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PRIMARY CARE AND HIV/AIDS 

Clinical care for people living with HIV/AIDS (PLWHA) is about much more than 
managing antiretroviral therapy (ART) and addressing its side effects. The out-
patient medical needs of PLWHA are complex and can be best addressed in the 
broad context of comprehensive primary care. 

The advent of ART set a high bar in the treatment of HIV/AIDS. It is surpassed 
only by comprehensive primary care that includes ART, which is now the gold 
standard for addressing the needs of PLWHA. This standard is being met in clin-
ics across America, where interdisciplinary teams are addressing HIV/AIDS in 
the context of primary care for the whole person. Primary care for underserved 
PLWHA is not new to the Ryan White HIV/AIDS Program, but today a variety 
of initiatives are increasing its availability. The result is patients living longer, 
healthier lives.

WHAT IS PRIMARY CARE?
No consensus exists on the definition of primary care. Some definitions delin-
eate types of services; some focus on who provides services and where; and 
some outline broad concepts, staying away from the specifics of primary care 
services. The American Academy of Family Physicians’ definition of primary care 
is a useful example:

Primary care is that care provided by physicians specifically trained for 
and skilled in comprehensive first contact and continuing care for per-
sons with any undiagnosed sign, symptom, or health concern (the “undif-
ferentiated” patient) not limited by problem origin (biological, behavioral, 
or social), organ system, or diagnosis.

Primary care includes health promotion, disease prevention, health main-
tenance, counseling, patient education, diagnosis and treatment of acute 
and chronic illnesses in a variety of health care settings (e.g., office, inpatient, 
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critical care, long-term care, home care, day care, 
etc.). Primary care is performed and managed by a 
personal physician often collaborating with other 
health professionals, and utilizing consultation or 
referral as appropriate.1

Definitions are simply guides, however. Primary care, 
at root, is a philosophy, and the services offered and 
the way in which they are offered should be modified 
and adapted to reflect the needs of individual patients 
as well as the needs of the local patient population. In 
the context of the Ryan White HIV/AIDS Program, the 
scope of primary care services may differ from site to 
site because of differences in patient needs, provider 
capacity, funding, or availability of other primary care 
resources in the community. 

Effective primary care programs for PLWHA share 
the following characteristics:

•	 Clinics	offer	a	nonjudgmental,	supportive	envi-
ronment because of the sensitive nature of issues 
that must be discussed.

•	 Clinics	use	a	multidisciplinary	approach	relying	
on the special skills of nurses, pharmacists, nutri-
tionists, social workers, and case managers to 
help physicians address patients’ needs regarding 
housing, insurance, mental health and substance 
abuse treatment, and other supportive services. 

•	 Providers	and	other	clinic	staff	are	prepared	to	con-
duct appropriate interventions and make timely 
referrals to community resources and institutions.

•	 Primary	care	providers	coordinate	care	and	main-
tains close communication among providers 
across disciplines.

•	 Individual	office	visits	are	long	enough	to	allow	a	
thorough evaluation.

•	 Providers	see	patients	frequently	for	good	continu-
ity of care, and clinic scheduling is flexible so that 
patients	with	acute	problems	can	be	seen	quickly.

•	 A	range	of	medical	resources,	including	providers	
with subspecialties and laboratory expertise, are 
in place.

•	 Patient	education	is	a	vital	aspect	of	care	that	
begins during the initial evaluation and continues 
throughout the course of care.2

PRIMARY CARE: AN EVOLUTION  
OF OPPORTUNITY
Since the first HIV antibody tests were developed 
in 1985, primary care settings have offered great 
promise for identifying PLWHA.3 Too often, however, 
HIV screening and testing have not been offered to 
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patients because those services have been viewed as outside 
the context of primary care. Over time, government agencies, 
advocates, and communities have worked with primary care 
providers to increase access to HIV screening and testing. 
Today, with 50,000 new HIV infections occurring each year,4,5 
the primary care setting provides more opportunity than ever 
for reaching people who are unaware of their status. As Cheryl 
Modica of the National Association of Community Health 
Centers explains, “Screening for HIV should be as routine as 
testing for cholesterol and blood sugar.”6

For PLWHA, the primary care environment has much to offer. 
Many HIV-infected persons are treated by primary care provid-
ers; specialists are brought in only for complex cases. Pill burden 
has been dramatically reduced: Two “one pill, once a day” HIV 
treatment regimens are now available, new drugs have fewer 
side effects than their predecessors, and people starting HIV 
medications or switching medications have many options. 

Primary care teams working in a coordinated fashion can 
greatly improve the lives of PLWHA by effectively treating HIV 
disease simultaneously with other medical conditions. Without 
the benefit of a primary care team working from a “home base,” 
many PLWHA are left to coordinate multiple drugs for co- 
existing conditions on their own. HIV drugs may interact with 
other	medications	and,	consequently,	may	increase	side	effects;	
toxicity; or treatment failure, when drugs stop working because 
an interaction has lowered the amount of one—or both 
drugs—in the bloodstream.7 Side effects from drug levels that 
are too high can lead to treatment discontinuation, whereas 
when drug levels are too low, resistance can develop, mean-
ing that a single drug—or an entire family of drugs—may stop 
working. For example, some statin drugs, which lower choles-
terol, may interact with HIV protease inhibitors, and some HIV 
protease inhibitors increase lipids.8 Even inhaled steroids used 
to treat asthma can have a potentially fatal interaction with rito-
navir, a drug commonly used in small doses with HIV protease 
inhibitors to boost drug levels.9 Having a provider who stays on 
top of these complex medication issues is crucial. 

 Although highly active antiretroviral therapy (HAART) has 
dramatically altered the prognosis for HIV disease, late presenta-
tion for treatment and prolonged immunosuppression increase 
the risk of cancers related (as well as those typically unrelated) 
to AIDS, end-stage liver disease, and infections.10,11 Clearly, com-
prehensive primary care obtained early in disease course can 
be life saving and life extending for PLWHA. The Ryan White HIV/
AIDS Program has created such a primary care infrastructure, 
and many provider sites now act as “one-stop shops.” This struc-
ture provides clients easy access to a full continuum of primary 
care all in one place, and it facilitates long-term retention in care, 
adherence to treatment, and improved health outcomes.

AN AGING POPULATION OF PLWHA
Twenty years ago, when the life expectancy for PLWHA was 
much shorter than it is today, providers rarely saw PLWHA with 
primary care needs associated with aging. In the pre-HAART 

era, treatments offered comparatively short-term promise. 
Care teams and PLWHA worked together to slow disease 
progression, fight opportunistic infections, and control symp-
toms as best they could. A great deal of attention was given 
to addressing basic human needs and, as disease progressed, 
providing palliative care. Because HIV disease progression was 
much more rapid, the range of primary care services needed 
by PLWHA was not as broad as it is today.

When introduced in 1995, HAART ushered in a new era of 
hope, and clinicians switched their focus from short-term and 
palliative care to learning to navigate HAART, address its side 
effects, and support adherence. With increases in funding and 
research, the HIV/AIDS clinical setting emerged as a key venue 
for HIV/AIDS treatment. Providers’ capacity to manage the dis-
ease has been improving ever since.

The	quantum	leap	in	HIV/AIDS	treatment	over	the	past	16	
years has been matched by the enormous success of the Ryan 
White HIV/AIDS Program in ensuring that underserved popu-
lations have access to treatment. The results are decreased 
mortality and longer, healthier lives. This enormous progress, 
however, has not mitigated the need for outpatient medi-

cal services among underserved PLWHA. In fact, the need for 
primary care services has increased, reflecting the benefits 
of controlled HIV disease: reduced acute care needs and the 
most wondrous blessing of all—time. 

For hundreds of thousands of PLWHA, HAART has brought 
improved health and well-being along with the chance for 
a fuller, more meaningful life. As a result, the population of 
PLWHA who are older adults has increased. In 2008, for exam-
ple, 44 percent of Ryan White HIV/AIDS Program clients were 
45 to 64 years old, a 15 percent increase since 2002. The demo-
graphics of Ryan White clients mirror the current U.S. epi-
demic: 50 percent of PLWHA will be age 50 or older by 2015.12

Age often brings health problems, such as hypertension, 
heart disease, cancer, type 2 diabetes, arthritis, and increased 
risk for a multitude of other conditions. Meanwhile, PLWHA 
still	experience	high	rates	of	comorbidities	that	require	coor-
dinated care from a team of providers. In addition, HIV medica-
tions	themselves	are	linked	with	various	side	effects	requiring	
attention, including abnormally high cholesterol and triglycer-
ides and insulin resistance, a prediabetic condition.13,14 Finally, 
HIV/AIDS remains a disease that strikes disproportionately 
among the poor and medically underserved—people who 
suffer higher rates of a host of diseases. But whether a PLWHA 
is young or old, rich or poor, he or she needs a place, in the 
medical sense, to call home. 

Primary care teams working in a coordinated 
fashion can greatly improve the lives of 
PLWHA by effectively treating HIV disease 
simultaneously with other medical conditions. 
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HOME: MORE THAN WHERE THE HAART IS
Inconsistent access to primary care contributes to PLWHA’s lack 
of awareness of their HIV status. The CDC estimates that 21 per-
cent of HIV-infected persons are unaware that they are positive.15 
This group often presents for care late in disease progression: 
An estimated 35 to 45 percent of people with newly diagnosed 
HIV infection develop AIDS within 1 year after diagnosis.16

The concept of a medical home, also known as the advanced 
primary care model, “is emerging as a leading model for effi-
cient	management	and	delivery	of	quality	care,”	according	to	
the U.S. Department of Health and Human Services.17 A medical 
home involves a team of providers led by a personal physician 
who serves as the patient’s primary point of contact and care 
coordinator.17 The team takes a patient-centered approach to 
care and focuses on the medical needs of the patient in the 
context of his or her life.  The medical home model emphasizes 
coordinated care and prevention and attends to the patient’s 
emotional and other needs in addition to medical problems.18

Medically underserved populations traditionally suffer 
high rates of other diseases and conditions, many of which 
are entirely preventable or treatable, in part because of lack 
of access to care. The relationship between undiagnosed and 
untreated disease and poor access to primary care under-

scores the importance of having a medical home. Medical 
homes provide a coordinated, comprehensive approach to 
the interdependent medical needs of patients with chronic 
diseases, including HIV/AIDS. 

Most people associated with the Ryan White HIV/AIDS 
Program would observe that providers funded through the 
program are already using this approach. Michael Saag, pro-
fessor of medicine and director of the Alabama Center for 
AIDS Research in Birmingham, concurs: “An unintended, but 
extremely	positive	consequence	of	the	Ryan	White	[HIV/AIDS	
Program],” he writes in The AIDS Reader, “has been the estab-
lishment of the comprehensive delivery of multiple services 
for patients with a complex disease.” He adds, “Comprehensive, 
highly coordinated primary care and psychosocial services are 
routinely provided at most Ryan White–funded clinics.”19

PLWHA need better access to the kind of routine primary 
care services that Saag describes. But how can cash- and time-
strapped providers, both within and outside the Ryan White 
HIV/AIDS Program community, build and maintain primary 
care systems in the context of growing demand in terms of 
both the number of PLWHA who need primary care and the 
depth	of	services	required?

These	questions	have	no	easy	answers.	What	is	clear,	how-
ever, is that lifelong comprehensive primary care is critical 

to address many of America’s health problems. Although 
tension exists between creating greater access to primary 
care and controlling health care costs, there is no doubt 
whatsoever in the value of ongoing primary care as it relates 
to preventing, diagnosing, and treating chronic disease. 
Comprehensive primary care clearly stands to benefit PLWHA 
who are unaware of their status; through regular access to 
primary care, they are more likely to encounter appropriate 
prevention and testing services for a variety of treatable con-
ditions, including HIV infection. 

PATH: A PROVIDER BUILDS A RESPONSE
The Brooklyn Hospital Center’s Program for AIDS Treatment 
and Health (PATH) provides comprehensive primary care ser-
vices for 1,370 HIV-positive primary care patients. PATH has two 
one-stop-shop locations with state-of-the-art HIV medical and 
psychosocial care for adults, children, teens, and families. “We try 
to manage all of the patient’s medical issues as well as their HIV/
AIDS,” says Leonard Berkowitz, PATH’s medical director. 

“PATH patients are not referred out for management of 
hepatitis B or C infection, and we also treat chronic conditions 
such as diabetes, hypertension, and hyperlipidemias. We have 
access to experts in all specialties at The Brooklyn Hospital 
Center	 for	 highly	 complex	 cases	 where	 referral	 is	 required,”	
explains Berkowitz. PATH also provides treatment for common 
acute conditions, such as upper respiratory infections. The 
consolidation of primary care services has a vigorous health 
maintenance component, including yearly tuberculosis test-
ing, annual pelvic and Pap smears, influenza vaccines, and den-
tal and eye care. Treatment and care are provided by a large 
multidisciplinary team that includes an attending physician, 
nurse practitioners, a nurse–midwife, a psychiatrist, medical 
residents, and an American Association of HIV Medicine– 
certified graduate fellow.

Located in Brooklyn, New York, PATH’s client base is more 
diverse than in many clinics. The center serves African-
Americans, Caribbean-Americans, Asians, Arabs, Latinos, and 
Whites, and the staff reflects those demographics. PATH’s 
patients embody characteristics that are reflected in clinics 
across America: a steady flow of newly diagnosed young and 
middle-aged patients and an aging client base with high rates 
of comorbidities and a high level of need for HIV and primary 
care services.

“We have a large number of patients who are over age 
60, including many over 70 and two over 80,” says Berkowitz. 
“Primary care visits have become increasingly complex over 
the past 5 years,” he observes, not only as a result of aging cli-
ents and related comorbidities, “but also related to the very 
high rates of psychiatric illness and substance abuse in the 
more recently infected patients.”

Patients receive a complete comprehensive physical annu-
ally, but “routine and follow-up visits have become so exten-
sive they are almost as detailed as the annual physical,” says 
Berkowitz. Those visits include: an interval medical history; 

There is no doubt whatsoever in the value of 
ongoing primary care as it relates to preventing, 
diagnosing, and treating chronic disease. 
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discussion of new issues; complete medications and adher-
ence review; substance abuse review (including tobacco use 
and on-site smoking cessation counseling); mental health 
screening; physical examination; nutritional assessment and 
counseling; safer sex and prevention counseling; and manage-
ment of ongoing medical conditions.

The scope of these visits reflects the significant need for 
primary care services among PLWHA. The multiple needs of 
PATH patients increase the need for more personnel, longer 
clinic hours, and greater funding. Despite these pressures, the 
PATH’s commitment to providing onsite comprehensive pri-
mary care is unwavering.

In addition to general clinic services, the PATH Center’s 
Family Program has provided comprehensive care for HIV-
positive women and their families through a one-stop-shop 
model for the past 8 years. Although the number of HIV-
positive newborns has dramatically decreased—only two 
have been born in the past 8 years—those who were born HIV 
positive years ago are now adolescents and young adults. To 
address health care and risk reduction needs among this pop-
ulation, PATH now emphasizes young adult and women’s care, 
allowing the center to more readily direct funds to engaging 
youth ages 13 to 24. In this way, the PATH Center, like the Ryan 
White HIV/AIDS Program itself, has been able to continuously 
adapt as HIV and patient needs warrant.

By any measure, the PATH Center has been enormously suc-
cessful in creating the comprehensive primary care program 
that PLWHA—indeed, all people—need. Berkowitz cites team-
work as the single most essential component of the center’s 
success, and he notes that collaboration among all staff is the 
key to helping patients stay in care and adhere to treatment. 
Berkowitz stresses the integral role of case managers in help-
ing patients overcome the many barriers that can impede 
their access to primary care and the involvement of peers 
in assisting with patient engagement. He also enthusiasti-
cally references the role of the center’s clinical pharmacist in 
enhancing all aspects of care at the PATH Center: “Our phar-
macist is extraordinarily dedicated and gifted and has begun 
aggressive programs of medication reconciliation, smoking 
cessation counseling, diabetes education, and more.”  

CONSUMER ORIENTATION LEADS TO  
EXPLOSIVE GROWTH
The high number of undiagnosed HIV infections and of 
PLWHA not receiving regular care are ongoing challenges for 
service providers.15 The story of the Harris County Hospital 
District (HCHD) in Houston, Texas, is one of an organization 
helping people overcome barriers to diagnosis and care and, 
in the process, experiencing extraordinary growth.

HCHD has built a welcoming primary care environment for 
more than 5,000 PLWHA. It is the Nation’s fifth-largest public 
metropolitan health system, consisting of three hospitals, 13 
community health centers (CHCs), and many school-based 
health clinics. It manages diverse funding streams to offer 

comprehensive services to PLWHA. HCHD receives about 50 
percent of its total funding from the county; it also receives 
funding from the Ryan White HIV/AIDS Program Parts A, C, and 
D. HCHD offers its primary care services to PLWHA primarily at 
two sites: Northwest Health Center and Thomas Street Health 
Center, which first received Ryan White HIV/AIDS Program 
funding in 1991 and is one of the Nation’s oldest AIDS service 
organizations. 

Pete Rodriguez, director of HIV services at HCHD, explains, 
“We had approximately 750 new HIV primary care patients in 
2009 and over 900 in 2010. They come because we treat the 
whole patient and their HIV, and we do it in a single location. 
Patients	do	not	want	disjointed	primary	care.”

Several factors emerge as key to the success of the orga-
nization in engaging PLWHA in primary care and addressing 
their needs:

•	 HIV	testing	at	the	hospital	and	its	clinics	has	grown	from	
approximately 39,000 tests in 2009 to 57,000 tests in 
2010 as HCHD works towards increasing the routiniza-
tion of HIV screening.

•	 Relationships	with	hospitals	and	social	service	organi-
zations have been strengthened, thanks in part to the 
organization’s Service Linkage Workers, who provide 
patient needs assessments and support for doctor visits 
when PLWHA are referred to providers outside the HCHD 
system. In addition, Memorial Hermann Health Systems, 
the largest private provider of health care in the area, is 
able to link uninsured HIV patients directly into HCHD’s 
county system, thereby ensuring continuity of care. 
Patient retention rates are at 80 percent.

•	 Strong	affiliations	with	local	universities	and	private	
physicians, as well as staffing of faculty and residents, has 
helped position HCHD to address the increased patient 
numbers. This structure has helped create specialty clin-
ics within HCHD, such as clinics for hepatitis C–HIV coin-
fected patients as well as clinics for HIV-positive women 
and adolescents.

•	 In	2010,	HCHD’s	infectious	diseases	team	started	the	
HIV/AIDS Transition Service to identify all inpatients 
with HIV within HCHD hospitals. Team members visited 
those patients to ensure their awareness of HCHD’s HIV 
services and to assist with keeping appointments within 
the hospital system. For PLWHA who receive care outside 
the HCHD system, the HIV/AIDS Transition Service team 
notify their providers that their client is in hospital care.

“HCHD has a very strong patient advisory council that meets 
monthly,” says Rodriguez, “and patients volunteer at the clinic.” 
Patients are also involved in keeping people in care. For example, 
every new HIV patient is assigned a peer mentor, an approach 
that reduces no-show rates and supports retention in care.

As a public health entity comprising a network of orga-
nizations, HCHD brings many advantages to the field of 



6

primary care for PLWHA, according to Nancy Miertschin, 
project	 manager,	 HIV	 Services	 Department	 of	 HCHD.	 “We	
started out as a health care organization,” she explains, “and 
that in itself has made us able to be more comprehensive 
than other medical services providers that started out as 
community-based organizations.” 

But there have been disadvantages for the public health 
department, too, Miertschin recalls. “For a long time, we had 
the reputation of being part of the public system—the place 
that you go if you can’t pay to go anywhere else—and all the 
negative connotations that that brings.” The organization also 
had the reputation of being overly bureaucratic and often 
short on consumer orientation, Miertschin observes. “Our 
facilities were ugly and beat-up,” adds Rodriguez, “and nobody 
wanted to come. We weren’t well organized, and an appoint-
ment was an all-day affair. We’ve made a very conscious effort 
to turn that around.” Today’s patient advisory council, stream-
lined	 one-stop-shop	 services,	 and	 improved	 quality	 of	 care	
attest to that hard work. 

If the story of HCHD is one of explosive growth, it is also 
one of putting the many pieces together that are necessary 
for building a thriving comprehensive primary care program 
for	PLWHA.	If	one	surveys	the	literature	on	what	is	required	to	
construct a comprehensive primary care program for PLWHA 
in 2011 and beyond, HCHD has all the pieces in place.

RURAL MODEL
Compared with large urban areas, delivering HIV primary care 
in a rural setting brings with it a slew of additional challenges. 
Just ask Donna Sweet, primary care provider, founder of the 
HIV Clinic of the University of Kansas School of Medicine–
Wichita Medical Practice Association, and professor of internal 
medicine at the University of Kansas School of Medicine–
Wichita. “We do rural outreach in south central Kansas; we’ll 
go to southeast, southwest, northwest, covering about three-
quarters	 of	 the	 State.	 We’ll	 pack	 up	 charts,	 immunizations,	
everything our patients need,” Sweet explains.

Sweet and her team have established relationships with 
CHCs and health departments all over the State, and they 
use those facilities when they come into town. “At our cen-
tral site,” explains Sweet, referring to the clinic in Wichita, 
“we are what I deem a medical home with wrap-around 
services. Many of our patients only have Ryan White HIV/
AIDS	Program	coverage,	so	we	can	[not	only]	offer	HIV	care	
but also help manage their diabetes, hypertension, etc.; but 
that’s harder to do in a rural setting.”

The most serious challenges Sweet and her team face are 
ones many HIV primary care providers are tackling—increased 
comorbidities, greater poverty, and lack of health insurance 
coverage. These daunting challenges are exacerbated by the 
fact that the primary care team operates in an area of the 
country that lacks public transportation and harbors rampant 
HIV stigma, making the provision of services in a safe, confi-
dential setting especially difficult.

What Sweet and her team are working on now is a model 
she believes the entire country should be moving toward: one 
in which primary care providers begin addressing HIV as the 
chronic disease it has become. “We ask ourselves, ‘How do we 
get	into	primary	care	offices?	Who	will	accept	some	mentor-
ing?’	Because	most	Ryan	White	HIV/AIDS	Program	sites	are	at	
capacity, we need to find new primary care providers who are 
willing to address HIV,” Sweet explains. 

She	stresses	that	federally	qualified	health	centers	(FQHCs)	
and CHCs are often the only place where rural patients can 
access care locally. “Most people don’t have resources outside 
a CHC, so we’re trying to find some who will keep patients 
in-house rather than refer them out,” Sweet explains. This 
method of co-locating services assists with retention, particu-
larly in rural Kansas, where it is not feasible for most patients 
to travel to see an HIV doctor. 

Sweet’s model is to do some face-to-face mentoring with 
primary care doctors about the basics of HIV and thereafter 
hold regular phone calls; she lets them know they can con-
tact	her	at	any	 time	with	pressing	questions.	Sweet	stresses,	
“There’s	just	not	enough	of	us	aging	HIV	docs,	so	there	has	to	
be	this	shift,	not	just	in	rural	care	but	in	HIV	care,	in	general.”

Sweet suggests that providers, including primary care 
doctors who want to learn more about HIV, turn to the Ryan 
White AIDS Education and Training Centers (AETCs) for sup-
port. She also points to other models that may be more feasi-
ble for some providers, such as the University of New Mexico’s 

Project	 Extension	 for	 Community	 Healthcare	 Outcomes	
(Project	 ECHO).	 Project	 ECHO	 uses	 video	 distance-learning	
technology to bridge the gap between health care special-
ists and providers in underserved and often rural settings 
to share best practice protocols and case-based learning. 
The University of New Mexico is part of the Mountain Plains 
AETC.	 (Learn	 more	 about	 Project	 ECHO	 at	 http://echo.unm.
edu/about_us.shtml and about the Mountain Plains AETC at, 
www.mpaetc.org/default.asp.)

According to Sweet, the key to providing coordinated care 
in diverse parts of the State comes down to working with peo-
ple who are willing to do phone-based medicine, developing 
strong relationships with community-based clinics, and hav-
ing Ryan White HIV/AIDS Program funding. “We can’t do this 
work without Ryan White dollars, which is why I keep stressing 
that with the Affordable Care Act, there will still be a need for 
Ryan White,” she says.

Sweet’s dedication to her patients—and to all PLWHA in 
Kansas—is nothing short of inspiring. It illustrates what is 

If providers are willing to embrace what may 
seem at first unconventional or overwhelming, 
they could soon find what Sweet and others 
have: extraordinary results.

http://echo.unm.edu/about_us.shtml
http://echo.unm.edu/about_us.shtml
http://www.thebody.com/content/art2303.html
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possible when providers work together for the greater good 
of their patients and when they are willing to take a chance 
on each other, whether by inviting HIV specialty mentor-
ing at their site or video chatting with a doctor hundreds of 
miles away to discuss a patient case. If providers are willing 
to embrace what may seem at first unconventional or over-
whelming, they could soon find what Sweet and others have: 
extraordinary results.

Sweet’s approach allows so many PLWHA living in rural 
areas to truly call their primary care doctor’s office their medi-
cal home, one where HIV care has now become co-located. 
According to Sweet, “Every good primary care provider can 
do	 this	 work.	 They	 just	 need	 to	 have	 an	 interest,	 and	 their	
local Ryan White HIV/AIDS Program clinic or AETC can help to 
develop that.”

NURTURING PRIMARY CARE PROVIDERS
“Our annual State of HIV Primary Care Survey20 shows that  
. . . 54 percent of primary care physicians reported they were 
treating HIV-positive patients,” says Javier G. Salazar, senior 
director of programs for HealthHIV, a leading national non-
profit and HRSA grantee working to integrate HIV care into 
primary care settings. The report underscores the need for 
“primary	 care	 providers	 and	 their	 organizations	 [to]	 be	 sup-
ported as they build their capacity to address the needs of cli-
ents living with HIV,” says Salazar.

Several Ryan White HIV/AIDS Program activities and ini-
tiatives are working to expand the capacity of comprehen-
sive primary care. The regional and national AETCs provide 
an array of training opportunities to organizations seeking 
to	 improve	 quality,	 expand	 services,	 and	 increase	 capac-
ity.	 The	 Ryan	 White	 HIV/AIDS	 Program’s	 Special	 Projects	 of	
National Significance (SPNS) work, such as the Hepatitis C 
Treatment Expansion initiative and the Enhancing Access 
to and Retention in HIV/AIDS Care for Women of Color ini-
tiative, provides new knowledge to grantees about special 
populations. The System Linkages and Access to Care for 
Populations at High Risk of HIV Infection initiative works to 
engage more PLWHA in primary HIV care.

Notwithstanding	 critical	 supports	 like	 the	 SPNS	 projects,	
the commitment to meet the primary care needs of under-
served PLWHA exists in a reality fraught with tension. On the 
one hand are the growing need for services, stemming from 
successful treatment of HIV/AIDS itself; high HIV incidence; 
and financial need among PLWHA. On the other hand is the 
enormous pressure of limited operating funds coupled with 
provider and resource shortages. 

Time after time, Ryan White HIV/AIDS Program provid-
ers have exhibited an extraordinary capacity to grow with 
expanding need, but it is not realistic or sustainable for them 
to continue to absorb the growing demand for primary care. 
Provisions in the Patient Protection and Affordable Care Act  
(P. L. 111–148) will ease the financial circumstances of Ryan 
White HIV/AIDS Program clients and may, in turn, ease the 

financial circumstances of providers. Specifically, the act will 
improve access to health insurance and health care services, 
expand Medicaid eligibility, and assist with prescription drug 
costs. It will not, however, reduce the need for new providers 
of primary care services to PLWHA. 

OPENING NEW DOORS: EXPANDING CAPACITY  
AT COMMUNITY HEALTH CENTERS
At present, approximately 1,200 CHCs serve 23 million people 
each year at roughly 8,000 sites in all 50 States, the District of 
Columbia, and U.S. Territories. CHCs represent a vast reservoir 
of capacity for providing comprehensive primary care to peo-
ple across America, including PLWHAs. About one-third of all 
Ryan White HIV/AIDS Program Part C grantees are CHCs, and 
it is estimated that CHCs (both Ryan White HIV/AIDS Program 
and non–Ryan White HIV/AIDS Program affiliates) provided 
care to approximately 95,000 PLWHA and processed about 
690,000 HIV tests in 2009.

Among activities to expand CHC services to PLWHA is an 
exciting new collaboration between HRSA and HealthHIV. In 
2010, a new Ryan White HIV/AIDS Program–funded AETC called 
the National Center for HIV Care in Minority Communities 
(NCHCMC) was founded. The Center is being funded over a 
3-year period to develop, improve, and enhance the organi-
zational capacity of CHCs not receiving Ryan White HIV/AIDS 
Program funds to provide primary medical care and treatment 

ONLINE RESOURCES

AETC National Center for HIV Care in Minority 
Communities: www.nchcmc.org 

A Guide to Primary Care of People With HIV/AIDS: ftp://
ftp.hrsa.gov/hab/PCARE04.pdf

Implementing HIV Services in Primary Care Settings: 
www.accelacast.com/programs/1/40087560/index.html 

Mountain Plains AETC’s 2009 HIV Sourcebook for the 
Primary Care Provider: www.mpaetc.org/downloads/
mpaetc_sourcebook_09.pdf

National Committee for Quality Assurance’s Patient-
Centered Medical Home 2011: An Established Model of 
Care Coordination:	www.ncqa.org/Portals/0/Programs/
Recognition/2011PCMHbrochure_web.pdf

Primary Care Guidelines for the Management of Persons 
Infected With Human Immunodeficiency Virus: 2009 
Update by the HIV Medicine Association of the Infectious 
Diseases Society of America: www.uphs.upenn.edu/
bugdrug/antibiotic_manual/idsahivprimarycare2009.pdf

http://www.nchcmc.org
ftp://ftp.hrsa.gov/hab/PCARE04.pdf
ftp://ftp.hrsa.gov/hab/PCARE04.pdf
http://www.accelacast.com/programs/1/40087560/index.html
http://www.mpaetc.org/downloads/mpaetc_sourcebook_09.pdf
http://www.mpaetc.org/downloads/mpaetc_sourcebook_09.pdf
http://www.ncqa.org/Portals/0/Programs/Recognition/2011PCMHbrochure_web.pdf
http://www.ncqa.org/Portals/0/Programs/Recognition/2011PCMHbrochure_web.pdf
http://www.uphs.upenn.edu/bugdrug/antibiotic_manual/idsahivprimarycare2009.pdf
http://www.uphs.upenn.edu/bugdrug/antibiotic_manual/idsahivprimarycare2009.pdf
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to racial and ethnic minorities living with or affected by HIV/
AIDS. The assistance occurs in three broad areas:

1. Transformation of clinic-based practice to expand pri-
mary care services to include HIV care and treatment. 

2. The restructuring of HIV services to emphasize team-
based care, patient-centered interactions, the building of 
partnerships, and revenue enhancement.

3. The addition of “wrap-around” services related to care 
coordination as well as staff training in cultural compe-
tency and HIV stigma.

In its first year of the program, the NCHCMC worked with 24 
health centers. The centers selected in Year 1 deliver primary care 
services to more than 375,000 patients annually, including 1,769 
PLWHA. These numbers illustrate the enormous opportunity the 
program offers in reaching underserved people from communi-
ties of color and offering them comprehensive primary care ser-
vices on which their health and well-being depend.

HIV/AIDS: THE WORK CONTINUES
In July 2010 the National HIV/AIDS Strategy (NHAS) was 
announced. It represents a coordinated national response to the 
HIV epidemic. The NHAS is intended to be a concise plan that will 
identify a set of priorities and strategic action steps tied to mea-
surable outcomes. The NHAS has three primary goals: (1) reduce 

new infections, (2) increase access to care and improve health 
outcomes for PLWHA, and (3) reduce HIV-related disparities and 
health	inequities.	The	Ryan	White	HIV/AIDS	Program,	CHCs,	and	
other partners have key roles to play in meeting these goals, 
especially	in	increasing	access	to	high-quality	primary	care.

Broadly focused primary care is in the best interest of 
PLWHA, because it provides the opportunity to receive coordi-
nated care and management of all ambulatory medical needs, 
including HIV/AIDS. It also offers the best framework through 
which providers can address the needs of the whole person. 
Finally, primary care represents the promise of preventive care 
that must be capitalized upon if we are to stem the tide of HIV 
incidence in America.

HRSA is working with its partners to build primary care 
systems that are patient centered and reflect changes in the 
demographics of HIV/AIDS. They also reflect the evolution in 
HIV treatment. The response of providers working to build 
these systems reflects extraordinary creativity, local realities, 
and a commitment to meet the growing need for a broad 
range of services in an often challenging environment. 

People addressing the HIV/AIDS epidemic have never been 
ones to step away from a challenge. Their tenacity and deter-
mination represent perhaps the Nation’s best hope of fulfilling 
the goals of the NHAS and improving the health and well-
being of PLWHA.
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