and the HIVPC. The Grantee has jointly planned with the Part B and HOPWA grantees to conduct 

the countywide HIV+ Broward resident survey. The results were integrated into HIVPC planning and 

priority setting.  

Measurement of Clinical Outcomes   

All funded Part A service categories have established client-level outcomes, indicators, and service 

delivery models that delineate standards of care based on PHS guidelines, HAB performance 

measures, and best practice models. The EMA has implemented specific activities to assess the 

quality of services by Part A-funded subgrantees and individual providers, including activities to 
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ensure clinical practices adhere to PHS guidelines and adhere to the EMA’s established standards of 

care. The CQM program uses PE client-level data and abstracted chart review data to assess 

subgrantees’ clinical performance and adherence to HAB and Grantee measures, identify areas of 

needed performance improvement, and evaluate adherence to the Grantee’s QM contract 

requirements. Grantee staff prepares subgrantee and aggregate systemwide data to improve 

subgrantee and systems’ outcomes. Grantee staff generates quarterly subgrantee reports, and 

distributes summaries to QI Networks to ensure performance is improved. FL/Caribbean AETC and 

other consultants conduct periodic chart reviews focusing on specific areas of clinical improvement, 

with the results disseminated to subgrantees and QI Networks to design QIPs. Subcontracted CQM 

staff disseminates aggregate reports, summaries of peer-reviewed articles and best practices, and 

assists in the design and implementation of QIPs. Annually, the Grantee funds an in-depth assessment 

of a service category to ensure high quality, cost-effective, and accessible services are delivered.  

HAB core clinical performance measures, as well as locally developed outcomes and indicators, are 

programmed into PE. The OAMC Service Delivery Model (SDM) incorporates both the HAB 

measures and local outcomes and indicators. The measures are reviewed quarterly and results inform 

the development of QIPs. For example, the Medical QI Network has undertaken the development of a 

QIP to improve cervical screening rates following a review of the screening rates in PE. The QIP 

stages include: 1) resolving data integrity issues, 2) identifying demographic and other trends among 

those clients who are not screened annually, 3) developing strategies to promote screenings and 

improve screening rates and overall health outcomes.  

The EMA ensures continuously adapting performance measurement to changes in care and treatment 

guidelines. The SDMs, which include each service category’s standards of care, are modified as 

needed to adapt to changing care and treatment guidelines as well as local priorities. For example, the 

medical standards for initiating HAART were changed to align with the revised HHS guidelines 

(HAART initiation recommended at CD4 <500 instead of CD4 <350). Additionally, in response to 

local and national attention to the importance of providing culturally appropriate treatment to 

transgender clients, the OAMC Network added specific language to the SDM addressing these needs.  

The Grantee initiated PE to collect RSR and HAB clinical performance measurement data. All 

subgrantees submit client-level data directly to PE or export data from electronic health records into 

PE. All subgrantees received training prior to the initial and subsequent RSR submissions. 

Subgrantees have direct access to assistance from the PE vendor helpdesk. The Grantee and PE staff 

works with subgrantees to improve this process even further, including building interfaces between 

PE, CAREWare, and the FL Medicaid Program. The Medicaid interface has been particularly helpful 
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in ensuring that the CIED and Part A-funded providers comply with HAB’s payer of last resort 

policy, by linking automatically to Medicaid using clients’ Social Security number to determine if 

clients are enrolled and their Medicaid numbers. PE was updated to include client-specific alerts 

aimed at integrating QM measures with retention and adherence efforts for front-line workers’ 

operations. PE alerts facilitate a collaborative systemwide approach that ensures efforts are taken to 

assist patients meet their health outcomes. To expedite clients’ PAP applications, PE was modified to 

include online PAP applications.  

As indicated earlier, the Comprehensive Plan serves as the roadmap to guide HIV care and treatment 

in the Broward County EMA over the course of the next three years. The Plan acknowledges the need 

for adaptability to respond to changes in funding and priorities, the state of the epidemic, and barriers 

and challenges identified throughout the monitoring process. The Plan reflects the EMA’s successes 

and challenges thus far, its future goals, and its commitment to continuous evaluation of its success in 

achieving these goals within a changing healthcare landscape. 
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ACRONYMS 

 
ACA Affordable Care Act 2010 (Patient Protection) 

ADAP AIDS Drug Assistance Program 

AETC AIDS Education and Training Center 

AHCA  Agency for Health Care Administration 

AICP AIDS Insurance Continuation Program 

AIDS Acquired Immunodeficiency Syndrome  

APA AIDS Pharmaceutical Assistance  

ARV Antiretroviral  

ASO AIDS Service Organization 

 

 
BARC Broward Addiction Recovery Center 

BCBC Broward County Board of Commissioners 

BCHD Broward County Health Department  

BHP Bureau of Health Professions 

BIGA Broward is Greater than AIDS 

BLS  Bureau of Labor Statistics  

BOHA Bureau of HIV/AIDS (Florida Department of Health) 

BRHPC Broward Regional Health Planning Council 

BSO Broward Sheriff Office 

 

 
CBO Community-Based Organization 

CCB Coordinating Council of Broward 

CD4 A type of lymphocyte (white blood cell) 

CDC Centers for Disease Control (and Prevention) 

CDTC Children's Diagnostic and Treatment Center 

CEO Chief Executive Officer 

CHC Community Health Center 

CIED Centralized Intake Eligibility Determination 

CLAS Culturally and Linguistically Appropriate Services 

CMS Centers for Medicare/Medicaid Services 

CLD Client level data 

CQA Clinical quality assurance 

CTS Counseling and testing site 

CQI Continuous quality improvement 
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DCF Department of Children and Families 

DEA Drug Enforcement Agency 

DIS Disease Intervention Specialist 

DOC Department of Corrections 

DOH Department of Health 

DOT Directly Observed Therapy 

  

 
ED Emergency Department 

EHARS Enhanced HIV/AIDS Reporting System 

EIIHA Early Intervention of Individuals living with HIV/AIDS 

EIS Early intervention service 

ELR Electronic lab reporting  

EMA Eligible Metropolitan Area 

EPI Epidemiology 

 

 
FCAETC Florida/Caribbean AIDS Education and Training Center 

FDOC Florida Department of Corrections 

FDOH Florida Department of Health 

FHAAN Florida HIV/AIDS Advocacy Network 

FIMR Fetal Infant Mortality Review 

FL Florida 

FPL Federal Poverty Level 

FQHC Federally Qualified Health Center 

FTE Full Time Equivalent 

FY Fiscal Year 

 

 
HAB HIV/AIDS Bureau 

HAART Highly Active Antiretroviral Therapy 

HARS HIV/AIDS Reporting System  

HCBS Home and Community Based Services 

HCS Healthcare Services 

HMSM Hispanic Men who have Sex with Men 

HUD Housing and Urban Development (US Dept. of) 

 

  
IDU Injection Drug User 

Incidence The rate of occurrence  
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JLP Jail Linkage Program 

 

  
KFF Kaiser Family Foundation 

 

  
LIS Low Income Subsidy 

LTC Linkage to Care 

 

 
MAI Minority AIDS Initiative 

MCM Medical Case Management 

MCO Managed Care Organization  

MOU Memorandum of Understanding 

MSA Metropolitan Statistical Area 

MSM Men who have Sex with Men 

MUA Medically Underserved Area 

MUP Medically Underserved Populations 

 

 
NASTAD            National Alliance of State and Territorial AIDS Directors 

 

 
PCIP                   Pre-existing Conditions Insurance Plan 

PCPG Patient Care Planning Group 

PPG Prevention Planning Group 

PREP                  Personal Responsibility Education Program 

Prevalence The condition of being widespread 

 

 
QA Quality Assurance 

QI Quality Improvement 

QIP Quality Improvement Project 

QM Quality Management 
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RARE  Rapid Assessment Response Evaluation  

 

 
SA Substance Abuse 

SCHIP               State Children’s Health Insurance Program 

SCSN Statewide Coordinated Statement of Need  

SDM Service Delivery Model    

SOAR SSI/SSDI Outreach, Access and Recovery 

SPMI                 Severe and Persistent Mental Illness 

SPNS                Special Projects of National Significance 

SSA                    Social Security Administration 

SSI                     Supplemental Security Income 

STI                     Sexually Transmitted Infection 

Epidemic Disease affecting many persons 

 

 
TA Technical Assistance 

TANF Temporary Assistance to Needy Family 

TB Tuberculosis 

TOT Training of Trainers 

TROOP True Out of Pocket 

 

 
VA Veterans Administration 

Viral Load         The number of 'copies' of HIV's genetic material (RNA) per milliliter (copies/ml) 

 

 
WICY Women Infants Children Youth 

WMSM White Men who have Sex with Men 

 

 
ZIP  Zone Improvement Plan Code 
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For Questions or Comments Please Contact: 

 
 

Michele Rosiere 

Division Director 

(954) 561-9681 Ext. 1247 

mrosiere@brhpc.org 

 

 

Ariela Eshel 

Quality Improvement/Technical Assistance Manager  

(954) 561-9681 Ext. 1250 

aeshel@brhpc.org 
   


