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CHAPTER 2 

THE COMPARATIVE EPIDEMIOLOGY OF HIV AND AIDS IN THE 

BALTIMORE EMA. 

2.1. Introduction. 
Chapter 2 of this comprehensive strategic 

plan presents the Baltimore EMA’s 

HIV/AIDS epidemic in its comparative (to 

the nation) context. The chapter presents 
changes in the epidemic over time and 

identifies emerging trends that will require 

the attention of community planners over the 
next three years. 

2.1.1. Key Terms. 

The acronyms HIV and AIDS and terms 

incidence, prevalence and mode of 

transmission are used frequently throughout 

this chapter. While those in the HIV and 
AIDS community (i.e., people living with 

HIV and AIDS [PLWH/As], providers, 

officials and researchers) may be familiar 
with their definition and common usage, not 

everyone is familiar with this language or 

the use of these terms. 

The definitions for HIV and AIDS are 

slightly adapted versions of those found in 

the glossary of the Greater Baltimore HIV 
Health Services Planning Council’s fiscal 

year 2009 priority-setting binder (IGS 

2008), which is adapted from various 

sources including glossaries found at the 
Health Resources and Services 

Administration (HRSA) and “The Body” 

web sites (HRSA 2008, ATIS 1999). 

2.1.1.1. HIV. 

Human immunodeficiency virus (HIV) is an 
infection that attacks the immune, or 

disease-fighting, system in the human body. 

Without treatment, the amount of virus in 
the body (viral load) increases to the point 

where the individual no longer has any 

immune system to fight off diseases. HIV 

can be controlled but not cured, and once 
infected the individual remains infected and 

is able to spread the infection to others for 

life. 

In this chapter (and in most epidemiological 

profiles) a distinction is made between the 

HIV and AIDS (see below) populations. 
Technically everyone living with AIDS is 

also a member of the HIV population and 

references to an HIV population, as distinct 

from the AIDS population, is more 
accurately a reference to the population of 

HIV-infected individuals who have not 

become AIDS defined. For the duration of 
this chapter and plan, the use of the acronym 

HIV to describe a population is meant to 

include solely those individuals who are 

HIV positive, but not AIDS defined. 

2.1.1.2. AIDS. 

Acquired immune deficiency syndrome 
(AIDS) is the severe, late stage of HIV 

infection. When the level of healthy immune 

cells falls below 200 cells per cubic 
millimeter of blood, the HIV infection is 

said to have progressed to AIDS (i.e., the 

individual becomes AIDS defined). Without 

treatment, individuals with AIDS die, but 
with treatment the degree of infection (the 

viral load) can be reduced and the immune 

system may improve and, with it, the 
patient’s general health. 

2.1.1.3. Incidence. 

Incidence refers to the number of new cases 

identified during a given period, most 

commonly over the course of one year. The 

term may apply to either new HIV cases or 
new AIDS cases. 

2.1.1.4. Prevalence. 

Prevalence denotes the total number of 

living cases and any point in time. The term 

may apply to all HIV cases or all AIDS 
cases or both (i.e., a combination of all HIV 

and AIDS cases). 

2.1.1.5. Mode of Transmission. 

Mode of transmission refers to the manner 

in which an individual contracts HIV. 
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Historically, the three most common modes 

of transmission in the Baltimore eligible 
metropolitan area (EMA) have been 

injection drug use (IDU), men having sex 

with men (MSM) and heterosexual behavior. 

Until recently, IDU was the most common 
mode of transmission in the Baltimore EMA 

and in Maryland; in 2005, IDU was 

surpassed by heterosexual transmissions 
(DHMH 2008d:9, DHMH 2008e). MSM is 

the most common mode of transmission in 

the United States (CDC 2008). Heterosexual 
behavior is the most common mode of 

transmission worldwide (UNAIDS 2008). 

2.1.2. Challenges to Producing the 

Epidemiological Profile. 

There are two major barriers to presenting 
an exhaustive epidemiological profile of the 

Baltimore eligible metropolitan area: 

missing data and complications related to 

transition from unique to names-based 
coding. 

2.1.2.1. Missing Data. 

In October 2008, the U.S. Centers for 

Disease Control and Prevention (CDC) 

reported that at the end of 2006 more than a 
fifth of the estimated 1.1 million individuals 

infected with HIV in the United States had 

not been diagnosed (i.e., there were 

approximately 232,700 Americans unaware 
that they were HIV positive) (CDC 2008b). 

In his last update to Greater Baltimore HIV 
Health Services Planning Council (planning 

council) members, world-renowned AIDS 

expert John Bartlett notes that 40 percent of 

the people testing positive for HIV become 
AIDS defined within one year of their first 

positive test. Bartlett surmises that, since it 

takes an average of 10 years to develop 
AIDS following HIV infection, a substantial 

portion of the HIV-positive population have 

never been tested and, as a result, remain 

unaware of their status for several years 
(Bartlett 2008). 

Beyond the obvious drawbacks of 
individuals not knowing their status — chief 

of which is an inability to access life-

extending treatment and care at the most 

optimal time — the number of HIV-positive 

individuals that have not been tested poses a 
major challenge for tracking and planning 

HIV and AIDS treatment services. Official 

surveillance is based upon verified cases of 

HIV and AIDS (i.e., those that have had 
viral load and/or western blot tests to verify 

their HIV status or CD4 tests to verify their 

AIDS status). 

Individuals that have not been tested are not 

included in official tallies of HIV and AIDS 

cases. Unfortunately, these individuals, who 
tend not to be included in official 

epidemiological profiles, are no less infected 

with HIV or, if AIDS defined, vulnerable to 
opportunistic infections than their 

counterparts that have been tested. 

2.1.2.2. Unique Records versus Names-
based Coding. 

Until a state legislative change in April 
2007, the method employed to collect HIV 

data in Maryland was not consistent with the 

method recommended by the CDC, so it is 

not possible to directly compare Maryland’s 
HIV data to that of other states in the region 

or country. Maryland’s HIV surveillance 

was conducted using unique record numbers 
(i.e., where each person testing positive for 

HIV was assigned a unique number, which 

was then used to identify him or her during 
subsequent tracking and surveillance). 

The CDC prefers the use of names-based 

tracking (i.e., where an individual is tracked 
using his or her name),11 because it is the 

CDC’s and the National Academies’ 

Institute of Medicine’s contention that 
names-based tracking is less prone to 

producing duplicated client data (CDC 1998, 

IOM 2004).12 

                                                
11 The CDC study used data collected between 1994 
and 1996 from Maryland (and Texas) in drawing the 
conclusion that names-based coding was more reliable 
than unique record numbers. 
 
12 Representatives of the Maryland Department of 
Health and Mental Hygiene’s AIDS Administration, 
the agency that conducts HIV and AIDS surveillance 
for the state, presenting at the 12th International AIDS 
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Although a waiver from HRSA allowed the 

Ryan White Part A community planners to 
continue using data collected by unique 

tracking number for a decade, the 

reauthorization legislation (Ryan White 

HIV/AIDS Treatment Modernization Act of 
2006) required that all states convert to 

names-based reporting by federal fiscal year 

(FY) 2009.13 

In its 2009 state budget justification to the 

Maryland General Assembly, the AIDS 

Administration reported that it was 
“confident that all of the cases [would] be 

transitioned from the [unique record] code-

based system to the names-based system by 
the December 31, 2008 deadline” (DBM 

2008:20). Subsequent comprehensive plans 

created by the planning council will be able 

to incorporate a HRSA/CDC HIV and AIDS 
epidemiological profile — at present only 

the AIDS profile is available. 

This chapter does include an HIV 

epidemiological profile based on data 

collected through Maryland’s surveillance 

between 2001 and 2006. 

                                                                 
Conference (Geneva, Switzerland) reported data 
showing that the administration’s unique record 
coding had a 99 percent uniqueness rate (i.e., little 
problem with client duplication). They also noted that 

the reported number of HIV cases found in Maryland 
(and their ratio to the state’s AIDS cases, which are 
tracked with names-based surveillance in Maryland) 
were consistent with the results found in the 28 states 
that were using names-based surveillance to track HIV 
cases in 1998. The AIDS Administration concluded 
that “[t]he HIV surveillance system using unique 
identifiers can be used to obtain accurate incidence 

data, and monitor demographic and geographic trends 
of the HIV epidemic in Maryland, while satisfying 
community concerns of confidentiality and avoiding 
names based state registries” (Solomon et al. 1998). 
 
13 There is the potential for a waiver through FY 2010 
if the responsible agency (AIDS Administration) can 
demonstrate substantial compliance with the transition 

(to names-based coding) plan. Funding from the Ryan 
White (federal) legislation provides nearly 60 percent 
of the Maryland AIDS Administration budget (DLS 
2008:15). 

2.1.3. Key Findings. 

Current trends in the Baltimore EMA are as 
follows: 

• HIV and AIDS incidence are decreasing 
in the EMA; declines in HIV and AIDS 

incidence in the EMA are almost 

completely a result of a decreasing 

number of cases in Baltimore City. 

• HIV/AIDS prevalence is increasing 

throughout the EMA; increasing 

prevalence in the EMA is the result of a 
decrease in the number of AIDS-related 

deaths in the EMA. 

• African-Americans and men continue to 
be disproportionately affected by 

HIV/AIDS in the Baltimore EMA. 

• Heterosexual intercourse has surpassed 
IDU as the most common mode of HIV 

transmission in the Baltimore EMA. The 

change is the result of a dramatic 
decrease in transmission via IDU — not 

an increase in transmissions resulting 

from heterosexual activity. 

• Age is the key to understanding changes 
in the Baltimore EMA’s epidemic. 

While subcategories of gender, 

race/ethnicity and mode of transmission 
all tended to trend in the same direction, 

those of age were moving in markedly 

different directions. 

• Counties residents are not seeing the 

reduction in HIV and AIDS incidence 

being reported in Baltimore City and, 
for AIDS, throughout the U.S. 

The chapter begins with the general trends 

for HIV/AIDS prevalence, HIV incidence 
and AIDS incidence. A mapping of reported 

HIV/AIDS prevalence, HIV incidence and 

AIDS incidence is followed by analysis of 

the epidemic from the perspective of age, 
gender, race/ethnicity and mode of 

transmission. The chapter concludes with a 

discussion of emerging trends, which 
includes the decline in AIDS-related deaths, 

trends in Maryland’s incarcerated 

populations and trends for residents of the 
six counties surrounding Baltimore City. 
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Figure 2.2. 

HIV Incidence, by Year and Area. 
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2008. 

Figure 2.1. 

HIV/AIDS Prevalence Rate by Geographic Area. 
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Source: BC 2008; CDC 2002, 2003, 2004, 2005, 2007, 2008a; DHMH 2003, 2004, 

2006b, 2007, 2008d; Flynn 2003, 2004, 2005, 2006, 2007, 2008a. 

2.2. The Epidemic. 

 
2.2.1. HIV/AIDS Prevalence. 

As shown in figure 2.1, HIV/AIDS 
prevalence is increasing in the Baltimore 

EMA, Maryland and throughout the U.S. 

The prevalence of PLWH/As in the 

Baltimore EMA’s overall population 
increased 33.5 percent between 2001 and 

2006 from 569.4 to 759.9 reported cases of 

HIV/AIDS per 100,000 
total population. 

Maryland’s prevalence 

increased 33.2 percent from 
439.7 to 585.7 reported 

cases per 100,000 

population during this same 
time period (i.e., the non-

EMA portions of Maryland 

sustained a nearly identical 

rise in prevalence between 
2001 and 2006). HIV/AIDS 

prevalence in the 33 states 

whose HIV cases are 
tracked by the CDC rose 

26.2 percent from 203.7 to 

257.0 reported cases per 
100,000 population. 

2.2.2. HIV Incidence. 

After dropping 22.7 percent 
between 2001 (61.7 

reported cases per 100,000 

population) and 2003 (47.7 
reported cases per 100,000 

population), figure 2.2 

shows that the number of 
new cases of HIV being 

reported in the Baltimore 

EMA settled at just under 

51 cases per 100,000 per 
year between 2004 and 

2006. 

A similar, albeit less 
pronounced, trend occurred 

for the entire State of 

Maryland. U.S. HIV 
incidence, which had 

experienced a similar 

decline in HIV incidence 
earlier, remained constant at just under an 

estimated 20 cases per 100,000 population 

between 2001 and 2006. 

2.2.2.1. New HIV Incidence Estimates. 

In the August 6, 2008 issue of the Journal of 

the American Medical Association, several 
researchers working with the CDC 

announced the release of new HIV estimates 



The Comparative Epidemiology of HIV and AIDS in the Baltimore EMA | 27 | 

Prepared by InterGroup Services, Inc. 

for the U.S. (Hall et al. 2008). These new 

estimates, derived from new laboratory 
techniques and statistical modeling, show 

that HIV incidence in the U.S. is higher than 

had previously been estimated. While a 

previous estimate placed the number of new 
HIV diagnoses at approximately 40,000 

cases per year (Karon et al. 2001), the 

researchers suggest that this number is 

closer to 55,000 cases. 

It is difficult to compare the new estimate to 

the earlier one as the earlier estimate 

involved extrapolating from a convenience 
sample of MSM to the general population.  

Baltimore EMA in Perspective: The National AIDS Epidemic. 

Figure 2.3. 

U.S. AIDS Prevalence, Incidence and Deaths. 
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Figure 2.3 shows that as incidence and 
deaths declined in the U.S. over the past 

14 years, the AIDS prevalence rate rose 
61.3 percent from 173,772 reported 

cases in 1993 to 448,871 in 2006. It also 
shows, due mostly to the advent of 

effective antiretroviral (ARV) treatment 
in the mid-1990s, that both the national 

AIDS incidence (48.2 percent decrease) 
and AIDS death (59.7 percent decrease) 

rates declined substantially between 
1993 and 1999. Since 1999, the number 

of new AIDS cases and deaths has 
continued to decline, albeit at a much 

slower pace. 

In 1999 there were 41,356 new AIDS 
cases reported in the U.S.; in 2006, the 

number was 37,852 — an average 
annual decline of 1.2 percent (as 

compared to an annual decline of 8.0 
percent between 1993 and 1999). In 

1999 there were 18,491 AIDS-related 
deaths in the U.S.; in 2006, the number 

was 14,627 — an average annual decline 
of 3.0 percent (as compared to an annual 

decline of 9.9 percent between 1993 and 
1999). 

Maryland and several other states are not 
included in the CDC-approved, names-based 

HIV reporting system and, as a result, are not 
reflected in national HIV statistics. Most of the 
subsequent analysis of the national epidemic is 

taken from the CDC’s AIDS surveillance (but 
not the HIV surveillance), which includes 
reporting on Maryland, between 1993 and 2006 

(CDC 2002, 2003, 2004, 2005, 2007, 2008a). 
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Besides being based on surer 
methodological footing, the new estimate is 

also consistent with the HIV incidence 

reporting from the 45 states that had CDC-
accepted, names-based surveillance at the 

end of 2006. There were 52,878 newly 

reported cases of HIV in these states in 2006 

(CDC 2008a:36). (Washington D.C., 
Hawaii, Maryland, Massachusetts, Montana 

and Vermont have yet to complete 

transitions to CDC-

approved, names-based 
surveillance efforts.)  

Undoubtedly HIV incidence 

is greater than the number 
of diagnosed cases. 

Determination of just how 

much greater (and just how 
accurate are the new 

estimates) will require 

comparisons to studies 

using residual blood 
samples from subsequent 

years. Also, the ability to 

make the extrapolations 
used to create the new 

national estimate is due to 

the large size of the 

population being studied. It 
remains to be seen if these 

statistical techniques have 

the power to produce 
useful, stable estimates at 

the state or EMA level (i.e., 

data relevant to community 
planners). 

2.2.3. AIDS Incidence. 

According to data released 

by the Maryland AIDS 

administration on August 

12, 2008 and shown in 
figure 2.4, the rate of new 

AIDS cases reported in the 

Baltimore EMA decreased 
27.5 percent from 38.5 

cases per 100,000 

population in 2001 to 27.9 

in 2006.14 AIDS incidence 

                                                
14 It is necessary to explicitly specify the source of 
these data in this section because the estimates 
reported by the AIDS Administration do not match 
those from the CDC (37.7 cases per 100,000 
population for the Baltimore-Towson MSA  
[equivalent to the EMA] in 2006). There are several, 
mostly methodological, reasons why these numbers 
may not agree — some related to differences as simple 

as the fact that the AIDS Administration is only 
interested in diagnosed cases while the CDC is 
looking for an estimate of all AIDS cases. We are 
mandated to include the CDC data, but the AIDS 

Figure 2.4. 

AIDS Incidence, by Year and Area. 
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Figure 2.5 

AIDS Incidence, by Year and MSA. 
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has also declined in Maryland 

and in the U.S. over this same 
period. 

Baltimore has been and 

remains one the areas hit 
hardest by the HIV/AIDS 

epidemic. Figure 2.5 shows 

the AIDS incidence trends for 
the four most affected MSAs 

(i.e., Baltimore-Towson, 

Miami, New York and 

Washington D.C had the 
most cases per 100,000 

population in 2005 and 

2006). Miami, Florida was 
the most affected 

metropolitan area between 

2001 and 2006, but Baltimore 

was ranked second most of 
these years. 

2.3. The Hotspots. 
In the Baltimore EMA there 
are certain areas that bear a 

disproportionate amount of 

the burden resulting from 

HIV/AIDS — these areas, 
identified by ZIP code, are commonly 

referred to as Baltimore’s “hotspots.” Nine 

(of Baltimore City’s 30) ZIP codes account 
for approximately half of all HIV/AIDS 

prevalence, HIV incidence and AIDS 

incidence in the entire Baltimore EMA.  

These 9 ZIP codes are all among the most 

affected 10 for total cases and the most 

affected 10 for highest concentration of 
cases. In decreasing order of reported 

prevalent cases of HIV/AIDS, as shown in 

table 2.1, these nine ZIP codes are 21217, 

21215, 21218, 21213, 21202, 21223, 21201, 
21216 and 21205. Table 2.1 also shows the 

total cases and rates for HIV and AIDS 

                                                                 
Administration information is also included because it 

can be disaggregated and has remained stable over the 
past five years while the CDC estimate has fluctuated 
wildly (i.e., in a manner that is less likely to be 
accurately portraying reality). 

incidence in these ZIP codes.15 The 

concentration of HIV/AIDS prevalence, 

HIV incidence and AIDS incidence is also 
graphically presented figures 2.6, 2.7 and 

2.8, respectively. 

As seen on the map in figure 2.6, HIV/AIDS 
cases in the Baltimore EMA are 

concentrated in Baltimore City: there are six 

ZIP codes (21201, 21202, 21217, 21223, 

21205 and 21213) in the city whose 
prevalence exceeds three percent of the total 

                                                
15 It is difficult to whittle down the number of most-
affected ZIP codes below nine without first choosing 
to prioritize total cases or concentration of cases (e.g., 
21215 has the 2nd most prevalent cases in the EMA 
but “only” the 10th highest prevalence rate — the 
odds of being HIV positive are higher in 9 other ZIP 
codes). The choice to prioritize total cases over 
concentration of cases depends upon specific 

organizational objectives and strategies. However, as a 
community planning body, the Baltimore planning 
council must remain flexible enough to work with 
many different organizations. 

Table 2.1. 

HIV/AIDS Prevalence and Incidence by Select ZIP Codes 
(Cases between 1/1/2006 and 12/31/2006 reported as of 12/31/2007) 

 HIV/AIDS 

Prevalence 

HIV 

Incidence 

AIDS 

Incidence 

 Total Percent* Total Percent* Total Percent* 

Baltimore 

EMA 
20,238 100.0 1,356 100.0 744 100.0 

21217 1,873 9.3 115 8.5 66 8.9 

21215 1,493 7.4 79 5.8 41 5.5 

21218 1,372 6.8 90 6.6 51 6.9 

21213 1,214 6.0 76 5.6 50 6.7 

21202 1,200 5.9 56 4.1 27 3.6 

21223 1,103 5.5 78 5.8 42 5.6 

21201 911 4.5 50 3.7 28 3.8 

21216 905 4.5 44 3.2 39 5.2 

21229 714 3.5 25 1.8 25 3.4 

21205 115 3.1 40 2.9 27 3.6 

Sum** 11,406 56.4 653 48.2 396 53.2 

Source: DHMH 2008a, 2008b, 2008c; Flynn 2008a, 2008b. 

* Percentage of cases in the entire EMA. 

** The sum row is the total of the 10 ZIP codes listed above it for reported prevalent 
cases of HIV/AIDS, new cases of HIV and new cases of AIDS. 
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population.16 HIV/AIDS prevalence tends to 
diminish further from Baltimore City, with 

the one exception being the Annapolis area 

in Anne Arundel County. ZIP-code-level 
data are not available for Carroll, Harford, 

Howard and Queen Anne’s counties — 

Harford County (0.17 percent) was the only 

one of these four jurisdictions to have 
HIV/AIDS prevalence in excess of 0.15 

percent. 

As shown in figure 2.7, HIV incidence in the 
Baltimore EMA was most concentrated in 

                                                
16 These percentages should not be directly compared 
to those commonly reported for prevalence 
internationally. International estimates usually 
compare adult (age 15 to 49) cases of HIV/AIDS to 
the adult population while these prevalence rates are 
of all cases (i.e., including pediatric and adult cases). 
Also, many international estimates are model 

extrapolations based on samples from a limited 
number of surveillance sites, while the percentages 
reported for the Baltimore EMA are only based on 
verified cases. 

five ZIP codes (21201, 21202, 21217, 21223 
and 21205) with rates in excess of 200 new 

cases per 100,000 population per year. 

As depicted in figure 2.8, reported AIDS 
incidence in the Baltimore EMA was 

concentrated in Baltimore City, where there 

were seven ZIP codes (21201, 21217, 
21205, 21223, 21213, 21202 and 21216) 

with more than 100 new AIDS cases 

reported per 100,000 population.17 

                                                
17 In Baltimore County, 21082 also had an AIDS 

incidence rate in excess of 100 cases per 100,000, but 
this was because of the small size of the total 
population (21082’s rate of 111.5 per 100,000 was a 
single case [from a total population of only 897]). 

Figure 2.6. 

HIV/AIDS Prevalence in the Baltimore Eligible Metropolitan Area (2006). 

 
Source: BC 2000; DHMH 2008a, 2008b, 2008c, 2008d; MDP 2006, 2007a, 2007b. 
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Figure 2.7. 

HIV Incidence in the Baltimore Eligible Metropolitan Area (2006). 

 
Source: BC 2000; DHMH 2008a, 2008b, 2008c, 2008d; MDP 2006, 2007a, 2007b. 
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Figure 2.8. 

AIDS Incidence in the Baltimore Eligible Metropolitan Area (2006). 

 
Source: BC 2000; DHMH 2008a, 2008b, 2008c, 2008d; MDP 2006, 2007a, 2007b. 
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Figure 2.9. 

HIV/AIDS Prevalence in the Baltimore EMA by Age. 
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2.4. Greater Baltimore!s HIV/AIDS 

Epidemic by Age. 

 
2.4.1. HIV/AIDS Prevalence by Age. 

Prevalence rates gradually increased in the 

EMA between 2001 and 2006 (14,679 to 

20,238 known cases). As depicted in figure 
2.9, there was a 13.9 percent increase in 

HIV/AIDS prevalence for EMA residents 

under the age of 20 (i.e., from 295 known 

cases in 2001 to 336 in 2006). (Prevalence 

for those under the age of 

13 decreased from 197 
known cases in 2001 to 141 

in 2006.) Prevalence for 

individuals between the 

ages of 20 and 29 increased 
38.9 percent between 2001 

(1,009 known cases) and 

2006 (1,402 known cases). 

Even more remarkable than 

the trends for young adults 

is the substantial increase in 
prevalent cases reported for 

individuals over the age of 

50; these numbers more 
than doubled in the EMA 

between 2001 (2,563 

known cases) and 2006 

(6,462 known cases). The 
highest prevalence rates remain among 

individuals between the ages of 40 and 49, 

whose prevalence rose 27.6 percent from 
6,044 known cases in 2001 to 8,349 in 2006. 

2.4.2. HIV Incidence by Age. 

The number of new cases of HIV in 

Maryland fluctuated between 2001 and 

2006. As seen in figure 2.10, new cases 
reported among individuals between the 

ages of 40 and 49 decreased 25.5 percent 

between 2001 (654 cases) 

and 2006 (487 cases). New 
cases reported for 

individuals over the age of 

50 also decreased 
substantially (34.4 percent) 

between 2001 (451 cases) 

and 2006 (296 cases). 

However, reported incidence 

among individuals under the 

age of 29 increased from 119 
new cases in 2001 to 289 

cases in 2006. While the 

number of individuals under 

the age of 29 contracting 
HIV remains smaller than 

that of older populations in 

the EMA, there was a 142.9 
percent increase in reported 

Figure 2.10. 

HIV Incidence in the Baltimore EMA, by Age. 
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HIV incidence among individuals under the 

age of 29. 

2.4.3. AIDS Incidence by Age. 

As shown in figure 2.12, from 2001 to 2006 
reported AIDS incidence in the EMA 

decreased for individuals over the age of 40. 

In 2001 there were an estimated 434 new 
individuals between the ages of 40 and 49, 

and 299 new individuals between 50 and 59, 

who were reported as having AIDS. In 2006, 

Baltimore EMA in Perspective: Age in the National AIDS Epidemic. 

As seen in figure 2.11, between 2000 

and 2006, the rate of newly reported 
AIDS cases declined among PLWH/As 

that were between the ages of 30 and 39 
(30.3 percent decrease). Newly reported 

AIDS cases increased for every other 
age cohort of PLWH/As including those 

under 20 (7.8 percent increase, not 

pictured in figure 2.11), 20-29 (7.0 
percent increase), 40-49 (1.5 percent 

increase), 50-59 (27.0 percent increase) 
and 60 and older (12.9 percent, not 

pictured in figure 2.11). 

The increase in the number of PLWH/As 

under 30 years of age reporting new 
AIDS cases suggests both an increase in 

the HIV prevalence of this population 
and the propensity of young adults and 

adolescents to not seek preventive/ 

primary medical care in the absence of 
an emergency. It is also possible that the 

lessons of the past are not reaching the 
newest generation of sexually active 

Americans. 

The role of age as a key determinant of 

new AIDS cases requires further 

attention at the national level. While 
there was an overall 4.2 percent decrease 

in the number of new U.S. AIDS cases 
being reported each year between 2000 

and 2006, only one age group, those 30-
39, saw improvement over this period. 

There were more reported AIDS cases 
for those under 30 and those over 40 in 
2006 than there were 2000. 

Figure 2.11. 

U.S. AIDS Diagnoses by Age, Year. 
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Note: There was a dramatic increase in unknown or missing data between 2000 and 2001 
for U.S. AIDS incidence data disaggregated by gender, race and age. The lack of 
such data prior to 2001 suggests a change in the manner that the CDC collected 
and presented these data. Where relevant, a vertical, dashed grey line has been 
placed between data collected prior to 2001 and data collected thereafter. 
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however, these figures dropped 

31.3 percent to 298 cases for 
40 to 49 year olds, and 54.2 

percent to 137 cases for those 

50 to 59. 

There were increases in AIDS 

incidence for PLWH/As 

younger than 40 years of age in 
the Baltimore EMA between 

2001 and 2006 — particularly 

20 to 29 years old, whose 

number of reported cases more 
than tripled from 18 cases in 

2001 to 77 in 2006. 18 

2.4.4. Age Analysis. 

Overall, new cases of HIV are 

declining in the EMA. 
However, this is not true for 

youth and young adults (i.e., 

those that did not come of age 

during the height of the AIDS 
epidemic). No other 

demographic group addressed 

in this chapter experienced a 
substantial rise in HIV 

incidence, suggesting that 

community planners involved 
in prevention and outreach 

(and policy makers setting 

their parameters) may want to 

increase focus on youth in the 
EMA. 

AIDS incidence for PLWH/As 

under the age of 40 has 
increased in the EMA, while 

AIDS incidence for those over 

the age of 50 has declined. 

                                                
18 There was a dramatic increase in unknown or 
missing data between 2000 and 2001 for U.S. AIDS 
incidence data disaggregated by gender, race and age. 
The lack of such data prior to 2001, and the consistent 
2.0 to 3.0 percent rate of missing data every year 

thereafter, suggests a shift in the manner in which the 
CDC collected and presented data. For this reason, 
where applicable, the relevant graphs show a vertical, 
dashed line between data collected up to 2000 and the 
data reported afterwards. 

2.5. Greater Baltimore!s HIV/AIDS 

Epidemic by Gender. 

 
2.5.1. HIV/AIDS Prevalence by Gender. 

As shown in figure 2.13, males continue to 

be affected disproportionately by HIV/ 
AIDS in the Baltimore EMA — the number 

of known prevalent cases for males (9,339 

cases in 2001, increasing 36.0 percent to 
12,699 cases in 2006) continues to be much 

higher than the number for females (5,306 

Figure 2.12. 

AIDS Incidence in the Baltimore EMA by Age. 
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Figure 2.13. 

HIV/AIDS Prevalence in the 

Baltimore EMA by Gender. 
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Figure 2.14. 

HIV Incidence in the Baltimore EMA, by Gender. 
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cases in 2001, increasing 41.3 percent to 
7,499 cases in 2006). Despite the larger 

percentage increase in female prevalence, 

males still represented 62.9 percent of the 
known HIV/AIDS prevalence in 2006 (as 

compared to 63.8 percent in 2001). 

2.5.2. HIV Incidence by Gender. 

As depicted in figure 2.14, HIV incidence 

among males and females fluctuated in a 
similar manner over the period assessed. In 

2003 a substantial decrease 

in HIV incidence for both 

genders was witnessed, 
followed by an increase the 

following year. Similar to 

prevalence rates, reported 
HIV incidence in the EMA 

is much higher among males 

than females (i.e., 855 for 

males and 495 for females 
in 2006). The 2006 

incidence numbers, 

however, are substantially 
lower than those from 2001 

(i.e., 975 for males and 613 

for females) — reported 
HIV incidence among males 

and females in the EMA has 

dropped 14 and 24 percent, 

respectively. 

2.5.3. AIDS Incidence by 

Gender. 

Reported AIDS incidence by 

gender mirrors trends 

witnessed for HIV incidence 
and HIV/AIDS prevalence 

in the EMA. As presented in 

figure 2.15, females 

constituted a far lower 
number of new reported 

AIDS cases (266 cases in 

2006) than males (478 
cases). In 2001 there were 

648 new reported AIDS 

cases for males and 344 for 
females. After a rapid 

decrease in 2002, reported 

AIDS incidence among both 

genders gradually increased, then decreased 
again to the 2006 level.  

2.5.4. Gender Analysis. 

Males continue to be disproportionately 

affected by HIV/AIDS in the Baltimore 

EMA. As of 2006, males remained almost 
twice as likely to have HIV/AIDS, almost 

twice as likely to contract HIV/AIDS and 

more than twice as likely to progress to 

AIDS than females. The female proportions 

Figure 2.15. 

AIDS Incidence in the Baltimore EMA, by Gender. 
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of HIV/AIDS prevalence and AIDS 

incidence in the Baltimore EMA increased 
slightly between 2001 and 2006, but the 

female proportion of newly reported HIV 

cases actually declined, slightly, over this 

period. 

2.6. Greater Baltimore!s HIV/AIDS 

Epidemic by Race/Ethnicity. 
 

2.6.1. HIV/AIDS Prevalence by 

Race/Ethnicity. 

As depicted in figure 2.17, known 

HIV/AIDS prevalence for African-

Americans increased 33.1 percent between 
2001 (11,409 cases) and 2006 (15,182 

cases). Non-hispanic whites (hereafter 

whites) were the second largest group in 
terms of HIV/AIDS prevalence by race in 

the Baltimore EMA (increasing 34.8 percent 

from 1,985 known cases in 2001 to 2,675 in 

2006). Known HIV/AIDS prevalence for 
Hispanics in the Baltimore EMA rose 69.1 

percent between 2001 (110 cases) and 2006 

(186 cases) — as of 2006, Hispanics 
accounted for 1.0 percent of the known 

HIV/AIDS prevalence in the EMA. Known 

HIV/AIDS prevalence for all other ethnic 
groups went from 79 cases in 2001 to 77 

cases in 2006. 

Baltimore EMA in Perspective: Gender in the National AIDS Epidemic. 

While an increasing proportion of U.S. 
AIDS diagnoses are of women, the 
national epidemic continues to 
disproportionately affect men. As seen in 
figure 2.17, 47,588 of the 60,805 
reported AIDS diagnoses (78.3 percent) 
in 1996 were of males, and 13,217 
diagnoses (21.7 percent) were females.  

Reports of new AIDS cases declined for 
both males (43.3 percent decrease) and 

females (25.8 percent decrease) between 
1996 and 2006. Following this decline, 
71.3 percent (26,989 cases) of the new 
AIDS diagnoses in 2006 were of males 
and 25.9 percent (9,801 cases) were of 
females. The other 2.8 percent of the 
diagnoses were classified as being of an 
unknown gender. 

Figure 2.16. 

U.S. AIDS Diagnoses by Gender, Year. 
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2.6.2. HIV Incidence by 

Race/Ethnicity. 

As seen in figure 2.18, 

reported HIV incidence 
decreased 24.4 percent 

for African-Americans 

in the Baltimore EMA 

(1,117 in 2001 to 844 in 
2006). Reported HIV 

incidence for whites was 

substantially lower than 
incidence for African-

Americans, but reported 

incidence for whites 

increased 16.3 percent 
between 2001 (166 

cases) and 2006 (193 

cases). Reported HIV 
incidence for members 

of all other racial/ethnic 

groups in the Baltimore 
EMA has remained low, 

decreasing from 29 new 

cases in 2001 to 24 new 

cases in 2006. 

2.6.3. AIDS Incidence 

by Race/Ethnicity. 

As presented in figure 

2.19, reported AIDS 

incidence for African-
Americans, the largest 

group in the EMA, 

dropped 28.0 percent 
between 2001 (850 

cases) and 2006 (612 

cases). Rates for non-
Hispanic whites slightly 

decreased from 130 to 

108 cases over this 

period, while at the same 
time the number of cases 

reported for individuals 

of all other races increased from 12 to 24. 

2.6.4. Race/Ethnicity Analysis. 

African-Americans remain the most affected 
race/ethnicity in the Baltimore EMA. 

However, reported HIV and AIDS incidence 

for African-Americans fell between 2001 

and 2006.  

HIV/AIDS prevalence continues to climb 

for all groups, but whites in the Baltimore 

EMA have also seen an increase in the 
number of new cases being reported since 

2001. All other race/ethnic groups, including 

Hispanics, continue to play a negligible role 
in the Baltimore EMA’s epidemic. 

Figure 2.17. 

HIV/AIDS Prevalence in the Baltimore EMA 

by Race/Ethnicity. 
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Figure 2.18. 

HIV Incidence in the Baltimore EMA, by Race/Ethnicity. 
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2.7. Greater Baltimore!s HIV/AIDS 

Epidemic by Mode of Transmission. 

 
2.7.1. HIV Incidence by Mode of 

Transmission. 

Caution must be taken in the interpretation 

of HIV incidence by mode of transmission: 

the large and increasing quantity of missing 
data makes it difficult to draw any firm 

conclusions.19 

As shown in figure 2.20, reported HIV 
incidence attributable to IDU dropped 71.7 

percent from 420 new cases in 2001 to 119 

                                                
19 Of the categories most frequently reported with 
respect to HIV transmission, mode of transmission is 
the most susceptible to being affected by 
missing/unknown data. With the other categories 
reported in this chapter, missing/unknown data exist, 
but not to the extent that such data do for mode of 
transmission. For example, race/ethnicity, the 

dimension next most affected by missing/unknown 
data, has a fairly steady level of approximately 25 
percent missing/unknown. The missing/unknown data 
rate for mode of transmission increased from 43.3 
percent in 2001 to 67.8 percent in 2006 — there were 
no data on mode of transmission for more than two out 
of every three new cases of HIV reported in 2006. 
 

The amount of and increase in missing/unknown 
information makes it impossible to draw any reliable 
conclusions about how HIV incidence by mode of 
transmission has changed over the past five years. 

in 2006. As a result of this 

decline, as of 2005, IDU ceased 
being the most common mode 

of transmission in the EMA: it 

was surpassed by reported cases 

resulting from transmission via 
heterosexual contact (257 new 

heterosexual cases, as 

compared to 184 new IDU 
cases in 2005). The number of 

new confirmed HIV cases 

resulting from heterosexual sex 
also declined (35.7 percent) 

between 2001 (322 new cases) 

and 2006 (207 cases).20 Newly 

reported MSM cases of HIV 
reported to the Maryland AIDS 

Administration decreased 23.9 

percent from 117 in 2001 to 89 
in 2006. 

In January 2008, the planning council 

received a presentation on HIV/AID 
prevalence and incidence in the Baltimore 

City MSM population based on data from 

the Behavioral Surveillance Research 
(BESURE) Study (Sifakis 2008). The study 

found that, compared to other MSMs, 

African-American MSMs and young MSMs 

are disproportionately affected by HIV 
(consistent with the rest of the epidemic). 

While the BESURE study shows that there 
are many more cases of HIV incidence and 

prevalence among the MSM population than 

is reported (as is suspected for all modes of 

transmission), the study has not been in 
place long enough to determine whether or 

not HIV incidence is increasing among the 

MSM population in Baltimore City — the 
data should be available in 2009 (Sifakis 

2008). 

                                                
20 Classifying a new case of HIV as being the result of 
heterosexual transmission requires that the person 
knows that he or she had sexual contact with an HIV-

positive member of the opposite sex. As a result, it is 
likely that many of the unknown/missing cases 
described in the prior footnote are from this category 
(Flynn 2008a). 

Figure 2.19. 

AIDS Incidence in the Baltimore 

EMA by Race/Ethnicity. 
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Reported rates for all other modes of 
transmission remained low during this 

period (i.e., coincidence of MSM and IDU 

[14 cases in 2006], and all others [8 cases in 
2006]). 

2.7.2. AIDS Incidence. 

Figure 2.21 shows that the reported AIDS 

incidence where IDU was the mode of HIV 

transmission dropped 55.7 percent between 
2001 (553 cases) and 2006 

(245 cases). However, 

IDUs still represent the 

largest group of newly 
reported AIDS cases in the 

EMA. New AIDS 

diagnoses were second 
and third highest among 

those that had contracted 

HIV through heterosexual 

activity and MSMs, 
respectively. These two 

groups also saw declines 

in reported incidence 
between 2001 and 2006 

(i.e., transmissions via 

heterosexual intercourse 
declined 18.3 percent from 

218 to 178 cases, and 

transmissions between 

MSMs declined 20.4 percent 

from 137 to 109 cases). 
Incidence rates for individuals 

that contracted HIV through 

other modes of transmission 

have remained fairly low and 
stable over this period. 

2.7.3. Mode of Transmission 

Analysis. 

Between 2001 and 2006, the 

number of new cases 
attributable to IDU plummeted 

and in 2005, for the first time 

in the history of the Baltimore 
epidemic, IDU was surpassed 

as the primary mode of HIV 

transmission (by heterosexual 
sex, which was also declining, 

but at a slower rate). Reported 

HIV and AIDS incidence also 

declined in the MSM population, as well as 
in all other known modes of transmission. 

With the dramatic increase in the number of 

new HIV and AIDS cases that cannot be 
designated by mode of transmission, there is 

a great deal that remains unknown about the 

nature of the epidemic in the Baltimore 
EMA. 

Figure 2.20. 

HIV Incidence in the Baltimore 

EMA by Mode of Transmission. 
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Figure 2.21. 

AIDS Incidence in the Baltimore EMA 

by Mode of Transmission. 
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Baltimore EMA in Perspective: 
Race/Ethnicity in the National AIDS Epidemic. 

As seen in figure 2.22, African-
Americans, whites and Hispanics 
accounted for 98.8 percent of all new 
AIDS diagnoses in 1996. The 2006 
figure, 94.5 percent of diagnoses, is 
closer to the U.S. population share (93.4 
percent) of these three groups. All three 
groups experienced substantial declines 
in new diagnoses between 1996 and 
2006: newly reported AIDS diagnoses 
among African-Americans declined 
from 26,610 to 17,960 cases (32.5 
percent decrease); whites from 21,498 to 
10,929 cases (49.2 percent decrease); 
and Hispanics from 11,920 to 6,907 
cases (42.1 percent decrease).  

African-Americans, 12.3 percent of the 
U.S. population, constituted a plurality 
(47.4 percent) of the newly reported 
AIDS cases in 2006. The African-
American proportion of new AIDS cases 

in 2006 was slightly higher than it had 
been in 1996 when 43.8 percent of new 
AIDS diagnoses were of African-
Americans. The increase in the African-
American proportion of new AIDS cases 
overall is the result of slower declines in 
the rate of new AIDS cases for African-
Americans as compared to other ethnic 
groups.  

Among the other races/ethnicities, 
American Indians/Alaska natives also 

saw a double-digit decline (26.9 percent) 
in newly reported AIDS cases per 

annum from 212 cases in 1996 to 155 

cases in 2006. Asian/Pacific Islanders 
were the only ethnic group to not 

experience large declines in new AIDS 
cases between 1996 (530 cases) and 
2006 (519 cases). 

Figure 2.22. 

U.S. AIDS Diagnoses by Race/Ethnicity, Year. 
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Baltimore EMA in Perspective: 
Mode of Transmission in the National AIDS Epidemic. 

As shown in figure 2.23, despite 
declining 38.6 percent from 26,081 
reported cases in 1996 to 16,001 in 
2006, MSMs were still more likely than 
individuals contracting HIV through 
other modes to progress to AIDS in the 
U.S. Over the same period, newly 
reported AIDS diagnoses were also less 
frequent (i.e., a 62.4 percent decline 
from 18,086 cases to 6,795 cases) among 
PLWH/As whose mode of transmission 
was IDU. PLWH/As whose mode of 
transmission could have been either sex 
between MSMs or IDU experienced a 
48.2 percent decline in reported AIDS 
incidence from 3,479 cases in 1996 to 
1,803 cases in 2006. PLWH/As who 
contracted HIV through heterosexual 
behavior were the only group in the U.S. 
that did not have a substantial decline in 
reported AIDS incidence. 

Between 1996 and 2006, the reported 
AIDS incidence rate for PLWH/As who 
contracted HIV through heterosexual 
contact declined 3.4 percent from 12,166 
to 11,754 cases in the U.S. Over this 
period the number of reported AIDS 
diagnoses in this population remained 

stable — never fewer than 10,333 cases 
(1998) or greater than 12,166 cases 
(1996). Due to the unchanging rate of 
reported AIDS diagnoses among the 
PLWH/A population that contracted 
AIDS through heterosexual activity and 
the steep decline in incidence among the 
other groups, PLWH/As with a 
heterosexual mode of transmission 
became the second most likely group to 
progress to AIDS — trailing only 
MSMs.  

PLWH/As whose mode of transmission 

was heterosexual contact represented 
20.0 percent of all newly reported AIDS 

cases in the U.S. in 1996, by 2006 this 
number had increased to 31.1 percent. 

This increase was due to absolute 
declines in diagnoses among the other 

groups (i.e., MSMs, IDUs and other), 
not to an increase in the number of 

PLWH/As whose mode of transmission 
was heterosexual intercourse being 

diagnosed with AIDS — in fact, the 
number of reported AIDS diagnoses 
declined slightly. 

Figure 2.23. 

U.S. AIDS Diagnoses by Mode of Transmission, Year. 
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Figure 2.25. 

Total Inmates HIV Positive in State and Federal 

Prisons in Maryland by Gender. 
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Source: Maruschak 2004a, 2004b, 2005, 2006, 2007, 2008. 

2.8. AIDS-related Deaths. 
As shown in figure 2.24, 

AIDS deaths have declined in 
both the U.S. and in the 

Baltimore EMA. The decline 

was more pronounced in the 

Baltimore EMA, which saw 
the rate of such deaths 

decrease 49.5 percent 

between 2001 (21.8 deaths 
per 100,000 population) and 

2006 (11.0 deaths per 

100,000). The rate of AIDS 
deaths in the U.S. declined 

21.0 percent from 6.2 deaths 

per 100,000 population in 

2001 to 4.9 deaths per 
100,000 population in 2006.  

As mentioned earlier, the 

decline in AIDS-related 
deaths is due to the 

effectiveness of ARVs from 

the mid-1990s onwards. The 
steep decline for the 

Baltimore EMA depicted in 

figure 2.24 is consistent with 
the earlier decline in national 

AIDS deaths shown on figure 

2.3. 

2.9. Emerging Trends. 

 
2.9.1. Formerly 

Incarcerated. 
After increasing for two 
years, the number of HIV-

positive inmates in 

Maryland’s state and federal 

prisons reported to the U.S. 
Department of Justice’s Bureau of Justice 

Statistics (BJS) declined for four 

consecutive years (Maruschak 2004a, 
2004b, 2005, 2006, 2007, 2008).21 As 

                                                
21 HIV/AIDS reporting in Maryland’s state and federal 
prisons is only conducted under certain circumstances: 
inmates who report high-risk behaviors, inmate’s 

request, court order, clinical indication, “involvement 
in an incident,” and “other.” While this means that 
Maryland’s information is not as complete as the 14 
states that test all inmates on intake or the 2 states and 

depicted in figure 2.25, there were 612 cases 

of HIV/AIDS reported in 2006 — down 
26.3 percent from the 830 cases reported in 

2001 and down 38.1 percent from a high of 

988 cases reported in 2003. 

Reported cases of HIV/AIDS in male 

inmates in Maryland’s state and federal 

                                                                 
the federal system that conduct random testing, it is 
similar to the opt-in testing regime used for non-
incarcerated Marylanders. 

Figure 2.24 

AIDS-related Deaths, by Year and Area. 
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Figure 2.27. 

AIDS-related Deaths in State and Federal 

Prisons in Maryland. 
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Figure 2.26. 

Percent of Inmates HIV Positive in State and 

Federal Prisons in Maryland by Gender. 
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prisons declined 22.8 percent 

from 733 such cases in 2001 to 
566 cases in 2006. Reported 

cases of male inmates with 

HIV/AIDS in 2006 dropped 

33.6 percent from a high of 
852 cases in 2003. HIV/AIDS 

prevalence among female 

inmates declined 52.6 percent 
between 2001 (97 cases) and 

2006 (46 cases). Reported 

cases of female inmates with 
HIV/AIDS in 2006 dropped 

69.7 percent from a high of 

152 cases in 2002. 

Male cases accounted for 84 to 

93 percent of the annual 

HIV/AIDS prevalence reported 

between 2001 and 2006. 
However, with approximately 

20 times the inmates as their 

female counterparts, it is not 
surprising that most of the 

reported cases of HIV/AIDS 

are in the male prison 
population. The concentration 

of HIV/AIDS prevalence is 

actually much higher in 

Maryland’s female state and 
federal prison population. 

As depicted in figure 2.26, the 
percentage of female prisoners 

reported to have HIV/AIDS 

declined 46.9 percent from 8.1 

percent in 2001 to 4.3 percent 
in 2006 — 4.3 percent is also a 

61.3 percent drop from a high 

of 12.1 percent reported in 
2002. The percentage of male 

inmates reported to have HIV/AIDS has also 

declined over this period (i.e., down 21.2 

percent from 3.3 percent in 2001 to 2.6 in 
2006, and down 31.6 percent from a high of 

3.8 percent reported in 2003). 

Between 2001 and 2006 approximately 15 to 

20 percent of all deaths in state and federal 

prisons in Maryland were attributed to AIDS 

(Maruschak 2004a, 2004b, 2005, 2006, 

2007, 2008). There were 8 AIDS-related 
deaths in Maryland’s state and federal 

prisons in 2006; this is 3 fewer than the 11 

deaths reported in 2001 and down 7 from the 
15 reported in 2004. Figure 2.27 shows that, 

despite the low number of deaths, the rate of 

AIDS-related deaths are much higher in 

Maryland’s state and federal prisons than 
they are in Baltimore EMA overall, which is 

one of the worst affected MSAs in the 
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Figure 2.28. 

HIV/AIDS Prevalence and Incidence in 

Maryland Corrections. 
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country (figure 2.5) and has a much higher 
AIDS-mortality rate than the rest of the U.S. 

(figure 2.24). 

At 46 deaths per 100,000 population, the 
AIDS-related mortality in 2001 was more 

than twice as high in Maryland’s state and 

federal prisons as it was for all residents of 
the Baltimore EMA (21.8 deaths per 

100,000 population). After 

climbing to 17.4 percent to 

63 deaths per 100,000 
population in 2004, the 

number AIDS-related 

deaths dropped 35.2 
percent to 35 deaths per 

100,000 population in 

2006. 

The data on Maryland’s 

state correctional facilities 

reported to the Maryland 
AIDS Administration show 

the same basic incidence 

trends for inmates as they 

do for the general 
population — HIV and 

AIDS incidence are 

dropping. However, unlike 
in the general population, 

HIV/AIDS prevalence is 

only increasing slightly for 
inmates. 

As depicted in figure 2.28, 

reported HIV incidence in 
Maryland correctional 

facilities has decreased 64.4 

percent from 191 newly 
reported cases in 2001 to 68 

in 2006. Similar to HIV 

incidence, reported AIDS 

incidence in Maryland 
correctional facilities also 

decreased dramatically (75.3 

percent) between 2001 (97 
cases) and 2006 (24 cases).  

Unlike the incidence rates, 

HIV/AIDS prevalence 
among the inmates of 

Maryland’s correctional facilities increased 

4.8 percent between 2001 (2,562 reported 
cases) and 2006 (2,684 cases). The relative 

stability of the HIV prevalence despite the 

drop in AIDS-related deaths noted above 

(figure 2.27) serves as a reminder that death 
is not the only way to lower prevalence 

numbers in a correctional setting — every 

year numerous HIV-positive individuals 

Figure 2.29. 

HIV Incidence by Geographic Area. 
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return to the EMA from 

Maryland’s correctional 
facilities. 

2.9.2. Counties Residents. 

The Baltimore EMA is 

composed of Baltimore City 

and the six surrounding 

counties of Anne Arundel, 
Baltimore, Carroll, Harford, 

Howard and Queen Anne’s. 

With approximately 80 
percent of the EMA’s 

PLWH/As residing in the 

Baltimore City, it is possible 

to miss the trends of the 
counties residents that run 

contrary to those of their 

counterparts from Baltimore 
City when focusing upon the 

EMA as a whole. 

2.9.2.1. HIV Incidence. 

Figure 2.29, based on cases recorded up to a 

year after the reporting year, shows that new 

cases of HIV decreased 6 percent in 
Baltimore City between 2001 (1,091 cases) 

and 2006 (1,022 cases).22 However the same 

decline did not occur in the EMA counties 
(four percent increase) or in the rest of 

Maryland (one percent increase). HIV 

incidence in the counties increased from 322 
cases in 2001 to 335 cases in 2006. 

The increasing incidence was in large part 

due to the greater number (42) of cases 
being diagnosed in Baltimore County. A 

greater number of cases per annum were 

also reported in Carroll (3 cases), Harford (6 
cases) and Howard (7 cases) counties. HIV 

incidence in Anne Arundel County 

decreased 41 percent between 2001 (95 

cases) and 2006 (56 cases). Queen Anne’s 

                                                
22 The reporting year is a key variable in analyzing 
trends over time. The most accurate snapshot of a 
particular moment in the epidemic can be ascertained 
by using only the most recent data available. However, 
if the goal is to produce comparable data for analyzing 

trends over time, the data need to either be collected in 
a similar manner (e.g., over the same length of time) 
or corrected using sophisticated statistical modeling 
(to account for historical reporting trends). 

County HIV incidence also decreased (6 
cases in 2001 to 0 cases in 2006) over this 

same period. 

2.9.2.2. AIDS Incidence. 

As shown in figure 2.30, newly reported 

cases of AIDS decreased 26 percent in 

Baltimore City between 2001 (752 cases) 
and 2006 (558 cases). Declines also 

occurred in the EMA counties (2 percent 

decrease) and in the rest of Maryland (10 
percent decrease), but they were not as 

pronounced. 

Reported AIDS incidence in the counties 
hovered at just under 200 cases per annum 

between 2001 and 2006, but, as with the 

trend for HIV incidence, newly reported 
AIDS case decreased 22 percent in Anne 

Arundel County from 51 such cases in 2001 

to 40 in 2006. 

2.9.2.3. HIV/AIDS Prevalence. 

As shown in figure 2.31, HIV/AIDS 

prevalence increased in Baltimore City (29 
percent from 12,373 known cases in 2001 to 

15,984 in 2006), in the EMA counties (47 

percent from 2,897 known cases in 2001 to 
4,254 in 2006) and in the rest of Maryland 

(37 percent from 9,210 known cases in 2001 

to 12,573 in 2006). 

Figure 2.30. 

AIDS Incidence by Geographic Area. 
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2.9.2.4. Counties Analysis. 

While HIV and AIDS incidence were 

declining in Baltimore City and remaining 
static (HIV incidence) or declining (AIDS 

incidence) throughout the country, HIV 

incidence was increasing in the EMA’s 
counties, while AIDS incidence remained 

largely unchanged. In both instances (HIV 

and AIDS incidence) increases in Baltimore 
County were the bulk of the increases in the 

EMA counties. Harford, Howard and Carroll 

counties had small absolute increases in new 

cases, while HIV and AIDS incidence in 
Anne Arundel dropped in a manner 

comparable to Baltimore City and the 

nation. New HIV and AIDS incidence in 
Queen Anne’s County, already at very low 

levels, almost disappeared between 2001 

and 2006. 

For reasons mentioned earlier in the chapter, 

declines in HIV and AIDS incidence do not 

necessarily lead to declines in HIV/AIDS 
prevalence because they have been 

accompanied by declines in AIDS-related 

deaths. A lack of a decline in HIV and AIDS 

incidence in the EMA counties meant that 
HIV/AIDS prevalence increased more 

quickly in these jurisdictions (with the 

exception of Queen Anne’s County) than it 
did in Baltimore City. The result is that 

counties residents comprised 

a slightly larger portion of 
the prevalent cases in the 

EMA in 2006 (21.0 percent) 

as compared to 2001 (19.0 

percent). 

2.10. Conclusion. 
At present, overall 

HIV/AIDS prevalence is 
increasing while HIV 

incidence, AIDS incidence 

and AIDS deaths are 

decreasing — these overall 
patterns are consistent across 

racial/ ethnic groups, modes 

of transmission and gender.  

While increasing prevalence 

poses a major challenge for 

community planners working 
with limited resources, it is, short of a 

dramatic decrease in HIV incidence, a 

problem that is desirable — the logical 
consequence of a decrease in AIDS-related 

deaths through dramatic improvements in 

the Baltimore EMA’s ability to reach, treat 

and otherwise care for people living with 
HIV and AIDS. 

Reported HIV incidence declined for nearly 

every demographic in the Baltimore EMA. 
The only groups reported here with 

increasing HIV incidence between 2001 and 

2006 were whites and EMA residents under 
the age of 29. In the Baltimore EMA, 

African-Americans, men, those engaging in 

high-risk heterosexual activity and the 
middle aged (40-49 years old) remain the 

groups most likely to contract HIV, progress 

to AIDS and to have HIV/AIDS. However, 

other groups, such as women, IDU and 
MSM, are also a major factor in the EMA’s 

epidemic.  

Age is the one variable where some groups 
are headed in one direction while others are 

headed in another. There are two epidemics 

emerging in the Baltimore EMA. The first 
epidemic is of older residents who, having 

contracted HIV earlier in life, through 

Figure 2.31. 

HIV/AIDS Prevalence by Geographic Area. 
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advances in medicine and care are living far 

longer than many believed possible a decade 
ago. While there are new cases of HIV 

among older adults, such cases are 

decreasing — most of the increase in 

HIV/AIDS prevalence among older 
residents of the EMA is due to aging.  

The second epidemic is of young residents 
who, for whatever reason, are not being 

reached by the lessons that were so dearly 

learned in the past. While HIV incidence is 

decreasing among the other age cohorts, 
adolescents and young adults are 

experiencing double-digit increases in HIV 

incidence. The younger cohorts still account 
for a much smaller portion of the HIV/AIDS 

prevalence in the EMA, but the data strongly 

suggest that we may be seeing the start of 

the second wave of the epidemic. 

Community planners in the Baltimore EMA 

will have to account for two very different 
groups with different needs, as they look to 

provide the best service delivery possible 

over the next three years. 
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