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Dear Ms. Manning:

The Delaware Prevention Planning Group authors this letter of support for the Comprehensive HIV Prevention Plan 2005-2009. Delaware’s single
community planning group, the HIV Prevention Planning Group (PPG), created the plan as one step in the overall planning process required by the
Centers for Disease Control and Prevention guidance on community planning and health department application for HIV prevention funding. The
Delaware Division of Public Health works with the Delaware HIV Consortium to facilitate community planning processes for both prevention and
treatment services statewide.

The Delaware HIV Consortium, a non-profit organization, has an open membership policy and recruits community members; religious, civic and
business leaders; public health and medical professionals; and individuals affected by and infected with HIV to work together in forming policy
documents to shape Delaware’s response to the epidemic. Consortium staff is committed to providing an atmosphere where all members feel
welcome and are encouraged to participate in committees where their voices can be heard. Whether through the Community HIV/AIDS Advisory
Teams (C.H.A.T.) or membership on the Prevention Planning Group, individuals can contribute in decision-making processes affecting prevention
services that will be provided in their communities.

Prevention Planning Group members began the process of compiling information for this comprehensive HIV prevention plan soon after the
completion of the previous plan in May 2001. Under the leadership of co-chairs, timelines were developed and tasks assigned to each of the
work groups: Needs Assessment, Populations and Interventions. The Membership Work Group was responsible for recruiting and orienting new
members on the process. Chapters in this comprehensive plan reflect the work of each work group and were approved by the vote of the full PPG
membership at monthly meetings.

The final product is a document shared by all members and will be used in grant applications to the Centers for Disease Control and Prevention as
well as to other federal, state and local agencies. Working together, the community members and agency representatives are proud of this
document as it reflects long hours, meetings and research by individuals who are committed to preventing the spread of HIV in Delaware.

The entire PPG membership voted on the plan in June 2004. Co-chairs and work group leaders signed below to signify their commitment to
working with the document and endorsement of the Delaware Comprehensive HIV Prevention Plan 2005-2009.

Sincerely,
Deborah Cheatwood ames C. Welch, RN, HNC
Delaware HIV Prevention Planning Group Community Co-Chair Delaware HIV Prevention Planning Group State Co-Chair

Delaware Division of Public Health HIV/STD/Hepatitis C Director
Work Group Leaders

LUt C oy 7 Gungs o) Bsics R Do .

Salvatore Seéley Jeanne Dukes Ronniere Robinson Alyson Lan%
Needs Assessment Work Group Needs Assessment Work Group Populations Work Group Populations Work p
S&a.uu'. Aw )Y\Qu}h» &q,h\. -"(l\)m i
Susan Tanner Basha Closic Maria Saeﬁ-z%Veiss

Interventions Work Group Interventions Work Group Membership Work Group



This plan is the coordinated effort of many individuals who have a dedication and
commitment to seeing a system of prevention and care for those living with and
at-risk for HIV/AIDS in Delaware. The Delaware HIV Prevention Planning Group
would like to thank all current and past PPG members, Delaware HIV Consortium
staff, and Delaware Division of Public Health staff for their long hours and hard
work. We would like to especially thank Judith Gendler-Epstein for her continual
support for HIV prevention as a staff member at DPH and as the writer of this plan.
Judith, we miss you and thank you.
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National

The Centers for Disease Control and Prevention (CDC) spearheads
efforts in the United States to slow the advancement of HIV disease
and prevent new HIV infections. Through the Division of HIV/AIDS
Prevention, CDC works with other governmental agencies to promote
cooperation between health departments and community partners.
CDC works to develop new testing methodology and HIV prevention
interventions aimed at reducing barriers for testing. Health
departments coordinate HIV counseling and testing programs

with assistance from CDC.

The Health Resources and Services Administration (HRSA) focuses

on providing medical care and treatment to individuals already infected
with HIV. Other federal agencies, including the National Institutes

of Health and Substance Abuse and Mental Health Services
Administration (SAMHSA), work within their purview to reduce
risk-taking behaviors of at-risk populations and research new
laboratory methods, medicines and therapies.

CDC authored the Advancing HIV Prevention initiative geared
towards increasing HIV testing, improving medical care and treatment,
and reducing barriers to early HIV diagnosis. The initiative, released
in April 2003, has four key strategies:

1. Make HIV testing a routine part of medical care

2. Implement new models for diagnosing HIV infections outside
medical settings

3. Prevent new infections by working with persons diagnosed with
HIV and their partners

4. Further decrease perinatal HIV transmission

Along with the Advancing HIV Prevention initiative, CDC released
the Guidance for HIV Prevention Community Planning in

2003. Taken together, these documents provide structure for

health departments to organize their HIV prevention efforts in their
jurisdictions. The Guidance for HIV Prevention Community
Planning is actually a revision of previously distributed documents,
updating the goals and objectives and improving upon the evaluation
methodology. Attributes deemed critical to community planning by
CDC are included in this updated guidance document.

The revised guidance incorporates aspects of the CDC HIV Prevention
Strategic Plan Through 2005 by focusing communities and health
departments on decreasing the number of persons in the United States
at high-risk for acquiring or transmitting HIV infection. The decrease
in new HIV cases should be the result of targeted, sustained and
evidence-based HIV prevention activities. Community planning groups
identify and prioritize at-risk populations to work with toward reducing
HIV transmission in the jurisdiction. Based on discussions and work
products of the community planning group, intervention activities are
selected for these prioritized at-risk populations.
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Local

Organizations and individuals interested in joining the fight against
HIV/AIDS in their community can participate in the Delaware
community planning process. This process brings many voices

to the table, allowing all perspectives to be shared and heard from.
The result of Delaware’s community planning process is this
Comprehensive HIV Prevention Plan 2005-2009, developed with
input and participation from the communities at-risk, governmental
partners and community-based agencies.

Delaware’s HIV Prevention Planning Group (PPG) members wrote the
Comprehensive HIV Prevention Plan 2005-2009. The plan serves as a
statewide collection of recommendations made to the Division of
Public Health (DPH) and HIV prevention agencies, focusing the reader
on HIV prevention activities needed in local communities. The plan
reviews specific populations at-risk and HIV prevention interventions
that could work within the community to reduce HIV transmission. The
document includes reports from each work group: Needs Assessment,
Populations and Interventions, outlining the steps taken to develop
their work products and how the steps fit together to complete the
process and accomplish this endeavor. Listed below are brief
introductions to the chapters in this Comprehensive HIV Prevention
Plan 2005-2009. The results of the planning process are included.

Intvoduction

This chapter introduces the concept of the Comprehensive HIV
Prevention Plan, reviews Delaware HIV Consortium organizational
structure, and provides resources to the reader for further information
about the planning cycles.

Epidemiolojio Proﬁle

The scientific data gained through epidemiologic activities, serves

as the basis for the HIV community planning process. HIV/AIDS
Surveillance staff in the Delaware Division of Public Health is
responsible for collecting, verifying and analyzing data on individuals
diagnosed with HIV/AIDS in the state. The compilation of the data and

an analysis of pertinent supplemental studies are included in the
Epidemiologic Profile found in Chapter 2.

Needs Assessment/
Co 'ty Sevvices Assessment

The work product of the Needs Assessment Work Group is found in
Chapter 3. This work group was responsible for accomplishing three
goals: development of a needs assessment, completion of a resource
inventory, and compilation of the results into a gap analysis. The work
product, known as a community services assessment (earlier versions
of the community planning guidance refer to it as a needs
assessment), describes the prevention needs of populations at risk for
HIV infection, the prevention activities/ interventions implemented to
address these needs and an analysis of what service gaps exist.
Typically, a needs assessment is a process to collect information and
determine the services currently provided and needed by either a
specific group of people (population) or in a geographic area. The



resource inventory lists HIV prevention activities currently provided in
the area, along with related resources, education and prevention
activities that might be linked to HIV risk reduction. A gap analysis is
a description of the unmet HIV prevention needs within the high-risk
populations defined in the epidemiologic profile.

Priority Populations

Chapter 4 describes the prioritized target populations as determined
by the Populations Work Group. With its limited resources, Delaware
must focus HIV prevention efforts on individuals considered most
at-risk for HIV infection, also called a target population. Working with
the Delaware HIV Consortium Community Planning Specialist and
DPH staff, the Populations Work Group identified at-risk groups as
most in need of continued programming. The background data and
process for selection of these populations are found in the chapter.
The prioritized populations are listed at the end of the Executive
Summary.

Interventions

For each identified target population prioritized by the Populations
Work Group, the Interventions Work Group was responsible for
selecting and recommending appropriate HIV prevention interventions
or activities. These recommendations are provided to the Division of
Public Health for consideration when developing the contracts with
community agencies to serve the at-risk communities. The Division
of Public Health will fund intervention studies as funding permits.
The Division of Public Health, Delaware HIV Consortium and HIV
Prevention Planning Group will review data on emerging populations
to ensure appropriate and adequate intervention activities are occurring
with these at-risk groups in a timely manner. More specific
background on the process of selecting these interventions, citations
of the interventions and additional detail is offered for the reader in
Chapter 5. The recommended interventions are listed at the end of the
Executive Summary.

Coovdination and, Linkaga:

Chapter 6 reviews examples of coordination and linkages between
HIV prevention and treatment service providers and improve service
delivery and client acceptance of interventions.

Goals, Objectives and Recommendations;
Technical Assistance

The Division of Public Health offers the goals and objectives from the
annual grant application in Chapter 7. This section is included for the
reader and is likely to be updated each year with changes to the grant
guidance issued by CDC and grant application completed by the
Division of Public Health.

Evaluation

Chapter 8 offers a glimpse at three membership-related objectives

in the community planning guidance and how the Delaware HIV
Prevention Planning Group is meeting the objectives. Through
membership recruitment efforts, orientation sessions and the C.H.A.T.
initiative, the PPG is working toward parity, inclusion and
representation. Evaluating past performance and success in meeting
the objectives is key to refining and improving upon the planning

process. Future evaluation strategies will include a review of
membership evaluation tools, analysis of the cultural competency of
PPG members and HIV prevention service providers, and an evaluation
of whether the recommendations included in this plan are carried out
in the next planning cycle. This chapter also informs the reader about
evaluation efforts undertaken by the Division of Public Health to meet
the critical attributes defined by CDC.

Below is the list of approved prioritized populations and recommended
interventions to be implemented from 2005-2009.

Population: Injecting Drug Users who are HIV+

Subpopulations:
1. Black/White; 30+; Male/Female; live in 19801, 19802, 19805,
19806, 19808, 19809, 19701, 19702, 19703, 19713, 19720
and 19977

2. Black; 30+; Male/Female; live in 19901, 19904, 19933, 19956,
19963 and 19973

Recommended Interventions:

= Combined Group-Level Intervention and Individual-Level
Intervention efforts including Outreach and Counseling
and Testing

= Community-Level Intervention

= Syringe Exchange including Group-Level Intervention and/or
Individual-Level Intervention

= Qutreach with Counseling and Testing and Individual-Level
Intervention

= Partner Counseling and Referral Services

Population: Men who have Sex with Men who are HIV+

Subpopulations:
1. Black; 30+; Male; live in 19801, 19802, 19805, 19806, 19808,
19809, 19701, 19702, 19703, 19713, 19720 and 19977
2. White; 30+; Male; live in 19801, 19802, 19805, 19806, 19808,
19809, 19701, 19702, 19703, 19713, 19720, and 19977

3. Black; 30+; Malg; live in 19901, 19904, 19933, 19956, 19963
and 19973

4. Black/White; 30+; Male; live in 19947, 19958, 19971

Recommended Interventions:
= In those areas where MSM can be reached (19801, 19802,
19805, 19806, 19808, 19809, 19701, 19702, 19703, 19713,
19720, 19977, 19947, 19958, 19971)

- Outreach with Individual-Level Intervention followed by
Group-Level Intervention (include Counseling and Testing
services for partners)

= In those areas where little is known of the MSM population

(19901, 19904, 19933, 19956, 19963, 19973)

- RARE (Rapid Assessment, Response and Evaluation)
Community Assessment followed by a Community-Level
Intervention

< Partner Counseling and Referral Services

Population: Heterosexuals who are HIV+

Subpopulations:
1. Black; 30+; Female; live in 19801, 19802, 19805, 19806,
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19808, 19809, 19701, 19702, 19703, 19713, 19720 and
19977

2. Black; 30+; Female; live in 19901, 19904, 19933, 19956,
19963 and 19973

Recommended Interventions:

= Individual-Level Intervention followed by a Group-Level
Intervention including Outreach and Counseling and Testing

< Community-Level Intervention
= Partner Counseling and Referral Services

Population: Injecting Drug Users who are HIV-

Subpopulations:
1. Black/White; 30+; Male/Female; live in 19801, 19802, 19805,
19806, 19808, 19809, 19701, 19702, 19703, 19713, 19720
and 19977

2. Black; 30+; Male/Female; live in 19901, 19904, 19933,

19956,
19963 and 19973

Recommended Interventions:

= Combined Group-Level Intervention and Individual-Level
Intervention efforts including Outreach and Counseling
and Testing

= Community-Level Intervention

= Syringe Exchange including Group-Level Intervention and/or
Individual-Level Intervention

= Qutreach with Counseling and Testing and Individual-Level
Intervention

Population: Men who Have Sex with Men who are HIV-

Subpopulations:
1. Black; 30+; Male; live in 19801, 19802, 19805, 19806, 19808,
19809, 19701, 19702, 19703, 19713, 19720, and 19977
2. White; 30+; Male; live in 19801, 19802, 19805, 19806,
19808,
19809, 19701, 19702, 19703, 19713, 19720, and 19977
3. Black; 30+; Male; live in 19901, 19904, 19933, 19956, 19963
and 19973
4. Black/White; 30+; Male; live in 19947, 19958, 19971
Recommended Interventions:
< In those areas where MSM can be reached (19801, 19802,

19805, 19806, 19808, 19809, 19701, 19702, 19703, 19713,

19720, 19977, 19947, 19958, 19971)

- Outreach followed by Individual-Level Intervention and
Group-Level Intervention (ILIs and GLIs do not have to
be in a specific order) including Counseling and Testing

= In those areas where little is known of the MSM population

(19901, 19904, 19933, 19956, 19963, 19973)

- RARE (Rapid Assessment, Response and Evaluation)
Community Assessment followed by a Community-Level
Intervention

Population: Heterosexuals who are HIV-

Subpopulations:
1. Black; 30+; Female; live in 19801, 19802, 19805, 19806,
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19808, 19809, 19701, 19702, 19703, 19713, 19720
and 19977

2. Black; 30+; Female; live in 19901, 19904, 19933, 19956,
19963 and 19973

Recommended Interventions:

= Individual-Level Intervention followed by a Group-Level
Intervention including Outreach and Counseling and Testing

< Community-Level Intervention

SPECIAL POPULATIONS AND RECOMMENDED INTERVENTIONS

Population: Youth (13 to 19)
Recommended Interventions:

= Combined Group-Level Intervention and Individual-Level
Intervention efforts including Outreach and Counseling
and Testing

< Community-Level Intervention

Population: Incarcerated who are HIV positive and
HIV negative
Recommended Interventions:

< Group-Level Intervention and Individual-Level Intervention
= Counseling and Testing

< Health Communication/Public Information

= Partner Counseling and Referral Services

Population: Seniors (50 and above)
Recommended Interventions:

= Health Communication/Public Information
< Community-Level Intervention
= Partner Counseling and Referral Services

Population: Hispanics (Statewide)
Recommended Interventions:

< In those areas where little is known of the Hispanic population

(19801, 19805, 19808, 19720, 19901, 19904, 19947, 19958,

19963, 19971)

- RARE (Rapid Assessment, Response and Evaluation)
Community Assessment followed by a Community-Level
Intervention

< Individual-Level Intervention followed by a Group-Level
Intervention including Outreach and Counseling and Testing

= Health Communication/Public Information
= Partner Counseling and Referral Services
Data Supporting the
Prioritized Populations
Below are excerpts from the Comprehensive HIV Prevention Plan
2005-2009 chapter on prioritized populations. The paragraphs provide

a brief glimpse at supporting data available when these populations
were prioritized during the planning cycle.

Injecting Drug Users (IDU):

In Delaware, approximately one-third of all new HIV infections

are directly related to injecting drug use (IDU). Cases related to inject-
ing drug use, including patients who had heterosexual contact with an



Injecting Drug Users (IDU):

In Delaware, approximately one-third of all new HIV infections

are directly related to injecting drug use (IDU). Cases related to
injecting drug use, including patients who had heterosexual contact
with an IDU, mother was an IDU, and partner of an IDU, represent
55% of the cases. The majority of these HIV/AIDS cases related to
IDU in Delaware are African American. New Castle County was
noted as the county of residence of more than half of the IDU cases.

Men who have Sex with Men (MSM):

While the HIV/AIDS epidemic started in white MSM in Delaware

and nationwide, the local trend has shifted to African American MSM.
In the first decade, two-thirds of the MSM cases in Delaware were
White, while one-third were African American. In the last decade
(1993-2002), just over one-half (55%) of the MSM cases were White,
while 41% were African American.

Heterosexuals:

A new trend in the HIV/AIDS epidemic is being seen as more
heterosexuals are being diagnosed with HIV/AIDS. In Delaware, most
cases in the early 1980's were not in the heterosexual population. Data
through December 2002 indicates approximately one in five HIV/AIDS
cases are related to heterosexual contact (20%). This includes hetero-
sexual contact with an injecting drug user, bisexual man, transfusion/
transplant recipient or person living with HIV/AIDS.

Special populations:

There is insufficient data to provide an explanatory paragraph about
each of these special populations: Youth, Incarcerated, Seniors and
Hispanics. Data examining the age at HIV/AIDS diagnosis might not
reflect the current sexual activity of youth; therefore continued educa-
tion and prevention efforts are needed in this population. Nationwide,
there is an increase in the number of individuals incarcerated. This
trend is seen locally and could have an effect on the HIV infection rate
among Delaware inmates. With an aging population, there is concern
about seniors becoming at-risk for HIV infection as individuals are
living longer. Delaware’s current Hispanic population continues to
grow and will impact upon morbidity rates across all diseases,
including HIV/AIDS.

Executive Summary Delaware Comprehensive HIV Prevention Plan 2005-2009



Chapter 1: Intvoduction

This chapter introduces the concept of the co

mprehensive HIV prevention plan,

vevtews Delawave HIV Consovtium o;fga,m}zatiomé structuve and prouide: vesources to
the veader for ﬁuft/wr Mrmatiow about the plaiuu«ﬁ gld&r.

l. W/g/ és the plan important?

On a national level, the Centers for Disease Control and Prevention
(CDC) allocates funds for HIV prevention services. Each state receives
federal funding for HIV prevention in response to a grant application
submitted by the health department. The state health department is
required to develop a comprehensive HIV prevention plan, which
includes an outline of the recommended interventions to prevent HIV
transmission in the local area.

In 2003-4, CDC developed and updated a community planning
guidance (Guidance for HIV Prevention Community Planning
2004-2008"), which outlined the steps necessary to design and
implement a planning process. There are three overall goals for HIV
prevention community planning:
= Community planning supports broad-based community
participation in HIV prevention planning
= Community planning identifies priority HIV prevention needs
(a set of priority target populations and interventions
for each identified target population) in each jurisdiction.
= Community planning ensures that HIV prevention resources target
priority populations and interventions set forth in the
comprehensive HIV prevention plan.

The final result of the planning process shall be a comprehensive
document outlining the process undertaken by community members.
The document should include the epidemiologic profile, community
services assessment, prioritized target populations, and appropriate
science-based prevention activities/interventions. Each of these
elements is a chapter in this comprehensive HIV prevention plan.

Delaware’s Comprehensive HIV Prevention Plan 2005-2009 provides
readers an overview of the planning process; results of surveys and
focus groups; and recommendations for priority populations and
prevention interventions. This plan will guide the Delaware Division
of Public Health's (DPH) development of requests for proposals (RFPS)
and application for CDC HIV prevention funding. The plan may be
used by community-based organizations (CBOs) and state agencies

as part of grant applications. Information contained herein might be
helpful to community members to further the knowledge of HIV
prevention services available and services needed in Delaware.

\l. What is the Delaware HIV
Prevention Planning Group?

The Delaware HIV Prevention Planning Group (PPG), formerly known

as the Delaware HIV Prevention Committee, is the state’s single

community planning group (CPG). As indicated in the CDC Guidance

Jfor HIV Prevention Communily Planning 2004-2008 (hereafier

referred to as the community planning guidance), each state

Delaware Comprehensive HIV Prevention Plan 2005-2009 Chapter 1: Introduction

health department must convene a community planning group. This
collaboration brings together community members, state agency repre-
sentatives and

medical personnel to discuss and plan appropriate services and
programs to prevent HIV transmission in the state. PPG members
work to design intervention plans that will meet the needs of
communities at risk for or infected with HIV in the state. The

Delaware HIV Consortium facilitates and manages the Delaware HIV
Prevention Planning Group.

The PPG meets monthly in Dover to draft recommendations for HIV
prevention services. PPG leadership outlines the tasks necessary
to develop the comprehensive HIV prevention plan and delegates
responsibility to work groups to accomplish the tasks in a timely
manner. There are membership guidelines (found in Chapter 1,
Attachment 2) that provide direction and oversight for the group.

A. Delawave HIV Consortium background
The Delaware HIV Consortium is a statewide non-profit organization
established to facilitate collaboration among its members and to
ensure that quality, non-duplicative HIV treatment and prevention
services are available throughout Delaware. The Delaware HIV
Consortium is dedicated to eliminating the spread of HIV/AIDS and
to creating a seamless continuum of care for all people infected and
affected in Delaware.

Membership in the Delaware HIV Consortium is open to the public
and achieved through an application process. The Consortium
membership includes public health professionals; HIV/AIDS service
providers; business, civic and religious leaders; and persons living
with HIV disease. The Board of Trustees oversees operations of

the agency, which operates several statewide planning groups.
During the current planning process, the Consortium Coordinating
Council (C3), leadership from the statewide planning groups met
with representatives from the Board of Trustees to update work
responsibilities. C3 meets as needed to discuss cross-group topics
and provide an opportunity for exchange of ideas between the
planning groups. There is at least one representative from the
Board of Trustees actively participating in each of the statewide
planning groups.

Issues affecting statewide policies, including sterile syringe access,
medical treatment provided to incarcerated individuals living with
HIV/AIDS and legal matters, are undertaken and discussed by the
Policy Committee. The Treatment Services Committee is convened
as a requirement of the Ryan White CARE Act (RWCA) grant received
by Delaware from the Health Resources and Services Administration
(HRSA). As the Ryan White planning body, responsible for
developing planning materials to guide medical and supportive



service delivery, the Treatment Services Committee reviews current
lists of medicines on the Delaware AIDS Drug Assistance Program
(ADAP) formulary; conducts needs assessments and focus group

to determine appropriate treatment related services; and prioritizes
services available to individuals living with HIV/AIDS and their
families. The Prevention Planning Group (PPG) is the third planning
group of the Consortium. Details on the PPG are provided
previously in this chapter.

In the 2002-2003 planning cycle, the Delaware HIV Consortium
conceived the Community HIV/AIDS Advisory Teams (C.H.A.T.) to
increase involvement from community members who might not be
able to attend regularly scheduled planning group meetings.
C.H.AT. provides a unique forum for these individuals to share their
insight with planning group members. Meetings are held four
times a year in each county; meetings are scheduled for weekends
and evenings. Food, childcare and transportation are provided to
encourage participation. The mission of C.H.A.T. is to organize
community members within Delaware in order to meaningfully involve
individuals in the various HIV/AIDS treatment service and prevention
initiatives that exist within their communities. The Community
Planning Specialist and Community Membership Liaison are
responsible for bringing the key points from C.H.A.T. meetings to
the appropriate planning group for discussion and action. The
Community Membership Liaison position was eliminated in 2003
with the redistribution of Consortium staff responsibilities.

The Delaware HIV Consortium formulated a strategic plan in
2002. The strategic plan is available from the Consortium by
contacting (302) 654-5471. The following are guiding principles
of the Consortium:

The Consortium:

= Believes that the HIV/AIDS epidemic is a crisis that requires
community planning and action

= Promotes participation from all communities

= Shares the responsibility in an epidemic that affects everyone

= Works for increased awareness of the HIV epidemic and of
HIV activities in Delaware

= Seeks to include active participation of those living with HIV in
the planning of statewide services

= Creates, implements and helps support treatment-related services
and housing assistance to those living with HIV in Delaware

= Disseminates meaningful and accurate information to improve
the quality of services to persons living with HIV/AIDS and to
reduce the stigma of HIV/AIDS in our communities

= Supports the implementation of housing opportunities for persons
with HIV/AIDS so that they are able to live with stability and
dignity in order to maximize health-related outcomes

= Works to identify and secure diversified funding streams to

address the unmet needs of those living with HIV disease in
Delaware

B. Plans for inteqration of the Prevention
Plansiing Group and Treatment
e

The Division of Public Health and Delaware HIV Consortium are
continuing discussions on integrating the Prevention Planning
Group and Treatment Services Committee. Both groups are
responsible for developing comprehensive planning documents,
which include similar elements including needs assessments and
epidemiologic profiles. The Delaware HIV Consortium can integrate
these similar functions. In fact, CDC and HRSA worked together to
fashion a document to assist HIV/AIDS surveillance staff as they
develop epidemiologic profiles that must meet the needs of both
treatment and prevention planning groups. 7he Integrated Guidelines
for Developing Epidemiologic Profiles: HIV Prevention and Ryan While
CARE Act Community Planning® were used by DPH staff

to focus the data analysis and presentation on questions most
appropriate for both planning groups.

In keeping with this national trend, the Delaware HIV Consortium
assigned one Community Planning Specialist in 2004 to facilitate
both the prevention and treatment planning groups. By making
this move, the Consortium recognized the increased need for
communication between the planning groups and allowed for
coordinated efforts for membership, recruitment and data analysis.
Therefore, all membership activities for the PPG, Treatment Services
Committee and Community HIV/AIDS Advisory Teams (C.H.A.T.)
are coordinated with one Consortium staff person. Preliminary
timelines were developed by DPH and Consortium staff with a
vision to expand beyond integrating functions and look at whether
a partial or complete integration of the planning groups is feasible.
Both the PPG and Treatment Services Committee have moved to

a 2005-2009 planning cycle, allowing for a timeline that could
accomplish one needs assessment, resource inventory and
consumer/provider survey for both groups.

This initiative will be pursued and a proposal will be delivered or
discussion will be held at a combined retreat of the PPG and
Treatment Services Committee at the end of 2004.

|||.Homwa;tké:plawdweloped?

The Comprehensive HIV Prevention Plan 2005-2009 was developed
with assistance from all PPG members. Division of Public Health
representatives were responsible for development of certain chapters,
as was the Delaware HIV Consortium Community Planning Specialist
assigned to this statewide planning group. Reports on progress of
each work group were presented to the full group for voting and
approval. Once approved, the report was written into a chapter of
this plan.

The Division of Public Health receives funding from CDC for grant
#04012 — Health Department HIV Prevention Projects. From this
grant funding, DPH has a contract with the Delaware HIV Consortium
for community planning facilitation, which includes an allocation for
the development of the Comprehensive HIV Prevention Plan.

Chapter 1: Introduction Delaware Comprehensive HIV Prevention Plan 2005-2009



A. Work group structures

There were three work groups tasked with specific parts of the
comprehensive HIV Prevention plan. The work groups are Needs
Assessment, Populations, and Interventions. A Membership Work
Group worked with PPG membership on orientation and recruited
new members for the overall group.

The Needs Assessment Work Group was responsible for developing
the community services assessment. When this work group began
focusing on their responsibilities, the CDC had not yet released the
current version of the community planning guidance. Therefore, the
work group operated under the 1993 guidance for HIV prevention
community planning®. While the work products are fairly similar,
there was a slight change in how products or documents were
named.

The Needs Assessment Work Group examined the current services
available and compared them to the services needed in Delaware

to prevent HIV transmission. As part of their work, a survey was
developed and administered to community-based agencies providing
social service and health-related programming in the state. Results
from the needs assessment review of epidemiologic data, resource
inventory and supplemental data analysis provided the backdrop for
the development of a gap analysis. Populations or groups of people
thought to be at high risk for HIV infection were identified. The
resource inventory listed services available to these groups. The
gap analysis identified the groups of people (also referred to as a
population in this document) PPG members felt were at high risk

of infection and evaluated whether there were adequate services
available to prevent HIV transmission.

The Populations Work Group reviewed the data presented by Needs
Assessment Work Group members. From this presentation, the
Populations Work Group decided which at-risk groups (also called
populations) should be targeted for additional research. The
Populations Work Group determined whether key informant
interviews or focus groups were the best mechanism for gathering
qualitative data from members of the at-risk groups. Focus groups
were conducted to collect consumer information about service
delivery and the need for services. This information might not be
easily obtained through a survey of agency providers; rather, it was
necessary to gather the data from community members affected by
the problems identified in focus groups.

Once all focus groups were completed, information from various

data sources was used in connection with focus group results to
prioritize populations. The prioritized populations (and sub-
populations) were defined by their risk behavior, racial/ethnic group,
gender, age and geography. These populations will be the focus of
service delivery and recommendations for DPH.

Building on the work of previous work groups, the Interventions
Work Group was responsible for developing a list of scientifically
appropriate interventions for each of the identified populations. The
Interventions Work Group reviewed scientific literature, looking for
interventions that might be applicable to the socio-economic
conditions in Delaware, would be feasible for our agencies to
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conduct and appropriate for the specified populations. The Division
of Public Health in developing the grant application for CDC and
requests-for-proposal for service delivery by community-based
organizations will use these interventions.

The final work group of the Prevention Planning Group is the
Membership Work Group. While not directly responsible for a
work product in the comprehensive plan, this work group has a
vital role in the recruitment and retention of PPG members.
Orienting new members to the process requires Membership Work
Group members to have a keen understanding of the community
planning background and an ability to explain the concepts to
interested parties.

B. Who was on the Prevention Planning Group?

PPG membership fluctuated throughout the development of this
plan. Current members include representatives from community
agencies, Division of Public Health, Division of Substance Abuse
and Mental Health (DSAMH), Christiana Care Health Services,
community representatives and local universities.

As this process involved a three-year timeframe, the ebb and flow
of members presented challenges to the process and affected the
diversity of the group. Experienced members can provide historical
knowledge of the process and background for PPG members. New
members are always encouraged to participate on work groups as
new ideas are valuable and welcome. As the PPG moves to a
five-year plan, the varied membership will continue to have an
impact on decision-making. Work group leaders have changed
throughout the process as well, increasing the need for educating
the PPG membership on overall process and voting issues.

The Delaware HIV Consortium also experienced turnover in the staff
position assigned to the PPG. All historical records and meeting
minutes are available to new PPG members and staff assigned from
the Consortium and DPH as background materials.

With the introduction of four membership categories in 2004, PPG
members can be listed on the roster as ‘voting’, ‘alternate-voting’,
‘non voting’ and ‘interested’. Listed below are all PPG members
on the roster as of June 30, 2004. For an explanation of the
membership categories, refer to Chapter 1, Attachment 2 for the
membership guidelines.




PPG membership as of June 30, 2004

Dennika Acker
Joseph Adepoju v
Patricia Ayers v
Renee Beaman m
Bennie Blake

Stacy Blake
Margaret Bowers
Rodney Brittingham v
Leondra Brown
Jennifer Brown

Jen Bruhler v
Russel Buskirk v
Saulo Chavez m
Deborah Cheatwood m
Basha Closic m
Hector Colon m
Jim Dickinson v
Dorothy Dillard
Jeanne Dukes m
Stephanie Dove
Renaldo Epps
James Farmer
Michelle Fisher v
Justine Flint m
Georgette Foster v

Karen Freeman

Star Fuentes v
Armando Gonzalez m
Penny Gross

Daniel Hanks

James Harrison

Vera D. Harrison v
Shantelle Henderson
Wendelin Henry v
Steven Hill v
Alyson Lang m

Kristy Lawton
Heather Leininger-Digan
Sylvia Lewis-Harris v
Lucy Luta v

Barbara Mason
Walter Mateja m
Cathy Mosley

Alfred Onuonga v
Herman Ortez

John Ray v

Janet Ray v
Ronniere Robinson m
Maria Saenz-Weiss
Salvatore Seeley m

Bennie Stevens
Ginny Succarotte ¥
Jose Varela m
Robert Watson
Natalie Way v
James Welch e
Troy Williams m
Gregory Williams
Walter Wilson
Howard Woodlin v
Jeremy Zane v

Legend

m : Voting

e : Alternate Voting
v: Non-voting

As discussed above, individuals can participate on a work group to
maximize their contributions to the planning process. Listed below
are individuals who participated in the planning process for the
development of this plan. Please note this list may include
individuals who are no longer PPG members.

Needs Assessment Work Group
Salvatore Seeley - Leader

Renee Beaman
Russel Buskirk
Jim Dickinson

Interventions Work Group
Rodney Brittingham

Basha Closic
Justine Flint
Star Fuentes

Jeanne Doe

Judith Gendler Epstein
Walter Mateja

John Ray

Populations Work Group
Ronniere Robinson — Leader
Dennika Acker
Pat Ayers
Saulo Chavez
Stephanie Dove
Alyson Lang
Cathy Mosley
Alfred Onuonga
Janet Ray

Armando Gonzalez
Daniel Hanks, Il
Sylvia Lewis-Harris
Herman Ortez

Jose Varela

Troy Williams
Jeremy Zane

Membership Work Group

Maria Saenz-Weiss — Leader
Deborah Cheatwood

Hector Colon

Steven Hill

Walter Parker

Natalie Way

Howard Woodlin

C. Membership on PPG

All PPG members are asked to abide by attendance and voting
policies. The policy is updated on an annual basis, or as needed.
The 2004 attendance and voting policy and procedures are included
as an attachment to this chapter (Chapter 1, attachment 2). At the
beginning of the planning year, members are asked to sign a letter of
commitment. The 2004 letter of commitment is found in Chapter 1,
attachment 3.

Through efforts by the Membership Work Group and DHC
Community Planning Specialist, PPG members attend orientation
sessions and annual retreats to learn about the state’s community
planning process. Meetings such as the Community Planning
Leadership Summit (CPLS), now known as the HIV Prevention
Leadership Summit (HPLS), provide members an opportunity to
interact with community planning leaders from other jurisdictions
and national technical assistance providers. These meetings allow
PPG members to learn about methodology and procedures that
work in other states.

In the community planning guidance, CDC indicates that

parity, inclusion and representation (PIR) are among the tenets of
community planning. Parity is defined as the ability of members to
equally participate and carryout planning tasks/ duties. /zclusion
is defined as meaningful involvement of members in the process
with an active voice in decision-making. Representation is defined
as the act of serving as an official member reflecting the perspective
of a specific community.

The Delaware PPG is committed to providing an atmosphere
where all members are able to voice their opinion, learn about new
community planning trends and techniques and bring their perspec-
tive to the group. Group discussions welcome all statements and
perspectives. As described in the letter of commitment and
attendance and voting policy and procedures, individuals are asked
to determine whether they represent an agency perspective or their
own perspective from their community. By voting with this in mind,
PPG decisions strive to reflect the community needs and desires.
1. Plan for tnereasing number zfcommm'ty members
Through the C.H.A.T. groups, Delaware HIV Consortium staff is
committed to recruiting community members and sharing their
views with the DHC statewide planning groups. C.HA.T.
meetings occur in the evenings and on weekends, removing
barriers that preclude community members from attending
regularly scheduled prevention and treatment meetings. The
Delaware HIV Consortium provides transportation, childcare and
refreshments to meeting participants as an incentive to participate.
C.H.A.T. meetings occur quarterly in each of Delaware’s three
counties.

C.H.AT. gives a voice to the community members who have not
participated before in a community planning process. PPG

and Treatment Services Committee membership indicates an
increased representation of the community infected and at-risk
for HIV/AIDS. With the extensive education conducted through
C.H.AT. meetings, the new PPG members come to meetings with
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a better understanding of the process. In the current planning
cycle, C.H.A.T. was instrumental in piloting questions for the
Populations Work Group in addition to assisting the Treatment
Services Committee revise the priorities and recommendations for
their planning process.

Individuals who move from C.H.A.T. involvement and become
PPG members are educated about the planning process.
Therefore, they are provided with the tools to make a meaningful
contribution to discussions and are able to participate in work
group activities.

2. Formalization ofrecrm'tment @ﬁrt:

Since the beginning of Delaware’s community planning process

in the early 90s, the Delaware HIV Consortium and the Division of
Public Health have been committed to a process that included
representatives from various communities. The process has been
continually evaluated with an outside evaluator. Semi-annually,
the PPG membership is asked to complete group dynamic and
membership surveys. The results of these surveys have shaped
recruitment efforts, as the survey identified groups that were miss-
ing from the table. PPG members have indicated that persons liv-
ing with HIV/AIDS (PLWHA) are not well represented on the
group. Other individuals who appear to be missing include
evaluators, behavioral scientists, and researchers.

The Delaware HIV Consortium leadership, along with DPH,

has taken steps to increase and formalize recruitment efforts
throughout the planning process. With the creation of the DHC
Community Membership Liaison position, it was hoped that
committee membership would be increased. There was an
increase in visibility of the Delaware HIV Consortium within

the faith community, at health fairs and other important community
events. The Delaware HIV Consortium continues to educate the
Delaware community about the organization and planning groups.

In 2004, the DHC hired an HIV Program Assistant who will spend
time in the community actively recruiting members for all planning
groups. As the dedicated individual for both the Prevention
Planning Group and Treatment Services Committee, the program
assistant can identify community members who are interested in
working with the HIV/AIDS epidemic and direct their interest to the
appropriate planning group. Recruiting efforts will be stepped up
at the Christiana Care Health Systems (CCHS) HIV Wellness
Clinics. The DHC has identified other potential PPG members
and will actively recruit the individuals over the next few months.
Reviewing the recommendations from the PPG evaluator will also
focus the program assistant on expertise that is currently lacking
on the PPG.

In 2004, the Delaware Office of Minority Health (OMH) provided
funding to the Delaware HIV Consortium to increase minority
participation in the community planning process. Efforts will
focus on the Hispanic and African American communities along
with individuals living with HIV/AIDS. Funds will be used

to educate identified community representatives about the
community planning process. DHC staff hopes these
representatives will become active participants in one of

the statewide planning groups.
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D. Timeline to deueéopt/w[am

Throughout the process, PPG leaders worked with a timeline to
guide work groups in accomplishing the tasks needed for the plan.
The timeline was formally documented and updated beginning in
August 2002. Each work group was assigned tasks and the timeline
was continually updated. The final timeline (as of June 2004) is
included as an attachment to this chapter. (Chapter 1, attachment 4)

PPG membership received technical assistance (TA) throughout the
planning process to increase understanding of the responsibilities
and explore options for completing the work. The Academy for
Educational Development (AED) contracted with Adam Tenner to
provide a session on prioritizing and rating and weighting
methodology in April 2002. This was a joint session between the
Treatment Services Committee and PPG. Maryland Department of
Mental Health and Hygiene representatives shared their prioritization
process with the PPG in May 2002.

Annual retreats held in January of each year provided an opportunity
for CDC representatives to share in the excitement and beginning of
the planning year. In 2003, Delaware’s CDC Project officer, Jessica
Gardom joined the PPG. Her presentation focused on the new
community planning guidance. Other discussions at the 2003
retreat included attempts at identifying trust issues between
community and state representatives. The 2004 retreat was
postponed from January to February due to inclement weather. In
2004, CDC and the National Alliance of State and Territorial AIDS
Directors (NASTAD) joined with the PPG in an exploration of the
community planning guidance and its impact on the Delaware
process. The retreat also worked to move through the identified
roadblocks to work together as an effective planning group.

E. Futuve divections for Delaware’s
Prevention P group
The current planning process took three years and developed a
five-year planning document. Beginning in 2004, the PPG will work
on a five-year planning cycle: 2005-2009. During the extended
cycle, PPG members will work collaboratively with the Treatment
Services Committee on the resource inventory and provider capacity
and capability survey. Under new leadership, the PPG will develop
standard procedures for completing the prioritization processes and
work to document these procedures for future PPG members. The
request for proposal process will be reviewed by DSAMH, DPH,
DHC and CCHS to identify areas of overlap so that duplicate
services can be eliminated and funds refocused on areas where
services might be lacking (gaps). As the Delaware HIV/AIDS
Surveillance unit completes its evaluation of HIV reporting data,
there will be an increased emphasis on using HIV/AIDS prevalence
data to define populations.

F. § tajf contact for more bfnrmation/

If you are interested in more information about the Delaware HIV
Community Planning process, please contact the Delaware HIV
Consortium at 302-654-5471. Ask for the Community Planning
Specialist to find out about the next meeting and how you can be
involved! You can also visit the website at wwuw.delawarehiv.org
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ACRONYMS

AA ..o African American HERR ...... Health Education and Risk Reduction
AD ......... AIDS Delaware HIV......... Human Immunodeficiency Virus
ADAP ....... AIDS Drug Assistance Program HOP ........ House of Pride
AED ....... Academy for Educational Development HPLS ....... HIV Prevention Leadership Summit
AIDS ....... Acquired Immune Deficiency Syndrome HRSA ....... Health Resources and Services Administration
APl ........ Asian/ Pacific Islander DU......... Injecting Drug User
BCl......... Brandywine Counseling Inc ILh .o Individual Level Intervention
BGC ........ Boys and Girls Club of Delaware KABB....... Knowledge, Attitudes, Behavior and Belief
BGOC ....... Beautiful Gate Outreach Center KISCS ...... Kent/Sussex Counseling Services
BRFSS ...... Behavioral Risk Factor Surveillance System LACC ....... Latin American Community Center
C3 ......... Consortium Coordinating Council LAR ........ La Red
CADR....... CARE Act Data Report MSM ....... Men who have sex with men
CAMP ...... CAMPSafe/ CAMP Rehoboth MSM/IDU .. .Men who have sex with men and inject drugs
CARE ....... Comprehensive AIDS Resource Emergency NA o Needs Assessment
CBO ........ Community Based Organization NA/AN ...... Native American/ Alaskan Native
CCHS ....... Christiana Care Health System NASTAD . .... National Alliance of State and Territorial
coC ........ Centers for Disease Control and Prevention AIDS Directors
C.H.A.T. .....Community HIV/AIDS Advisory Team NIR......... No identifiable risk
CLl......... Community Level Intervention NRR ........ No reportable risk
CP ... .. Community Planning OMH ....... DPH Office of Minority Health
CPG ...... .. Community Planning Group PCM ....... Prevention case management
CPLS ....... Community Planning Leadership Summit PCP ........ Pneumocystis carinii pneumonia
CSA .. .. .. Community Services Assessment PIR......... Parity, Inclusion and Representation
CTR ........ Counseling, Testing and Referral PLWA ... People Living with AIDS
cTS ... Counseling and Testing Services PLWHA ..... People living with HIV/AIDS

(also abbreviated C/T) PPG ........ Prevention Planning Group
CTRPC...... Counseling, Testing, Referral and PSA ... ... Public Service Announcement

Partner Counseling RARE ....... Rapid Assessment, Response and Evaluation
DCJ ........ Delaware Center for Justice RFP .. .. .. Request for proposals
DHC ........ Delaware HIV Consortium RWCA ... ... Ryan White CARE Act
DHSS ....... Department of Health and Social Services SAFE ....... Serostatus Approach to Fighting the HIV Epidemic
DOC ........ Department of Correction SAMHSA . .. .Substance Abuse and Mental Health
DOE ........ Department of Education Services Administration
DPH ........ Delaware Division of Public Health SCAC ....... Sussex County AIDS Council
DSAMH .. ... Delaware Division of Substance Abuse and SCBW ...... Survey of Child Bearing Women

Mental Health SCSN ....... Statewide Coordinated Statement of Need
DSS ... Division of Social Services SHAS ....... Supplement to HIV/AIDS Surveillance
EITL ... Each One Teach One STD ........ Sexually Transmitted Disease
GLE...o.oo Group Level Intervention TA Technical Assistance
HAART ... Highly Active Antiretroviral Therapy USCA ...... United States Conference on AIDS
HARS ... HIV/AIDS Reporting System YRBS ....... Youth Risk Behavior Survey
HC/PI....... Health Communication/ Public Information
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Attendance and Voting Policy and Procedure

NTLAWARE
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Attendance and Votinj

Poligl and, Proceduve

of the Prevention Planning Group

It is the intention of the Delaware HIV Consortium to create a community-
planning group that reflects the diversity of the epidemic. To that end,
the group includes community- and faith-based organizations, public
health officials, individual community members, and people infected
with and affected by HIV and AIDS. The Prevention Planning Group
has made it a point to recruit other members of the community
including, behavioral scientists, research scientists, epidemiologists,
and program/outcome evaluators.

The PPG meets once a month in Dover, typically on the fourth
Wednesday of the month. However, the PPG does not meet in
November. The meeting schedule for the following year is typically
approved in October of each year. An Annual Retreat is held once a
year, typically in December or January. The Annual Retreat is an
all-day meeting and will count as two full Group meetings.

I. Types of Membership

Membership on the PPG consists of four types: non-voting members,
voting members, alternate voting members, and interested members.
All non-voting, voting and alternate voting members are encouraged to
actively participate on a Work Group.

= Non-Voting Member: Any member of the community may
nominate him/herself to be a non-voting member of the Group.

= Voling Member: For a non-voting member to become a voting
member, they must become a member of the Consortium and follow
the attendance policy outlined below. To become a member of the
DHC, one must fill out a Membership Application Form.

= Alternate Voting Member: If an agency has two or more
representatives, one person is identified as a voting member;
another person may be designated as the alternate voting member.
The alternate voting member must become a member of the
Consortium and follow the attendance policy outlined below.

= Interested Member: Any member of the community may nominate
him/herself to be an interested member of the Group. All interested
members are encouraged, but not required, to attend an Orientation
Meeting. Interested members are those people who do not or cannot
attend meetings or do not wish to establish voting privileges, but are
interested in staying informed of the Group’s activities. All PPG
correspondences will be sent to this member.

Il. Attendance and Voting Privileges

(Members who have already established voting privileges

according lo these new standards will be grandfathered in as

voting members on April 29, 2004.)

= Non-voting members will become voting members after attending
one (1) Orientation Meeting and three (3) consecutive meetings
within 6 months of the Orientation meeting.

= If a voting member misses two (2) consecutive meetings or three
meetings over the course of the calendar year, they will have their
status changed from voting member to non-voting member.
In order to re-establish voting status, the member must attend
three (3) consecutive meetings of the full Group.

= Any voting or allernate voting member is to notify either of the
co-chairs or the Consortium Liaison if they will be unable to attend
a regularly scheduled meeting. After the first absence, a letter from
the Consortium will be mailed to that member reminding them of the
Attendance Policy. In the event of two (2) consecutive absences or
three (3) absences in a calendar year, a letter will be mailed to that
member indicating suspension of their voting privileges.

= Any member with three (3) consecutive absences will have their
status changed to an #nterested member. For an interested member
to gain voting status, they must attend three (3) consecutive
meetings of the full Group.

= At the discretion of the Work Group Leaders, Work Group meetings
may be scheduled outside of the full Group meetings based on the
group’s workload. Absence from two work group meetings will count
as one full Group meeting absence.

= Any member may resign from the Prevention Planning Group by
delivering written notice to the Consortium Liaison.

If unforeseeable circumstances causes a member’s absence and
that absence would resull in the member’s loss of voting privileges,
the member may request that the co-chairs review the reason for
the absence. Upon review, the co-chairs may decide, at their
discretion, to allow the individual to relain voting privileges.

lll. Agency Representation

If any individual participates on the PPG as a paid employee or
volunteer representative of an agency, then he/she is considered to be
an agency member and should represent the interests of the agency
rather than his/her personal interests.

For agencies that have two or more representatives on the Prevention
Planning Group, there will be one voting member and one alternate
voting member. (The Consortium must receive in writing from the
agency a designation of who the voting and alternate voting members
are.) Voting and alternate voting members are assigned in order for
the group members to ensure continuity.

If the above applies, each member is responsible for meeting the
attendance requirements in order to establish voting status. If the
voting member is unable to attend a meeting, he/she must call one of
the co-chairs or the Consortium Liaison before the meeting in order
for the alternate voting member to have the authority to vote at that
meeting.
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For information on Consumer Employees see the Community
Representation section of this policy.

IV. Community Representation

Individual community members, who are not affiliated with an agency,
may become voting members of the Group. However, these members
may not designate an alternate to vote in their absence.

The following guidelines apply only to a person living with
HIV/AIDS.  They do not apply to any other agency representative.

If a consumer (person living with HIV/AIDS) is a paid employee or

volunteer representative of an agency that is funded by Division of

Public Health to provide HIV prevention services, that member may

represent him/herself as a community representative instead of an

agency representative under the following circumstances:

= The consumer has taken unpaid leave to attend the PPG meetings;

= The consumer has an agreement with the agency Executive Director
or Supervisor that he/she is attending PPG meetings as a community
representative and not as an agency representative;

= The consumer and Executive Director or Supervisor has completed

and signed the PPG Community Representative Waiver Form (can be
obtained by contacting the Consortium).

These guidelines are in place to ensure that consumers are a part of
the planning process and are able to establish voting privileges.
However, these guidelines do not override an organizations policy
about employee benefits and participation on a community-planning

group.
V. Voting Procedures
The Group will follow Robert's Rules of Order for all voting actions.

= The usual method of taking a vote will be by show of hands, except
when nominating / electing a Co-chair.

= The responsibility of announcing, or declaring, the vote rests upon
the co-chairs.

= A majority vote is sufficient for the adoption of any motion, except
to adopt a motion that suspends or modifies a rule of procedure,
where a two-thirds vote is required.

= Since the possibility of a tie is present at every vote, one of the
Co-chairs will be able to vote. However, the Co-chairs vote will only
be taken into account if there is a tie. The following limits exist:

1. A Co-chair may not vote twice, first to make a tie and then give
the casting vote.

2. In the event that both Co-chairs do not have voting privileges, the
Community Co-chair will cast the deciding vote.

Attendance and Voting Policy and Procedure (continued)

VI. Community Co-Chair Requirements / Terms / Voting Privileges
Requiremenis

Eligible group members will have established at least six months of
membership and have met the attendance and voting requirements
outlined in this policy.

Terms

= The Group may appoint a Community Co-chair Elect to begin
functioning as co-chair up to 6 months prior to the start of their
2-year term.

= Elected co-chairs will serve a two-year term beginning after the
Annual Retreat.

= A co-chair may be re-elected by the Group, but may serve no more
than 2 two-year terms during their entire tenure on the Group.

= Nominations for the Co-chair Elect will occur before August 1st.
= Nominees must be present at the August PPG meeting.

= Alist of eligible nominees along with a biography for each nominee
will be provided to the Group prior to the August meeting. Bios
must include a description of involvement with the PPG (including
how long they have been a member, any leadership roles,
participation on a work group, etc.)

= Elections will be made at the August meeting by secret ballot.

Voting Privileges

= |If the Community Co-chair is the only representative of an agency
or if they are a community representative, the Community Co-chair
may participate in the voting process.

= |f the Community Co-chair is a representative of an agency that has
two or more members on the Group, the agency must designate a
representative other than the Community Co-chair as the voting
member. Community Co-chairs may be alternate voting members.

VII. State Co-Chairs

The Delaware Division of Public Health appoints the State Co-Chair.
There are no term limits or requirements for the State Co-Chair.
However, they must abide by the attendance and voting policies in
order to remain in good standing as a member of the Group.

Voting Privileges
« |f the State Co-chair is the only representative of the Delaware
Division of Public Health, they may participate in the voting process.

« |f the Delaware Division of Public Health has more than one
representative on the Group, they must designate a representative
other than the State Co-chair as the voting member. State Co-chairs
may be alternate voting members.
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2004 Letter of Commitment
Prevention Planning Group

DELAWARE HIV CONSORTIUM

As a member of the Delaware HIV Consortium Prevention Planning Group, |,

(representative’s name)
of commit to the following:

(agency/organization/community member)

= Attend all meetings in accordance with the membership guidelines of the Prevention Planning Group
convened by the Delaware HIV Consortium.

= Thoroughly prepare for each meeting carefully by reading all pre-distributed materials.
= Actively participate in all Prevention Planning Group meetings from beginning to adjournment.

= Actively participate in all assigned PPG work (telephone conference calls, face-to-face meetings, material review,
report writing, etc.).

= Facilitate communications among local community groups and members of the Prevention Planning Group.
= Act on behalf of all HIV-infected and —affected communities in Delaware in decision-making.

= Understand that | am participating in a Delaware-wide planning process and make decisions based on
that understanding.

= Understand that this is a commitment to a three-year planning process and | will participate accordingly.
= Understand that | will be expected to renew my commitment annually to reflect my total participation.

< Understand that my participation on the Prevention Planning Group will begin January 2004 and | will serve
on the PPG through the current year.

Given the responsibilities and time commitment entailed by participation on the Prevention Planning Group and its
work groups, | agree to participate as a member.
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Detailed Plan for the Plan

Includes work group assignments by month. Revised June 2004

August 02 September 02 October 02 Nov/Dec 02

Full Group Final Application DPH; Vote C.H.AT. Update; DPH DOE presentation; NA Report; Networking
on Concurrence; C.HA.T. — present 6 month Evaluation Report; Break; Work Group
Presentation; Work Group contractor data; Report NA Update; Work Breakout; CP Jeopardy
Breakout; Community on USCA; Work Group Group Breakout; Vote Game
Co-chair election Breakout on 2003 Mtg Schedule;

C.HA.T. Update

Needs Survey by intern to be Review results from Continue work on Presentation on

Assessment completed; What information intern’'s survey and Resource Inventory Resource Inventory/
from focus groups or key develop report — vote to accept; Begin
informants do we want Resource Inventory working on gap analysis
populations to collect? Look at
recommendations/plan — what
data was missing?

Populations Work on methods for each Continue from August Continue from September | Outline contact agencies
population — key informant, for access to identified
survey, focus group populations

Interventions What information from focus Look at definitions of Update the table on Continue from October —
groups/ other methods do you the various interventions; p.143 of Plan —what are focus on one target
want? Specifically about what create a plan for each available/ viable/ population for this
interventions will/ will not member to research effective interventions — month - MSM
work with populations? interventions that are not research new compendium/

yet published in the interventions— IDU
Compendium

Membership New members to work with New Member Present 2003 meeting Present attendance policy
Community Membership Orientation Meeting dates and vote on to full committee/ vote;
Liaison about what community schedule; Review meeting | work with group on new
planning is about, Develop attendance policy work group leaders
2003 Meeting Schedule —p.103 of old plan
January 03 February 03 March 03 April 03

Full Group RETREAT, DHC & DPH DPH - 2002 Counseling Year End 2002 DHC Annual Mtg.;
roles in CP; CDC Update- & Testing Report; 2003 Evaluation Report; DPH DHC Activity Report;
Jessica Gardom; Team Contract Summary - contractor reporting Treatment Services
building activity; Report; C.H.A.T. Update; data; DSAMH presentation; | Committee Report;
State/Community Group Mtgs; Work Group Reports; Work Group Breakouts; Prevention Planning
Unifying Activity; 2003 Letter Work Group Breakouts; Update on CP Guidance; Committee Report;
of Commitment signing Recap of State/ Community Report on CPLS Board Business;

Group Mtgs; Treatment/ DPH — Epi Profile
Policy Updates Presentation
Needs Report on progress with gap Gap analysis Update the needs Combine data from
Assessment analysis assessment/ survey of DPH, surveys into
providers/ resource a final report
inventory

Populations Develop core questions to be Develop a grid of Continue to develop REVIEW and recommend
asked of all Focus Groups, and | populations and identify core questions for each pops for 04 application —
population specific questions the best way to reach population to be completed by 5/03
for each population; Develop each population mtg; C.H.A.T. groups work
list of target populations on focus group questions

Interventions Continue with tasks from Oct 02 | Compile new interventions Learn about weighting/ Have list of available

— focus on HIV + and
Heterosexuals

(From research and
unpublished data) into report

rating

interventions ready for
each population
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Chapter 1: Attachment 4

Detailed Plan for the Plan (continued)

Includes work group assignments by month. Revised June 2004

schedule

schedule; Create a Plan
to develop Orientation
Guide, Meetings and
Mentoring Program;
Strategize about
Recruitment

Schedule; Orientation
Guide and Meeting
Presentation created

January 03 February 03 March 03 April 03

Membership Implement the new attendance
policy

Other Address Membership Trust Technical Assistance Months* Work Group Leaders
Issues; Co-chairs and DHC If necessary — push activities back one month addressed Conflict of
staff select scholarship Issues and DHC bylaws
recipients for CPLS
May 03 June 03 July 03 August 03

Full Community Planning Guidance | Present and Vote on Work DPH — draft application, DPH — draft 2004

Group Update; Summer Timeline Group Recommendations for | budget and DPH Prevention Grant
Presentation; Presentation an Update to the 2002-2004 | Communicable Disease Application presentation;
on CDC's New Initiative Comprehensive Plan; Branch Structural Chart Contract Summary Report
Advancing HIV Prevention: Present and Vote on the presentation; Addendum; Review and
New Strategies for a Changing | NA Report for the 2005- Presentation on purpose Vote on Letter
Epidemic; Complete Membership| 2007 Comprehensive Plan; of Focus Groups of Concurrence;Focus
Survey and Group Dynamic Work Group Breakouts Group Facilitator Guide
Scale; Work Group Breakouts presentation

Needs Continue from April Present and vote on needs

Assessment assessment for the PLAN

Populations Continue to develop focus Present and vote on Continue to develop list of | Focus Group Facilitator
group questions populations for CDC target populations Training

APPLICATION

Interventions Reformat list of Interventions Present and vote on

for the 2002-2004 Plan Update | recommended interventions
for APPLICATION

Membership

Other Scholarship applications due Report on the National HIV
for USCA in June Prevention Conference
September 03 October 03 Nov/ Dec 03 January 04

Full Group DPH — present contractor/ DOE presentation; Group Dynamic Scale; Retreat postponed to
evaluation data and DPH work/ | C.H.A.T. Update Annual Retreat Agenda February 2004
C&T, 2003 Midyear Evaluation reviewed; Work Group
Presentation; Impact of CDC Reports and Celebration
Requirements on CPG; Report
on USCA

Needs

Assessment

Populations Finalize questions and Conduct Focus Groups Conduct Focus Groups Review Focus Group data;
population list Begin Rating and

Weighting Process
Interventions
Membership Develop 2004 meeting Present 2004 meeting Vote on 2004 Meeting 84 letters of recruitment

mailed out
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Chapter 1: Attachment 4  Detailed Plan for the Plan (continued)
Includes work group assignments by month. Revised June 2004

February 04 March 04 April 04 May 04
Full Group RETREAT — Importance and Retreat debriefing; Interventions Work Group Meeting Cancelled

Purpose of Community Populations Work Group Report and Vote;

Planning; Advancing HIV Report and Vote; Attendance and Voting

Prevention presentation; Interventions and Policy and Procedure

Working strategically and Membership WG Update; Report and Vote; Epi

effectively across differences; C.H.AT. Update; Profile Presentation- DPH;

Recognition of dedication to Policy Committee Update Prioritization Process

Delaware CP Presentation —-DPH
Needs Edit the work group report Edit the work group report Edit the work group report | Final version of the
Assessment report finished
Populations Completed the Rating and Finish prioritization process; | Recommendations for next

Weighting Process; Reviewed data| Develop report/ present and planning cycle approved by

used and modified the process; | vote on the report Work Group members

Began identifying zip codes of
high prevalence for HIV/AIDS

Interventions Review list of interventions; Identify interventions;
Identify interventions based on | Develop report/ present and
prioritized populations vote on report
Membership 2004 Letter of Commitment New Member Orientation New Member Orientation
Signing; Revised the Mentoring | Meeting; follow-up on Meeting; Revise and Vote
Program; Follow-up on recruitment letters on Attendance and Voting
recruitment letters Policy and Procedures
Background Contractor working with DPH and DHC to write: evaluation section, DPH goals, Contractor working to
introduction/ background, executive summary, acronym list, table of contents write community services
assessment; populations
and interventions section
June 04 July 04 August 04 September 04
Full Group Work Group Leaders and full Intro to CDC application Review CDC Interim DPH present Interim
Membership reviews the Plan; Guidance; HPLS wrap-up; Progress Report Guidance; | Progress Report; Vote on
Vote on Plan 2005-2009; Signa | Community Co-Chair Committee Co-Chair concurrence; Presentation
letter of support for the Plan nominations; Membership elections on Proposed Integration
survey
Membership Continue to recruit Continue to recruit and Continue to recruit and
hold Orientation Meetings hold Orientation Meetings
Background Contractor finishes the writing DPH/ DHC work on the printing of plan and posting online
of the Plan
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Chapter 2: Epidemiolojio Z’roﬁle/

This

chapter provides the data, which serves as tkaba;é:for the HIV commmutyp&mmﬁ

process. HIV/AIDS Surveillance :tajj‘ in the Delawave Division of Public Health is
vesponsible for colleoti«ﬁ, ueryj/m:g and anaé/zmg data on individuals diaﬁrw:ed with

HIV/AIDS itn the state. Si

al studies ajj‘orat DPH the opfortunit}/ to axpmwi

upon routim?/ collected data and prow'de additional umjkt tnto behaviors that put

peopl&at vesi for HIV u«g‘ectum/

The Centers for Disease Contvol and Prevention (COC) alo;gtmt/v the Health Resources

and Services Administration (HRSA) outlined questions
in their Inteqrated Guidelines for Developing Epidemiologic
ng'. The

the qbidemiolojio proﬁla

should be included in

Proﬁle:: HIV Prevention and Ryan White CARE Act Community P .
jzudam ovides structuve and assistance to HIV/AIDS suvveillance :tayﬁ‘ as t/ua/

&xplor&
most comumer—frmtdél manner pom'bl&.

enormous amount ofdatw available to s:ynt/w:l}za and present it in the

A. Why is it important to include
efmmioloﬁio data?

In order to abide by the community planning guidance and

carry out scientific process to select appropriate HIV prevention

programming, state health departments and community planning

groups must understand the epidemic in their jurisdiction. Reviewing

the epidemiologic profile allows PPG members a glimpse into

populations at-risk of HIV infection as determined by quantitative data.

Five attributes discussed in the community planning guidance

point to epidemiologic data as critical in the scientific process of

community planning.

= The epidemiologic profile provides information about defined
populations at high risk for HIV infection for the community
planning group (CPG) to consider in the prioritization process.

= Strengths and limitations of data sources used in the
epidemiologic profile are described (general issues and
jurisdiction-specific issues).

= Data gaps are explicitly identified in the epidemiologic profile.

= The epidemiologic profile contains a narrative interpretation
of data presented.

= Evidence that the epidemiologic profile was presented to the
CPG members prior to the prioritization process.

B. Wheve can I get more information?
Interested community members are encouraged to contact the Division
of Public Health HIV/AIDS Surveillance office at 302-741-2920 for
more information. Quarterly HIV/AIDS statistics are available online
as well.

Delaware Comprehensive HIV Prevention Plan 2005-2009 Chapter 2: Epidemiologic Profile
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Description of the State of Delawave:

The Delaware estimated population for 2001 is 796,165. Delaware’s
population represents 0.2% of the total United States population of
284,796,887. Seventy percent of Delaware residents live within urban
areas. Seventy-five percent of Delaware’s residents are White, 19% are
Black, 5% are Hispanic and 1% are self-identified as two or more
races. Delaware residents had higher incomes, lower unemployment
rate, and were more highly educated than United States residents as a
whole. Other data shows high rates of teen pregnancy and substance
abuse. There is a growing need for services for the homeless, treat-
ment for mental illness and substance abuse services. This suggests
that there are a number of populations at risk for contracting HIV.

Epidemiologic Trends in HIV

and AIDS in Delaware:

In the year 2002, 0.5% of the AIDS cases in the U.S. were reported
among Delaware residents. Delaware ranks 18th among states in the
total number of reported AIDS cases and 5th in the rate of AIDS cases
per 100,000 population. Seventy percent of HIV/AIDS cases reported in
Delaware in 2002 were among men. However, cases diagnosed among
women continue to grow from 24% of cases reported in 1997 to 30%
of cases reported in 2002. The percentage of HIV/AIDS cases reported
among minority groups is disproportionately high. In 2002, sixty-five
percent of cases reported were among Blacks and 6% reported among
Hispanics. More than 64% of cases reported in Delaware in 2002
were reported among those aged 30-49. Since the new anti-retroviral
treatments became available in 1996, HIV infected persons have been
living longer and healthier. As a result of the highly active anti-
retroviral (HAART) therapy, the number of AIDS cases reported to the
Division of Public Health has declined dramatically from 299 cases in
1996 to 152 in 2002. Similarly, people are living longer with HIV.
Within Delaware the epidemiology of HIV varies from one area of the
state to another. In New Castle County, cases are largely among African
American IDUs, while Sussex County cases are for the most part white

men who have sex with men. HIV/AIDS cases in the state are
concentrated in the state’s 4 largest cities, Wilmington, New Castle,
Newark and Dover.

2002 Observations in

Behavioral Risk Groups:

The largest risk groups among HIV/AIDS cases reported in Delaware

in 2002 are injection drug users (IDU) 30% (n=117), followed by
heterosexual transmission 27% (n=107), and men having sex with men
(MSM) at 24% (n=94). More than half, 58%, of injecting drug users
and 46% of heterosexually infected women reported in 2002 are
Wilmington residents. Nearly a third, 29% (n=27) of MSM cases
reported in 2002 were living in the City of Wilmington at time of report.

HIV/AIDS in other populations:

There are a number of populations on which adequate data to assess
HIV risk is not available. These include smaller groups such as the
homeless, transgendered, and mentally ill. There are also populations
who are diagnosed through routine screening on whom we have little
data, i.e. blood donors and pregnant women. Anecdotal data indicates
that less than ten HIV-infected women gave birth to infants in the last
year. All the infants followed by Ryan White Title IV programs tested
negative. While there may be one or two perinatally-infected infants
in recent years, trend data shows an overall decrease in perinatal HIV
infection in Delaware.

Other Data on HIV and AIDS:

One percent of publicly funded counseling and testing clients in
Delaware are HIV sero-positive. Of those who test positive 70% are
men and 30% women. Groups showing the highest seroprevalence
rates are Blacks 57%, Whites 29% and Hispanics 14%. Thirty-seven
percent of positives are MSM while 20% identified as having no other
risk than a sex partner who was at risk for HIV. Heterosexual IDUs
comprised 15% of the positive tests in 2002.

Bawk_qromtd/ and, Intvoduction

Delaware has tracked AIDS cases since 1984 and commenced
collecting information on the HIV infected population July 10, 2001 by
compiling information from health care professionals, laboratories and
physicians. An analysis of current AIDS case reporting and incoming
HIV data show a continued increase in the number of injecting drug
users occurring most significantly in both genders of the African
American population. Heterosexual cases, in women of color, are
increasing and although White men who have sex with men are still
being reported the decrease continues.

Data presented here are current through December 31, 2002.
Community prevention planning groups, health educators, and health
planners may use the data to help guide risk reduction and public
health interventions aimed at reducing the numbers of HIV- infected
individuals in Delaware.

Regulations for the Control of Communicable and Other Disease
Conditions were revised in July 2001. The revision includes the
reporting of HIV cases, through a name to code system, to the
HIV/AIDS Epidemiology office. Seventeen months of HIV data collected
through December 31, 2002 are included so as to assist prevention
and health planning groups with the full scope of the HIV
characteristics and epidemic in Delaware.

Methods

The epidemiologic profile describes the distribution, trends, and
impact of human immuno-deficiency virus (HIV) and acquired immune
deficiency syndrome (AIDS) on the people of Delaware. The profile
provides information for prevention planning and education programs
centered on HIV. The plan to integrate the profile by Health Resources
and Services Administration (HRSA) and the Centers for Disease
Control and Prevention (CDC) is to provide a comprehensive
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document to steer prevention planning and service efforts. The compiled
data will justify and award future funding for prevention and medical-
social services.

The four main questions used to outline data in this profile are:
1. What are the socio-demographic characteristics of the
State of Delaware?
2. What is the scope of the HIV/AIDS epidemic in Delaware?
3. What are the indicators of risk for HIV/AIDS infection in
Delaware?

4. What are the patterns of utilization of services in people with
HIV in Delaware?

Data from a variety of sources are combined, analyzed and presented
in response to each of the main questions. Additional subtopics
related to specific Delaware populations are addressed. Sources for
data presented include: AIDS surveillance activities, CDC national
statistics on HIV/AIDS, HIV counseling and testing annual report, STD
data, vital statistics annual report, United States Census Bureau Quick
Facts, and Ryan White Comprehensive AIDS Resources Emergency
(CARE) Act Data Reports (CADR) from HRSA grantees. If the reader
has specific questions, the surveillance office can provide assistance
locating appropriate data sources.

Data quality varies among the sources. An overview of the strengths
and limitations of data sources are provided below. HIV/AIDS
surveillance includes case reports of all HIV sero-positive and
AIDS-defined cases in Delaware. The data provided on the HIV/AIDS
case reports are only as good as the information provided by the
reporting source.

Data Souices - Their Strengths

and Limitations

The data source for Delaware demographic information is the United
States Census Bureau? located at http://quickfacts.census.gov/qfd/
on the Internet.

Strengths: Data set is complete and standardized nationwide
through 2000.

Limitations: Data collection is in decades with estimates
provided in the interim.

Delaware Vital Statistics Annual Report 20013 — produced by the
Delaware Health Statistics Center, provides health statistical data on
the morbidity and mortality of all residents of Delaware.

Strengths: Data set is complete.

Limitations: Data quality is limited to the information provided by
physicians on the birth and death certificates and behavior risk data
is unavailable. Due to stigma, confidentiality concerns, failure to test
for HIV infections and AIDS related diseases, death data may only
reflect immediate cause of death and may not identify an underlying
disease status such as HIV/AIDS.

HIV/AIDS Reporting System* (HARS) is the software used nationwide
for storing of HIV/AIDS data. Medical professionals throughout the
state submit HIV and AIDS case report forms that vary in completeness
and timeliness. AIDS data are the only consistently reported data
across the nation, resulting in population-wide statistics in all states.

Strengths: Data set for AIDS is very complete and provides a
historical perspective on trends.

Limitations: AIDS data may not represent all AIDS-defined
individuals due to delays in reporting and noncompliance with
reporting policies. HIV data does not represent all people-testing
positive in Delaware, as confidential results are the only tests
reported and the availability and option for anonymous testing
remains at specific testing sites in Delaware.

The HIV/AIDS Surveillance Report® through 2001, published by the
Centers for Disease Control and Prevention, is used frequently in the
profile for national data. The report for the period ending 2002 will

not be available until after this profile is completed. The report is the
compilation of HIV/AIDS surveillance information provided by state
reporting systems and aggregated for dissemination to the public
through the Internet. The website: http://www.cdc.gov/hiv/dhap.htm
will provide the reader with a very wide variety of HIV/AIDS information
and slide presentations.

Strengths: National data
Limitations: Time delay in release of data.

Supplement to HIV/AIDS Surveillance® (SHAS) project is a federally
funded grant initiative through which adult HIV/AIDS patients are
interviewed for additional information. Surveys address topic
including: socio-demographic factors, sexual and medical history, drug
and alcohol use, access to medical and social services,
gynecological and reproductive histories (females), and preventive
therapy. Questions regarding behavior and treatments allow
investigators more detail on these topics than from other sources.
Since the project involves interviewing patients, data are subjective
and from the patient's perspective. Therefore, respondent bias is
inherent in this data set. All data from SHAS interviews are
confidential and linked to surveillance data through patient numbers
and not identifying information. The SHAS survey instrument was
revised in 2000 and the data in the 2002 profile reflects information
collected in the latest version.

Strengths: Confidential data set.

Limitations: Data are subjective and from the patient's perspective.
Responses may be what the patient thinks the interviewer may want
to hear versus the actual answer. Data may be skewed toward those
healthy enough to participate and participation is voluntary.

HIV Counseling and Testing Annual Report™ is based on data collected
on a standardized data collection form from people seeking counseling
and possible testing for HIV. Repeat tests cannot be distinguished in
this data set.

Strengths: Standardized data collection.

Limitations: Only represents patients who seek counseling and
testing (self-selection) and may include persons who tested multiple
times. Clients often defer to "sexual partner at risk", rather than
identifying specific risk behavior of sexual partner.

Sexually Transmitted Infection and Disease Reports® include

the statistical data on sexually transmitted disease (STD) events of
gonorrhea, chlamydia and syphilis in Delaware. STD case data is well
reported in Delaware but is limited in that the collected data does not
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include information, such as gender of sexual partners or drug use,
important for HIV planning.

Strengths: Standard data collection. Patients at high risk for STDs
are at high risk for HIV.

Limitations: Data may include duplicate cases (multiple events of
infections in one person) and private providers may under-report.

2001 Youth Risk Behavior Survey® (YRBS) is a self-administered,
anonymous, 87-item questionnaire for Delaware high school students.
The privacy of the student is assured by allowing for anonymous
and voluntary participation. The YRBS is one component of the
surveillance system developed by the Centers for Disease Control
and Prevention in collaboration with state and local departments of
education and health, federal agencies, and national education and
health organizations. The YRBS was designed to focus the nation on
behaviors among youth related to the leading causes of mortality and
morbidity among both youth and adults. The Delaware Department of
Education assumes responsibility for the YRBS and more information
may be obtained through the Department of Education’s Adolescent
School Health section at 302-744-4906.
Strengths: Risk assessment ongoing with emphasis on prevention.
Limitations: Data limited to high school students who voluntarily
participate in survey and relies upon self-reported information.

Survey emphasis is on abstinence and does not include questions
about homosexual or bisexual behavior.

Ryan White CARE Act Data Reporis*® (CADR) are used to report
information about provider and program characteristics providing
Ryan White CARE Act services. Data is collected and submitted by
grantees of Title I through Title IV to Health Resource and Services
Administration (HRSA). At the provider level, the CADR offers
unduplicated aggregate counts of all clients served. At the Title |
grantee level, the CADR data are duplicated. Utilization of medical
and support services, prescription drugs and health insurance
coverage are also collected as part of the CADR.

Strengths: Standardized data instrument containing grouped

data making it easier to report frequency count data for grouped

categories.

Limitations: Unable to perform analysis on data that can not be
unduplicated as clients may access services from multiple
providers. Data is limited to those who access care, treatment or
services for HIV.

Epidemiclogy
When investigating an epidemic, questions relating to person, place
and time are important to sort out pertinent information.

= Person: Identifying how a person contracts infections or disease
is the first step in the process of prevention. Surveillance staff
help characterize a person’s mode of exposure to HIV from case
report forms, personal interviews and medical record reviews.
The exposure is often identified as a risk.

= Place: In this epidemiologic profile, place refers to zip code of
residence at time a person is reported as testing positive for HIV
or an AIDS diagnosis is made. Every effort is made to collect
unduplicated information and in this process surveillance extends

to other states. Whenever reporting sources indicate a patient
may have been treated elsewhere or was diagnosed in another
state or jurisdiction, staff will contact the other state for
confidential data-sharing purposes.

= Time: Throughout the statistical presentation, date of report and
date of diagnosis are used to define time periods. There may be
a time lag between when a patient is reported to the Division of
Public Health (DPH) and the actual date they first developed an
AIDS-defining condition or tested positive for HIV. Therefore,
date of report is used, unless otherwise stated in a statistical
lable or figure.

= Risk: Individuals are identified by behaviors that put them at
risk of HIV infection. CDC established a hierarchy to classify
a person's most likely route of exposure or HIV risk. Data
collected allows a person to be classified by the risk that most
likely exposed the individual.

Two noteworthy timelines in the HIV/AIDS epidemic impact the data
in this profile nationally and locally. Increases in reporting are noted
in both timelines.

= |n 1993 the Centers for Disease Control and Prevention (CDC)
revised the AIDS case definition. An increase in cases, around 1993
-1994 due to the expanded definition, is noted nationally and locally.
The new definition included persons previously unreported until
several AIDS indicators were added to the case definition. These
indicators include: severe immune-compromised individuals with
CD* counts <200 p/L or <14%; invasive cervical cancer; recurrent
pneumonia; and pulmonary mycobacterium tuberculosis.

« Delaware implemented HIV reporting on July 10, 2001. HIV data
is combined with AIDS data in 2001 and 2002 and is
a contributing factor in the increased number of
cases observed in most tables and figures in the
profile. Unless otherwise stated, all tables and figures that have
HIV/AIDS in the title, include HIV data reported from July 10, 2001
through December 2002 combined with AIDS data from 1983
through 2002.

All' AIDS patient data is strictly confidential and is collected for
epidemiologic purposes. Confidentiality of HIV/AIDS case reports is
important to maintain an effective HIV/AIDS surveillance system. The
Delaware Division of Public Health's HIV/AIDS Epidemiology office
has confidentiality and security protocols outlining physical, opera-
tional, and personnel security standards. These standards must be
maintained to receive federal funding. Data-release policies guide
the presentation of data lo ensure HIV/AIDS data do not allow
Jor individual identification. Tables must not present data in

a manner that would allow for individual identification.
Reporting small numbers, in a table, may inadvertently cause
an individual to be identified. In these cases data in small cells
may be combined but are generally identified in the footnole.
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Definition of Terms

Adult/Adolescent case: Patient is 13 years of age or greater at the
time of diagnosis.

Epidemiology: Study of factors (age, race, and gender) that
affect disease distribution in the human
population.

Heterosexual: Persons with a history of sexual contact

with a person of the opposite sex, and may
include heterosexual relations with:
injecting drug user; bisexual male; person
who had a transplant or transfusion; or
person with AIDS or undocumented HIV
infection.

Incidence: Number of new cases divided by the
population at that specific time.

NIR case: No identified risk — risk was unable to be
ascertained through investigation to date.
NIR cases are reclassified as information is
obtained through a complete epidemiologic

investigation.

Pediatric case: Patient is less than 13 years of age at
diagnosis.

Prevalence: Number of existing cases per standard
population.

Rate: Number of cases divided by specific

population of a given group. Rates allow
for the direct comparison of different
groups by taking into account the varying
population size.

Transfusion case: Person who acquired the virus as a result
of receiving blood or blood products.

Year of diagnosis: Measure when disease event occurred.

Year of report: Measure of when the HIV/AIDS surveillance

office received case report.

Cautions tn u:inﬁ Data

Readers should use caution when reviewing data. Listed below
are "hints" to help you understand the report. If you have further
questions, please contact the epidemiology office.

Case rate: A rate is a measure of the frequency of an event
(disease) compared to the number of persons in the group in which
it occurs. An example: if there are 700 White AIDS cases in
Delaware and the White Delaware population was 700,000; the case
rate would be 100 per 100,000. That means for every 100,000
people, there would be 100 AIDS cases.

Dates: Be careful interpreting trends over time. Though it may

be enticing to jump to conclusions about changes over time — look
carefully at the data. Are the changes over an extended period?

Is it a small percentage change in one year?

Graphs and tables: Examine the title. Does it indicate a time
period? Does the graph represent all cases or just one group
(men, women, IDU or MSM)? Are data represented as the number
of cases, a percentage of cases or as a case rate?

Abbreviations
ADS............. Acquired Immune Deficiency Syndrome
APL ..o Asian/Pacific Islander
CARE............. Comprehensive AIDS Resources Emergency
CADR ............ CARE Act Data Report
(07 Counseling and Testing Services
DPH ............. Division of Public Health
HARS ............ HIV/AIDS Reporting System (software)
HIV.............. Human Immunodeficiency Virus
HRSA ............ Health Resources and Services

Administration

DU.............. Injecting Drug Users

MSM............. Men who have Sex with Men

MSM/IDU. ........ Men who have Sex with Men and
Inject Drugs

NA/AN............ Native American/Alaskan Native

NR.............. No Identified Risk

NRR.............. No Risk Reported

PWH/IA ........... Person with HIV or AIDS

PLWHA ........... People living with HIV or AIDS

SCBW............ Study of Childbearing Women

SHAS ............ Supplement to HIV/AIDS Surveillance

STD(STI) ...t Sexually Transmitted Disease (Infection)

Question 1. What are the ;ociodemojmfldo
chavacteristics oft/w State of
Delawave?

Description of the State of Delaware

Geography:

Delaware is the second smallest state in the U.S., measuring 100 miles
from north to south and 30 miles from west to east. Land area
accounts for 1,955 square miles and 535 miles of Delaware are
covered by water. The geographic center of Delaware is located 11
miles southwest of Dover, the state capital, in Kent County. The
Interstate 95 corridor, running from Maine to Florida, crosses through
Delaware’s northernmost county from Maryland to Pennsylvania, or
alternately Interstate 295 to New Jersey and points north via the
Delaware Memorial Bridge. The south-eastern portion of Delaware’s
coast-line with the Atlantic Ocean provides the beach resorts that are
the destination of many tourists and split-residency owners of summer
homes from the mid-Atlantic region.
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Delaware Demographics

Delaware’s total population estimate through the end of 2001 is
796,165 according to the U.S. Census Bureau. The proportion of
the population, by county of residence, is 64% New Castle County,
16% Kent County and 20% Sussex as depicted in Table 1. The race
and ethnicity distribution in the state is 75% White, 19% Black or
African American, 4% of Hispanic or Latino origin and the remaining
1% a compilation of Asian, Native Hawaiian and other Pacific
Islanders. Seventy percent of the population is urban. Women
comprise 51% of the state total population, equivalent to the
national distribution by gender. The median age of the Delaware
resident is 36 years. Ten percent of Delaware residents report a
language other than English is spoken in their home. Median
household income of $47,381 and a per capita income of $23,305
in Delaware exceed the U.S. incomes $41,994 and $21,587
respectively. Eighty-three percent of Delaware residents reported
having a high school diploma and 25% a bachelor's degree or
higher compared to 80% and 20% for the U.S. respectively.

County Demographics

New Castle County is the smallest county in Delaware,
registering 426 square miles according to Quick Facts of the U.S.
Census Bureau, with 1,174 persons residing per square mile. The
2001 estimated population for New Castle County is 505,829 or
64% of Delaware's total population. Fifteen percent (n=76,664) of
New Castle County’s residents live within the City of Wilmington.

The racial distribution in New Castle County is 73% White, 20%
Black or African American, 5% Hispanic or Latino and 2% are of
multiple other origins. Gender-wise, New Castle County residents
are 51% women and 49% men.

Approximately 7% of the county’s residents are under the age of 5,
with 25% between 5 and 17, the age group 18-64 comprises 66%
and 12% are 65 years and older.

Kent County is the second smallest in landmass with 590
square miles and an estimated population in 2001 of 129,066. This
represents 16% of the state’s entire population with 215 people per
square mile. Kent County is the home of the Dover Air Force Base
and of the State Capital, Dover.

The racial distribution in Kent county is 74% White, 21% Black or
African American, 3% are Hispanic or Latino and the remaining 2%
combines multiple other origins and persons of more than one race.
The gender distribution in Kent is 52% women and 48% men.

Approximately 7% of the county’s residents are under the age of 5,
with 27% between 5 and 17, the age group 18-64 comprises 64%
and 12% are 65 years and older.

Sussex County is the fastest growing and largest county in
landmass, measuring 938 square miles, with 167 persons per
square mile. Estimated population, based on Quick Facts of the
U.S. Census Bureau, is 161,270 or 20% of the state population.

The racial distribution in Sussex is 80% White, 15% Black or
African American. The remaining 5% combine multiple other

origins and persons of more than one race/ethnicity. The gender
distribution in Sussex is 52% women and 48% men.

Approximately 6% of the county’s residents are under the age of 5,
with 23% between 5 and 17, the age group 18-64 comprises 52%
and 19% are 65 years and older.

The year around beach population and growth of retirement
communities in Sussex are responsible for the 3% increase in
population from 2000 — 2001.

Table 1.

U.S. Census Bureau* estimates for the population of Delaware
through the year 2001
2001

County # %
New Castle 505,829 64%
Sussex 161,270 20%
Kent 129,066 16%
Total 796,165 100%

Table 2.

U.S. Census Bureau® estimates for the population of Delaware
by race through the year 2001

White African

Hispanic Other

American  or Latino
County % % % %
New Castle 73% 20% 5% 2%
Sussex 80% 15% 4% 1%
Kent 74% 21% 3% 2%
Total 75% 19% 4% 2%
Question 2. What is the sco eft/l&
HIV/AIDS ept w
Delawave?

Overview of HIV/AIDS Characteristics:

Unless otherwise specified HIV/AIDS data is based on information
from the Delaware HIV/AIDS Reporting System® (HARS). HIV data
is combined with AIDS data in 2001 and 2002 and is a
contributing factor in the increased number of cases
observed in most tables and figures in the profile.
Through December 2002, a total of 3,810 people were reported to DPH
with a diagnosis of HIV or AIDS. A total of 1,566 persons have died,
representing 41% of the cases. The racial disparity in cases reported
continues as in previous profiles and will be described later in the pro-
file. Table 3 provides a brief overview of demographic characteristics
of all reported HIV/AIDS cases in Delaware.
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Table 3.
Characteristics of persons reported with HIV/AIDS in
Delaware 1983 through 2002, n=3,810

Figure 1. Comparison of mortality status in Delaware AIDS cases by
year of diagnosis (yr dx'd), 1992 through 2002, n=2,506

[R———
I ¥ I

mpemy |t | peh | drs | san | wew | fwn | oy | ew | o | me ars
WErrrermi | 2YH s Ars HS s ms s [LL ] 1% s

HIV/AIDS Cases Reported in Delaware through 2002  HIV Cases
Reported
No. % No. %
Total 3,810 100% 705  100%
Gender
Male 2,755 2% 428  61%
Female 1,055 28% 217 3%
Race/Ethnicity
White 1,093 29% 207 29%
Black 2,498 66% 455  65%
Hispanic 201 5% 38 5%
Other/Unknown 18 <1% 5 1%
Age Group (yrs)
<13 42 1% 17 2%
13-19 44 1% Kl 4%
20-29 575 15% 166  24%
30-39 1,670 44% 286  41%
40-49 1,077 28% 141 20%
50-59 295 8% 49 %
60-69 88 2% 12 2%
70+ 19 <1% 3 <1%
County
Kent 361 9% 75 11%
New Castle 1,159 30% 215 30%
(Not Wilmington)
Wilmington 1,729 45% 309 44%
Sussex 561 15% 105  15%

National surveillance reports* indicate there are 333,881 persons living
with AIDS and 161,711 persons living with HIV through December
2001. The national annual case rate per 100,000 population was

14.9 for January 2001 — December 2001. Delaware’s rate per 100,000
population was 25.0 for the same time period. Delaware continues to
rank among the top ten states for case rates per 100,000 population.

Figure 1 compares the percentage of people surviving with AIDS who
were diagnosed between 1992 and 2002 to the percentage of those
who have died through 2002. The graphic clearly illustrates the
decrease in fatalities and the increase in the percentage of people
living with AIDS. Factors attributing to survival in people diagnosed
later in the epidemic are timeliness in referral into care, progress in
the medical management of HIV, and the introduction of highly active
anti-retroviral therapy (HAART). The difficulty over time will be the
burden of disease and financial strain secondary to chronic illness.

Data from the Delaware Health Statistics Center? indicates an overall
decline in deaths due to HIV/AIDS. In 1999-2000, HIV was listed as the
fourth leading cause of death for 79 residents of Delaware in the 25-44
year age group.

At the end of 2002, there were 1,483 living AIDS cases in Delaware.
Living AIDS cases continue to increase across all demographic groups.
In 2001, the prevalence rate (living AIDS cases in Delaware) was 173
per 100,000 population. There was a 7% increase in the survival rate
in 2002, with a rate of 186 per 100,000 population.

The prevalence rate for female cases in Delaware through 2002 was
183 per 100,000 population (749 AIDS living cases). The prevalence
rate for male cases in Delaware through 2002 prevalence rate was 391
per 100,000 (1,511 living AIDS cases).

AIDS defining events often include CD* immune deficiency and an
opportunistic infection (OI). Of the 2,997 adult/adolescent AIDS cases
reported through 2002, CD* immune deficiency was the single event to
initiate case reporting for 1,759 (59%) cases. A single report may
include more than one defining illness but the top four opportunistic
infections were:

= wasting syndrome - 630 cases

= pneumocystis carinii pneumonia - 618 cases

= atypical mycobacterium avium - 251 cases

= esophageal candidiasis - 249 cases
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Table 4.
Comparison of the characteristics of Delaware residents who died of HIV/AIDS in five year time
periods from 1983 through 2002, n=1,537

Year of Death 1983-1987 1988-1992 1993-1997 1998-2002

Characteristic  No. %* No. %* No. %* No. %* Total %
GENDER
Male 54 87% 276 88% 596 80% 307 74% 1233 80%
Female 8 13% 38 12% 149 20% 109 26% 304 20%
RACE/ETHNICITY
White 36 58% 141 45% 226 30% 74 18% 477 31%
Black 20 32% 156 50% 482 65% 323 78% 981 64%
Hispanic 6 10% 17 5% 37 5% 19 4% 79 5%
MODE OF EXPOSURE
MSM 43 69% 153 49% 247 33% 89 21% 532 35%
IDU 6 10% 95 30% 342 46% 216 52% 659 43%
MSM/IDU 6 10% 23 % 55 % 25 6% 109 %
Heterosexual Contact 1 <1% 20 % 85 11% 76 18% 182 12%
Other/NIR 6 10% 23 7% 16 2% 10 2% 55 4%
TOTAL 62 100% 314 100% 745 100% 416  100% 1537 100%

*percentages may not equal 100 due to rounding

Table 4, above, illustrates how the percentage of deaths in men
attributed to AIDS has decreased gradually since the beginning of the
epidemic and increased slowly in women. By race, deaths have
increased in the black population and decreased in the Hispanic and
white populations. A sharp decline is noted in the deaths of MSM
cases over time compared to the gradual increase in deaths between
IDU and heterosexual cases.

Nationally*, the number of deaths declined in the Northeast, West,
South; there was a decline and then leveling in the Midwest and
decline and slight increase in U.S. territories. The number of deaths
related to AIDS declined in all racial groups except American
Indian/Alaska Natives. By sex and risk, deaths declined in MSM, male
and female IDUs, and MSM/IDUs. Heterosexual cases of both sexes
experienced a decline from 1996 to 1998 and then leveled.

HIV/AIDS by Gender and Race/Ethnicity:

Figure 2 illustrates the distribution of Delaware HIV/AIDS cases by
gender and year of report for the time periods 1982 — 1993, 1994 —
1998, and 1999 — 2002. The latest time period, 1999 — 2002 includes
the collection of HIV case data implemented in July 2001. A gradual
decrease from 82% to 66% is reflected in the percentage of male cases
reported through the three time periods. Subsequently, a steady
increase of cases in females with HIV/AIDS from 18% to 34% can be
seen through the same reporting time periods.

Figure 2. Distribution of Delaware HIV/AIDS cases by gender and year
of report through 2002, n=3810
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Male HIV/AIDS cases continue to dominate case reports. Males
represent 49% of Delaware’s population, yet 72% of the HIV/AIDS
cases. Females represent 51% of Delaware’s population, and 28% of
the HIV/AIDS cases. Figure 3 provides a graphical depiction of the
racial trends in Delaware. Black men represent the majority of cases
followed by Black women. The increase in 2001 is attributed to the
onset of HIV reporting.

Figure 3. Comparison of Delaware HIV/AIDS cases by gender and race,
diagnosed 1992 through 2002, n=3022
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Delaware’s HIV/AIDS epidemic continues to disproportionately affect the Black population. Blacks comprise 19% of the state population and 66%
of the HIV/AIDS cases. Seventy-six percent of female cases, 61% of male cases and 73% of pediatric cases are within the Black population. Table 5
provides an overview of the racial distribution of Delaware HIV/AIDS cases. The "other" category in the table includes Asian/Pacific Islanders and
Native American/Alaskan Natives. The category is compressed, for the protection of any individual case, due to small cell size.

Table 5.
Distribution of Delaware HIV/AIDS cases by race/ethnicity and gender
in adult/adolescent cases and pediatric cases reported through 2002, n= 3,810

Adult Male Adult Female Pediatric Cases Total
(n=2,734) (n=1,031) (n=45) (n=3,810)
Race # %* # %* # %* # %*
White 893 33% 192 19% 8 18% 1,093 29%
Black 1,679 61% 786 76% 33 73% 2,498 66%
Hispanic 148 5% 49 5% 4 9% 201 5%
Other 14 1% 4 <1% 0 0% 18 <1%

* percentage may not equal 100 due to rounding

Nationally*, as shown below, 42% of all cases reported through December 2001 were White, 38% were Black and 18% were Hispanic and 1% were
of another race or two or more races. However, when national gender and age group numbers are viewed, the proportion of cases by race/ethnicity
depicts a growing epidemic in Black women and Black children. Through the end of 2001, female AIDS cases reported nationwide were 58% Black,
21% White, and 20% Hispanic. In pediatric cases of AIDS, 59% were Black, 17% White, and 23% Hispanic through 2001.

Table 6.
National distribution of AIDS cases by race/ethnicity and gender
in adult/adolescent cases and pediatric cases reported through 2001, n=816,148

Adult Male Adult Female Pediatric Cases Total Reported

13 years + 13 years + <13 years Nationally

(n=666,026) (n=141,048) (n=9,074) (n=816,148)
Race # %* # %* # %* # %*
White 312,153 47% 30,156 21% 1,579 17% 343,888 42%
Black 225,836 34% 82,007 58% 5,337 59% 313,180 38%
Hispanic 120,131 18% 27,561 20% 2,060 23% 149,752 18%
Other 7,366 1% 1,243 <1% 85 <1% 8,694 1%
Unknown 540 0% 81 0% 13 0% 634 0%

* percentages may not equal 100 due to rounding

National Statistics in Men by Race Delaware Statistics in Men by Race

The distribution of cumulative male AIDS cases by race nationally is

Delaware’s cumulative male HIV/AIDS cases through 2002 by race
47% White, 34% Black, 18% Hispanic and 1% all other races.

are 61% Black, 33% White and 6% in Hispanic and other races.

National Statistics in Women by Race Delaware Statistics in Women by Race

Nationally, there are 141,048 cumulative AIDS cases in women Delaware’s distribution of female HIV/AIDS cases through
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through 2001. The distribution of the cases by race is 58% Black,
21% White, 20% Hispanic and 1% all other races.

2002 by race is 76% Black, 19% White and 5%
Hispanic and other races.
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Figure 4. Distribution of Delaware HIV/AIDS cases by race and gender
through December 2002, n=3,810
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HIV/AIDS by Age Group:

Age group refers to the age a person first tests positive for HIV or age
at diagnosis of AIDS. When compared by age group, Delaware’s

HIV/AIDS statistics through 2002 are similar to the national statistics
for 2001. As portrayed in Figure 5, below, the percentages differ little.

Figure 5. Distribution of Delaware HIV/AIDS cases by age groups
through 2002, n=3,810

HIV/AIDS by Adult/Adolescent Mode of Exposure:
For surveillance purposes, HIV/AIDS cases are counted only once in

a hierarchy of exposure categories established by CDC. Persons with

more than one reported mode of exposure to HIV are classified in
the category listed first in the hierarchy, except for men with both a

history of sexual contact with other men and injecting drug use. They

comprise a separate exposure category. This hierarchy of exposure
categories in adult/adolescent cases is as follows:
1. Men who have sex with men
2. Injecting drug user
3. Men who have sex with men and inject drugs
4. Heterosexual contact "sex partner at risk"
a. sex with an injecting drug user
b. sex with a bisexual male
c. sex with a person with hemophilia
d. sex with a transfusion recipient with HIV
e. sex with a transplant recipient with HIV
f. sex with a person with AIDS/HIV; with a risk unspecified
5. Transfusion of blood/blood components
6. Transplant of tissue/organs or artificial insemination
7. Worked in a health care or laboratory setting

If a patient admits to certain sexual or drug use behaviors, the patient
is ranked along this continuum of possible exposures to HIV.
Nationally*, 10% of the AIDS cases reported through December 2001
were "no identified risk" (NIR). Surveillance personnel place a high

:ﬁ B . priority on determining risk and 4% of Delaware’s cases at the end of

':Eg - = 2002 were classified as NIR. This denotes an increase from 2% in

BOD I a4 2001, when HIV case reporting regulations were first implemented.

. I E - . Y The NIR increase actually reflects cases where the reporting source

Bge groups | <18 '-‘-"'! 20129 | W30 | 40090 | 50050 | 6hid | BEe | does not have the risk information to report, i.e. private laboratories,
Wik s 2|« | 575 | 1670 | WITT | 295 | &0 a1 | blood banks and lab tests conducted during inpatient hospitalizations
mOES 1% | 1% | 15% | 445 | 05 | 8% ‘ 2% | 1% . where results come after discharge. Surveillance staff attempts to
BNgieial % | 15 | <% | 6% | 4% [ 27% | 8% | ]el-. resolve the "no risk reported” (NRR) cases when reviewing medical
records.
Table 7.

Comparison of all Delaware HIV/AIDS cases by mode of exposure diagnosed
through 2001, n=2820 to cases diagnosed through 2002, n=3810

through 2001 through 2002

Mode of exposure No. %* No. %*

Injection drug use (IDU) 1204 43% 1531 40%
Men who have sex with men (MSM) 884 31% 1101 29%
Heterosexual contact with PWA 174 6% 420 11%
Heterosexual contact with an IDU 251 9% 313 8%
Men who inject drugs & are MSM 169 6% 204 5%
No identified risk (NIR) 67 2% 137 4%
Other modes * 71 3% 104 3%
Total cases 2820 100% 3810 100%

* Percentages may not equal 100 due to rounding.
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Table 7 illustrates the mode of exposure for all Delaware HIV/AIDS cases and compares the data available last year (through 2001) to the information
available through 2002. The mode of exposure or transmission of HIV describes the behavioral characteristics of a person at risk for acquiring HIV
infection. Injecting drug use (IDU) remains the greatest percentage of cases for both years. Men who have sex with men (MSM) continue to rank
second. The move of heterosexual contact with a person with HIV or AIDS to third (11%) surpassing heterosexual contact with an IDU should be
viewed with caution. Risk information on initial case report forms is often revised after medical record reviews reveal the "person with HIV or AIDS"
is an IDU or bisexual. Other modes of exposure (*) include pediatric cases infected through mothers, transfusion recipients, and additional trans-
mission modes that resulted in less than 3% of Delaware's HIV/AIDS cases.

National Statistics in Men by Mode

Delaware Statistics in Men by Mode

National statistics through 2001 for AIDS indicate the distribution of
male cases by mode are 55% MSM, 22% IDU, 8% MSM/IDU and
5% heterosexual contact. The remaining 10% are related to other
modes and cases with risk not identified.

Delaware had 2,734 men reported with HIV/AIDS through 2002.
Forty percent (n=1,101) were MSM, 39% (n=1,062) were IDU, and
9% (n=245) were heterosexual contact only. Of the 245 heterosexual
contacts, sex with a woman with HIV comprised 56% (n=137).

Sex with a woman who was an IDU accounted for 42% (n=103) of
the cases and 2% (n=5) were sex with a woman who received blood
products or a transfusion. MSM/IDU were reported in 7% (n=204)
cases and the remaining 5% (n=125) are related to other modes
and cases with risk not identified or reported.

National Statistics in Women by Mode

Delaware Statistics in Women by Mode

Nationally, 26% (n=10,809) of the new AIDS cases reported in 2001
were female.

Heterosexual contact accounts for 65% (n=7,066) of the new female
cases. Injecting drug use is attributed to 3,410 of cases (32%).

Delaware had 1,030 case of HIV/AIDS reported in women through
2002. Fifty percent (n=512) of the women with HIV/AIDS in
Delaware, at the end of 2002, were infected through heterosexual
contact. Sex with a person with HIV comprises 55% (n=283)

of the heterosexual cases with 45% (n=210) due to sex with an

injecting drug user. The final 5% (n=19) of the heterosexual
contacts were sex with a bisexual man and sex with men who
had received blood products or transfusions. Injecting drug use
accounts for the transmission of HIV in 45% (n=469) of the
remaining women and 5% (n=49) risk not reported/identified

or other.

Risk not identified/reported, comprise the remaining 333 (3%)
national cases.

The first 10 years of the AIDS epidemic in Delaware (1983 - 1992) is quite a different picture than the most recent 10 years (1993 - 2002).
Table 8 compares the top six behavioral groups reported in one ten year period to the other. The number of cases reported in each time period is
noted under the year of report. The columns indicate the number of cases in each behavioral group and the percentage is representative of the
whole number reported.
Table 8.
Comparison of the first 10 years of HIV/AIDS cases reported to the
second ten years by mode through December 2002

Year of Report 1983-1992 1993-2002

Total number of cases reported in the period n=586 n=3,224
Behavioral Risk Group # %* # %*
men who have sex with men (MSM) 286 49% 815 25%
men who inject drugs (IDU) 123 21% 939 29%
women — with male sex partners at risk 25 4% 487 15%
women who inject drugs (IDU) 56 10% 413 13%
men — with female sex partner at risk 15 3% 230 7%
men who inject drugs & are MSM (MSM/IDU) 47 8% 157 5%
all other modes including NIR or NRR cases 34 6% 183 6%

* Percentages may not equal 100 due to rounding.
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As previously demonstrated, the table above illustrates again the decrease in cases of men who are MSM. By comparing the two decades of the
epidemic, the percentages in MSM decreased by nearly half, from 49% in the first decade to 25% in the second. The other obvious change is the

increase in women with male sex partners at risk. The percentage increased close to 300% where the heterosexual partners of the women were
intravenous drug users, bisexual men and/or HIV infected. The percentage of men with female sex partners who are at risk through injecting drug
use and/or female partner is HIV infected more than doubled from 3% to 7% from the first to the second decade respectively.

The next portion of the profile continues to address modes of transmission in adulf and adolescent cases of HIV/AIDS. To illustrate any reporting
changes, the data is separated into two ten-year periods. An increase of close to 50% (from 16% to 30%) is noted in the percentage of female

cases reported.

Table 9.
Distribution of adult/adolescent HIV/AIDS cases by gender in 10 year periods
1983-1992 and 1993-2002 in Delaware cases reported through 2002, (n=3,765)

Year of Report 1983-1992 1993-2002 Total

Total cases reported in period n=579 n=3,186 3,765
Gender # % # % # %
Males 489 84% 2,245 70% 2,734 13%
Females 90 16% 941 30% 1,031 27%
Total 579  100% 3,186 100% 3,765 100%

Adult/Adolescent Transmission Modes in Males:

The modes of transmission for HIV/AIDS in Delaware adult/adolescent
male cases have modified over time. At the end of 1992, 58% of the
cases were MSM, 25% were IDU, and 10% MSM/IDU. Men infected
through sex with a woman with HIV or sex with a woman who injected
drugs comprised 3% of the AIDS cases reported. The figure below
shows the distribution of modes of transmission through 2002 and
illustrates how the percentages have shifted away from MSM and
MSM/IDU to increases in IDU and heterosexually infected men in
Delaware.

Figure 6. Distribution of male adult/adolescent HIV/AIDS
cases by mode of transmission in Delaware through
2002, n=2,734

Men Who Have Sex with Men (MSM):

Men who have sex with men represented 58% (n=286) of the 489 male
adult/adolescent cases reported in the first 10 years of the epidemic.
From 1993 through 2002 the percentage of male cases attributed to
MSM decreased to 36% (n=815) of the 2,245 cases reported in men in
Delaware. The race and age groups for men who have sex with men are
shown below in Table 10 and are split into ten-year periods to compare

any changes in the epidemic among the MSM population from one
decade to the other.
Table 10.
Demographic characteristics of race and age group in men who have
sex with men by year of report in Delaware 1983 — 2002, n=1,101

1983 through 1992 1993 through 2002
(n=286) (n=815)

Variable # %o** # %**
Race/Ethnicity

White 186 66% 446 55%
Black 90 31% 331 41%
Hispanic/Other 8 5% 38 4%
Age Groups

13-19 0 0% 8 <1%
20-29 65 23% 162 20%
30-39 125 44% 385 47%
40-49 62 22% 181 22%
50-59 30 10% 52 6%
60-69 4 1% 23 3%
70-79 * n/a 4 <1%

*cases in this age group are merged with previous age group due to small cell size
** percentages may not equal 100 due to rounding.

An increase in the number of MSM cases in men of color is noted

in the second time period compared to a decrease in the White
population. Additional cases in all age groups from 1993 through 2002
are likely due to the 1993 change in case definition. The presence of
cases in the 13-19 age group and a tripling of cases in most all other
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age groups are likely representative of the influence HIV reporting
lends to the portrait of the epidemic in Delaware.

As of December 31, 2002, a cumulative total of 933 MSM with AIDS
had been reported and 168 with HIV for a total of 1,101 with HIV/AIDS.
Men who have sex with men represent 29% of the cumulative
HIV/AIDS cases reported in Delaware through 2002.

lllustrated in Figure 7, the number of MSM cases reported by race
and ethnicity has remained fairly level in men of Hispanic origin with
minimal change over the twenty-year period. Though men who have
sex with men appear to be most often in the White population on the
chart, the number of MSM in the Black population is rising. The
increase in all race/ethnic groups in '93-'94 and in '01-'02 are the
result of the 1993 AIDS case definition change and implementation
of HIV reporting respectively.

Figure 7. HIV/AIDS cases among men who have sex with men (MSM)
by race and ethnicity by year of report in Delaware 1983
through 2002, n=1,101
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Men Who Inject Drugs:
Men who inject drugs represented 25% (n=123) of the 489 male
adult/adolescent cases reported in the first 10 years of the epidemic.
From 1993 through 2002 almost a 100% increase was noted when
male IDU cases rose to 49% (n=939) of the 2,245 cases reported in
Delaware. The race and age groups for men who inject drugs are
shown below and are split into ten-year periods to compare any
changes in the epidemic among the IDU population from one decade
to the other. The disproportionate number of IDU in the Black male
population is significant.
Table 11.

Men who inject drugs: demographic characteristics of HIV/AIDS cases

by race and age group by year of report 1983 — 2002 in Delaware

1983 through 1992 1993 through 2002
(n=123) (n=939)

Variable # %** # %**
Race/Ethnicity
White 17 14% 99 11%
Black 92 75% 777 83%
Hispanic/Other 14 11% 63 7%
Age Groups
13-19 0 0% 0 0%
20-29 17 14% 58 6%
30-39 63 51% 379 40%
40-49 36 29% 395 42%
50-59 7 6% 97 10%
60-69 * n/a 10 1%
70-79 * n/a 0 0%

Figure 8 geographically depicts the distribution of MSM cases in
Delaware. The figure shows 65% reside in New Castle County with
30% in zip codes 19801, 19802, 19805 and 19806 or the City of
Wilmington and 35% in the rest of New Castle County. Twenty-five
percent reside in Sussex County with 14% in the five "Beach" zip
codes and the remaining 11% in the remainder of Sussex County.
Ten percent of the MSM reside in Kent County.

**cases in the 50-79 age groups are merged due to small cell size
** percentages may not equal 100 due to rounding.

The following chart depicts the number of male IDU cases in adult/
adolescent HIV/AIDS cases by year of report. Two periods, 1992 to
1993 and 2000 to 2001 reflect nearly a 300% increase in the number
of cases reported. 7he increase is attributed to the change in the
AIDS definition and implementation of HIV reporting occurring
in the years respectively.

Figure 8. Distribution of men who have sex with men with HIV/AIDS by
residence at time of report in Delaware through 2002, n=1,101
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Figure 9. HIV/AIDS cases among men who inject drugs (IDU) by year
of report in Delaware 1986 through 2002, n=1,062
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Figure 10. Men who inject drugs by county of residence in Delaware
through December 2002, n= 1,062
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Figure 11. Distribution of men who have sex with men and inject drugs
by county of residence in Delaware through 2002, n=204
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Men Who Inject Drugs and Who Also Have Sex with Men
(MSM/IDU)

Male injection drug users who also have sex with men (MSM/IDU)
are the fourth highest behavioral risk in Delaware’s HIV/AIDS
population. A cumulative total of 204 MSM/IDU cases have been
reported through December 2002 representing 5% of the total number
of cases. The table below depicts an increase of greater than 160%
in the percentage of MSM in the age group 40-49 in the second
decade of reporting.

Table 12.
Race and age demographic characteristics in male injecting
drug users who also have sex with men by year of report,
Delaware 1983-2002, n=204

Men Reported with Heterosexual Mode of Transmission Only:

Nationally4, 9% (n=2,762) of the adult/adolescent males reported
with AIDS in 2001 were exposed through heterosexual contact.
Twenty percent were reported as infected through sex with an injecting
drug user and 58% through sex with an HIV-infected woman, risk not
specified.

The table below compares the demographics of race/ethnicity and age
groups for the two decades of the Delaware epidemic in men who were
heterosexually infected with HIV. Both decades indicate Black men and
men in the 30-39 year age group are most frequently reported with a
heterosexual transmission mode. In the first decade of the epidemic,
more than two-thirds (66%) of the heterosexual men were Black and in
the second decade three-quarters (77%) were Black. White men who
were reported as heterosexually infected have decreased by more than

1983 t?;?:%h 1902 1993 22[01“597? 2002 half, from 33% to 15%. The absence of any heterosexual Hispanic
men in the first decade is more than likely attributed to lack of HIV
Variable # %o** # %o** education, treatment and/or early intervention in the population.
Race/Ethnicity Table 13.
White 16 34% 43 21% Demographic characteristics of race and age group in heterosexual
Black 28 60% 104 66% men by year of report in Delaware 1983 — 2002, n=245
Hispanic/Other 3 6% 10 % 1983 “(‘;f';'g)" 1992 1993 ‘(:[02“3%'; 2002
Age Groups Variable # o** # %**
13-19 0 n/a 0 n/a Race/Ethnicity
20-29 10 21% 18 11% White 5 33% 35 15%
30-39 2 1% 82 5% Black 10 67% 178 7%
40-49 5 11% 46 29% Hispanic/Other 0 0% 17 7%
50-59 5 11% 7 4% Age Groups
60-69 0 n/a 4 3% 13-19 0 0% * n/a
70-79 0 n/a 0 n/a 20-29 * n/a 29 13%
*percentages may not equal 100 due to rounding 30-39 9 60% 98 43%
40-49 6 40% 59 27%
50-59 0 0% 26 11%
60-69 * n/a 16 7%
70-79 0 0% * n/a

*cases in these age groups are merged with the closest age group due to small cell size
** percentages may not equal 100 due to rounding.
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Delaware men infected through heterosexual contact with a woman,
represent 9% of the male population reported cumulatively. Figure 12
illustrates that sex with an injecting drug user was indicated in 42%
(n=103) of the cases and 56% (n=137) had sex with a woman with
HIV, risk not specified.

Figure 12. Distribution of femalel partner's risk in men reported as
heterosexually HIV-infected in Delaware through 2002,
n=245

=i+
tempie
bl

The distribution by county of residence in men reported as infected
with HIV through heterosexual contact is shown in the figure that fol-
lows. More than two-thirds, 68%, of the heterosexually infected men
are residents of New Castle County, 19% from Sussex and 13% in
Kent County.

Figure 13. Men reported in Delaware as infected through heterosexual
contact with a female sexual partner at risk for HIV by county
through 2002, n=245
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Table 14.
Women who inject drugs: demographic characteristics of race and
age group by year of report in Delaware 1983 — 2002, n=469

1983 through 1992 | 1993 through 2002
(n=56) (n=413)

Variable # %** # %**
Race/Ethnicity
White 4 7% 64 15%
Black 46 82% 335 81%
Hispanic/Other 6 8% 14 3%
Age Groups
13-19 0 0% 9 2%
20-29 3 5% 53 13%
30-39 39 70% 213 56%
40-49 14 25% 121 29%
50-59 * n/a 17 4%
60-69 0 0% * nfa
70-79 0 0% 0 0%

*cases in this age group are merged with the closest age group due to small cell size
** percentages may not equal 100 due to rounding.

Figure 14. HIV/AIDS cases among women who inject drugs (IDU) by
year of report in Delaware 1987 through 2002, n=469
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Adult/Adolescent Transmission Modes in Females

The table below splits the first two decades of the HIV/AIDS epidemic
in the female injecting drug users by race and age at year of report.
The Black IDU female population is the most affected by the HIV/AIDS
epidemic in both decades and the percentage of IDUs in White females
more than doubled. And though the 30-39 year age group is clearly
the group most often affected in both decades, the nearly 200%
increase in the 20-29 year age group is significant as well.

Figure 14, reflects the number of cases reported in two-year periods for
women reported with HIV/AIDS who inject drugs. The increase in the
number of cases reported in the ‘93-'94 period is attributed to the
change in the AIDS case definition. The rise in 2001 is due to the
implementation of HIV reporting.

Figure 15 depicts the distribution of women reported with HIV/AIDS

who are injecting drug users by county of residence at time of report.
New Castle County is illustrated as home to 89% of the women who
inject drugs.
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Figure 15. Women with HIV/AIDS who inject drugs by county of
residence in Delaware through December 2002, n= 469
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In Figure 16, the women reported with heterosexually acquired HIV are
broken down by the risk of the partner thought to have exposed them.
Sex with an injecting drug user was reported as the partner’s risk in
41% (n=210) of the cases and 55% (n=283) had sex partners who
were HIV positive.

Women with Male Sex Partners at Risk

(Heterosexual Contact)

Table 15 compares women HIV-infected by a male partner in the
periods 1983 —1992 and 1993 —2002. In Black and White women the
percentages dropped from 76% to 73% and 24% to 21% respectively.
Though there were no Hispanic women reported as infected by a male
partner in the first decade, women of Hispanic origin were 6% in the
second decade.

Table 15 also denotes a 50% decrease in the percentage of women in
the 20-29 year age group who were HIV-infected by a male partner.
There was an increase in the number of female cases attributed to het-
erosexual transmission in both the 30-39 and 40-49 age groups.

Table 15.
Heterosexual contact in women: demographic characteristics of race
and age group by year of report in Delaware 1983 — 2002, n=512

Figure 16. Distribution of male partner's risk in women reported as
heterosexually HIV-infected in Delaware through 2002, n=512
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1983 through 1992 1993 through 2002
(n=25) (n=487)

Variable # %> * # %**
Race/Ethnicity

White 6 24% 103 21%
Black 19 76% 354 73%
Hispanic/Other * n/a 30 6%
Age Groups

13-19 * n/a 20 4%
20-29 12 48% 118 24%
30-39 9 36% 191 39%
40-49 4 17% 110 23%
50-59 0 0% 36 %
60-69 * n/a 12 3%
70-79 0 0% * n/a

* White and Other races merged due to small cell sizes. Age group with * merged with
next closest age group with cases due to small cell sizes. ** percentages may not
equal 100 due to rounding.

Figure 17 shows the county where the women were residing at the
time they were diagnosed with HIV/AIDS. Nearly three-quarters
(74%) reside in New Castle County with the remaining 26%
distributed evenly between Kent and Sussex Counties.

Figure 17. Women reported in Delaware as infected through heterosexual
contact with a partner at risk for HIV by county of residence
through 2002, n=512

SLISSEX CO HENT [0
13% ¥

.-'-'-'

HEW CASTLE
(¥ ]
Ta2.

Pediatric HIV/AIDS Cases

Delaware has 45 pediatric cases of HIV/AIDS. Eighteen have HIV
infection and 27 are AIDS defined. Thirty-five (78%) of the children
are living and 10 (22%) have died. Race/Ethnicity distribution for
pediatric cases is 73% Black, 18% White and 9% Hispanic.
Geographically, 76% (n=34) were living in New Castle County at
diagnosis of HIV/AIDS, 16% (n=7) in Kent County and 8% (n=4)

in Sussex County.
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mothers who had sex with injecting drug users. Sixteen percent of the
pediatric cases were born to mothers who had sex with someone with
HIV/AIDS and 11% were born to mothers who had HIV/AIDS. The
perinatal exposures comprise 96% of the risk for pediatric cases in

Figure 18. Distribution of pediatric HIV/AIDS cases by mode of
transmission in Delaware through 2002, n=45
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(<13 years of age) had been reported as having AIDS; of these pediatric
Hemaphilia or | cases, 5,257 (58%) had died. During 2001, 175 new cases of AIDS
Transtusion in children were reported. Of these, 150 (86%) were attributed to
4% perinatal exposure.
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The number of pediatric HIV (not AIDS) cases reported nationally,
increased dramatically from 224 cases in children younger than age
13 reported during 2000 to 543 cases during 2001. The cumulative
total nearly doubled from 2,134 HIV (not AIDS) cases reported

through 2000 to 3,923 HIV (not AIDS) cases reported through the

end of 2001. Note that not all HIV cases reported in 2001 reflected
new diagnoses; rather, the HIV cases reported include cases diagnosed
As depicted in Figure 18, forty-seven percent of the pediatric cases during earlier years.

were born to mothers who were injecting drug users and 22% to
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HIV/AIDS by Geographical Location:

Table 16.

HIV/AIDS cases through December 2002 by county with the City of Wilmington and Beach populations illustrated separately, n=3,810
County of Kent County = 361 New Castle County = 2,887 Sussex County = 552
Residence

WILMINGTON NOT WILMINGTON BEACH NOT BEACH

Characteristic No. % No. % No. % No. % Total %
Gender
Male 257 71% 1197 69% 842 2% 188 94% 269 74%
Female 104 29% 527 31% 321 28% 12 6% 93 26%

Total 361 100% 1724 100% 1163 100% 200  100% 352 100%
Race/Ethnicity
White 114 32% 206 12% 490 42% 162 81% 122 34%
Black 215 60% 1410 82% 617 53% 34 17% 220 61%
Hispanic 32 9% 101 6% 56 5% 4 2% 20 5%
Other - 0% 7 <1% - 0% - 0% - 0%

Total 361 100% 1724 100% 1163 100% 200  100% 352 100%
Mode of Exposure
MSM 114 32% 324 19% 381 33% 159 80% 122 34%
IDU 99 27% 919 53% 400 34% 12 6% 100 28%
MSM/IDU 19 5% 96 6% 63 5% 11 6% 15 4%
Heterosexual Contact 101 30% 308 18% 236 20% 12 6% 102 28%
Pediatric Exposure 7 2% 21 1% 13 1% 0 n/a 5 1%
Other/NIR 21 6% 56 3% 70 6% 6 3% 18 5%

Total 361 100% 1724 100% 1163 100% 200  100% 352 100%

*percentage may not equal 100 due to rounding ®merged with Hispanic due to small size
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Delaware HIV/AIDS Surveillance has historically distributed morbidity
statistics on New Castle County separate from the City of Wilmington.
A similarity in the demographic characteristics of people living in zip
codes 19801, 19802, 19805 and 19806 and diagnosed with HIV/AIDS
illustrated a different epidemic emerging from the downtown area. As
depicted in Table 16, more than two thirds (69%) of the City of
Wilmington HIV/AIDS cases are male. In excess of three-quarters
(82%) of the HIV/AIDS cases in the City are Black and more than

half (53%) are injecting drug users. In the remainder of New Castle
County the percentage of men with HIV/AIDS is greater than the City
of Wilmington at 72%. Modes for transmission of the virus are slightly
higher in the City of Wilmington in IDUs at 53% compared to the rest
of New Castle County with 34%. The reverse is seen in the MSM
population where the City of Wilmington is 19% and the rest of New
Castle County higher with 33%. Other modes of transmission are
more equally dispersed in both areas.

Although Kent County appears to have the largest percentage of
heterosexual cases compared to the other four areas throughout the
state, it is because New Castle and Sussex were broken down by zip
codes to depict epicenters of HIV disease.

In Sussex County, the beach area HIV/AIDS statistics show cases are
94% male, 81% white and 80% men who have sex with men. The
statistics represented in the previous table do not incorporate the men
who have sex with men who have retired and established permanent
residency on the shore, or those with dual residencies in Philadelphia,
Baltimore and the District of Columbia. The beach area is a much
different population than the cases residing throughout the remaining
Zip codes in Sussex County where nearly three-quarters (74%) are
male, 61% are Black and modes of transmission are for the most part
evenly distributed over MSM, IDU and heterosexual contact.

Question 3. What ave the itndicators ofmk/o
for HIV/AIDS i&bfectiow 7
Delawarve?

To assist community planning groups address populations at risk
for HIV infection, this portion of the profile looks at data collected in
other databases. Limitations of the data sets were addressed in the
methodology section.

= As an extension of HIV/AIDS surveillance, the Supplement to
HIV/AIDS Surveillance® (SHAS) project collects risk behavioral
information on adults living with HIV/AIDS.

= HIV Counseling and Testing data is collected at all DPH publicly
funded test sites. Counselors assess risk behaviors for HIV
infection in pre-test and post-test counseling sessions.

= People seeking treatment for sexually transmitted infection (STI)
or disease (STD) share one or more risk factors with persons
diagnosed with HIV infection. The existence of an STD indicates
the individual has had unprotected sex. Sex with someone who
has HIV could increase the possibility of transmission of HIV
through the sore and into bloodstream.

Supplement to HIV/AIDS Surveillance® (SHAS) Project Data:

Table 17.
Demographics of SHAS interviews conducted
July 1, 2000 through June 2003, n=287

HIV/AIDS Interviews Completed in Delaware
July 1, 2000 through June 30, 2003 (n=287)

No. %

Gender Male 192 67%
Female 95 33%

Race/Ethnicity White 64 22%
Black 211 4%

Hispanic all races/Other 12 4%

Interview Location Home 148 52%
ID/Wellness Clinics 82 29%

Hospital 9 3%

DPH 16 6%

Other 32 11%

Mode of Transmission MSM 63 22%
IDU 120 41%

MSM/IDU 23 8%

Hetsex w/IDU 34 12%

Hetsex with PWH/A 42 15%

NIR/NRR/Other 5 2%

Total 287 100%

Delaware began involvement in the SHAS project as a pilot state in
1991 through supplemental funding from the Centers for Disease
Control and Prevention. Through December 31, 2002, SHAS inter-
views were only conducted with clients diagnosed with AIDS. Upon
implementation of HIV reporting in July 2001, subsequent application
was made to the Human Subjects Review Board (HSRB) to include
people diagnosed with HIV. Approval was granted in the fall of 2002
and inclusion of HIV positive clients into the SHAS project was initiat-
ed in January 2003. Application to interview incarcerated people with
HIV and AIDS was made in the winter of 2002. The Delaware HSRB
accepted the application and approval was granted at the federal level
from the Office of Human Research Protection (OHRP) in March 2003.
Delaware is the first surveillance office in the nation to interview sub-
jects in correctional facilities. Though little information collected on
prison interviews is included in this profile, the information collected
through June 30, 2004 may prove valuable to prevention and treatment
program planning for the Department of Correction.
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Figure 19. Percentage of clients SHAS interviewed July 2000 — June
2003 by mode of transmission reported in HARS, n=287
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Male IDU SHAS Participants

Seventy-eight of the male SHAS participants were identified by the
reporting source as IDU. Twenty-nine (37%) did not have sex in the
12 months prior to the interview. Fourteen (18%) had sex but no
steady sex partner. Of the 36 who had a steady partner, 8 (10%) knew
their steady partner was positive, 27 (35%) knew their steady partner
was negative and 1 (3%) did not know their partner's HIV status and
is not illustrated in Figure 21.

Most questions relating to behavioral risk in SHAS ask the patient to
answer the question in relationship to a time period. One of the
following three time periods is used in the data that follows:
= 12 months prior to interview, an anchor date is assigned at onset
of interview to simplify the time frame for the participant. An
interview conducted June 2003 would cover a calendar year of
12 months back to May 2002.
= Before you tested positive for HIV,

= The last time you engaged in a specific activity.

Questions asked of the participants in SHAS that may be used to
assess the risk behaviors for the transmission of HIV include:

= Number of sex partners,

= Frequency of condom use or unprotected sex,

= Exchange of money or drugs for sex,

= Injecting drug or other substance use,

= Needle sharing or preventive measures with needle use.

SHAS in Injecting Drug Users (IDU)

Forty-one percent (n=120) of the SHAS participants interviewed in
the period July 2000 through June 2003 were identified by the
reporting source as IDU. Of the IDU interviewed, 86% (n=103) were
black, 11% (n=13) were white and 3% (n=4) were Hispanic/Other.
By gender the IDU were 65% (n=78) male and 35% (n=42) were
female. In male injecting drug users, 64% (n=50) had sex in the 12
months prior to the interview. In female injecting drug users, 60%
(n=25) had sex in the 12 months prior to the interview.

Figure 21. Male SHAS participants who are IDU and their sexual activity
in the 12 months prior to the SHAS interview, n=78
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Figure 20. IDU SHAS participants who had sex in the 12 months prior to
date of interview by gender and number of partners, n=75
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Eighty-one percent (n=22) of the 27 men with HIV negative partners
use condoms during vaginal intercourse.

Female IDU SHAS Participants

Forty-two (44%) of 95 female SHAS participants were identified by
reporting sources as IDU. Seventeen (40%) did not have sex in the 12
months prior to the interview. Twenty-five (60%) of the 42 female IDU
SHAS participants had sex in the 12 months prior to the interview. Of
the 25 women, who had sex in the time frame, 4 (16%) did not have a
"steady partner" and 21 (84%) had a "steady partner".

= 7 women knew their "steady partner" was positive and

= 14 women knew their "steady partner" was negative or did not
know status

Sixty-seven percent of the 21 women with "steady partners" used
condoms regardless of the "steady partner's" HIV status.

Figure 22. Female SHAS participants who are IDU and their sexual
activity in the 12 months prior to the SHAS interview, n=42
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Twenty-nine (24%) of the 120 SHAS participants identified by reporting
sources as an IDU at time of report denied ever injecting drugs. Eleven
(38%) of those who denied ever injecting a drug also denied ever
using any non-injecting drugs as well.

Ninety-one (76%) of the 120 SHAS participants identified by reporting
sources as an IDU at time of report responded they had injected a drug.
Fifty-one (56%) said the drug they injected most often was cocaine
followed by 24 (26%) who chose heroin as their most often used drug.
In addition, more than half (52%) of the injecting drug users had used
crack in a crack house and 34% (n=16) had sex in a crack house.

Seventy-five (82%) of those 91 SHAS participants who claimed to have
injected drugs had shared needles and 45% (n=34) cleaned their
syringes "every time" while 11% (n=8) "never" cleaned their syringes.
Of the 75 who have shared needles, seven (9%) have used in the

12 months prior to the interview and the needle was obtained "off the
street” by 4 participants and 3 other participants got their needle "from

a friend", "from a drug dealer" or "refused to answer."

Sixty (80%) of the participants, who used a needle in the 12 months
prior to the interview, have been in drug treatment. Twenty-one (28%)
had been enrolled in a drug treatment program in the 12 months prior
to the interview.

SHAS in Men Who Have Sex with Men (MSM)

Twenty-two percent (n=63) of the SHAS participants interviewed in the
period July 2000 through June 2003 were identified by the reporting
source as MSM. Of the MSM interviewed, 52% were white, 44% were
black and 4% were Hispanic or other.

Of the 63 MSM SHAS participants, 10% (n=6) had been treated for an
STD in the 12 months prior to the interview date.

Twelve (19%) of the MSM said they had been given drugs or money
for sex, while 13 (21%) responded they had given someone money or
drugs for sex in the 12 months prior to the interview date.

The 63 men reported in HARS as MSM self-identified their sexual
orientation as:

= 43 (68%) Homosexual/Gay
= 13 (22%) Heterosexual/Straight
= 7 (10%) selected Bisexual/Other

Of the 63 MSM participants 47 (75%) said they had sex in the 12
months prior to the interview date and 16 (25%) had not had sex
during the time frame.

Data from the SHAS database, not mutually exclusive, on the 47
MSM who had sex in the time frame:

= Forty (85%) identified their sex partners as male only;

= One (2%) had both a male and female sex partner;

= Six (13%) identified their sex partners as female only;

= Twenty-five (53%) were in a "steady and monogamous relationship";
< Fifteen (32%) had fewer than 5 sex partners in the time frame; and

= Seven (15%) had more than 5 partners in the 12 months prior to
the interview.

Twenty (49%) of the 41 MSM who had sex in the time frame engaged
in sex where they were an anal receptor of their partner the last time
they had sex. Fifteen (75%) of these 20 men used condoms the last
time they received anal sex. Fourteen (34%) of the 41 MSM who had
sex in the time frame engaged in sex where they penetrated their
partners anally the last time they had sex. Of the 14 men who anally
penetrated their partners, the last time they had sex, 12 (86%) used

a condom.

Twenty (32%) of the 63 MSM participants identified their sexual
orientation as heterosexual or bisexual. Six (30%) of the 20 men
responded they had sex with a woman in the 12 months prior to the
interview. Fifty percent (n=3) of these 6 said the woman was a "new
partner" or someone they had sex with for the first time in the 12
months prior to the SHAS interview.  All six of the men who had sex
with a woman in the past 12 months claimed their partner was either
negative or they did not know the female partner's HIV status. When
vaginal and oral intercourse took place, condoms were used less than
10% of the time. The six MSM participants who had sex with a female
denied anal intercourse with their female partners.

Of the 16 (25%) participants who claimed not to have had sex in the
twelve months prior to the interview date the main reason for not
having sex was identified as "sexual drive had decreased" in 9 (56%).
Seven (44%) responded they “were afraid of infecting someone else
with HIV or other STD."

Heterosexual SHAS Participants

From July 2000 through June 2003, heterosexual SHAS participants
comprised 26% (n=76) of those interviewed. Heterosexuals in this
portion of the profile include: sex with an IDU, sex with a bisexual man,
sex with a person who received a blood transfusion and sex with a
person with HIV/AIDS. Due to the small number of those who had sex
with bisexual men and those who had sex with a person who received
a blood transfusion they are combined with the participants who had
sex with someone who is HIV positive or AIDS defined. Their risk is
not associated with injecting drug use and their partners are HIV posi-
tive or AIDS defined. With the merger, 55% (n=42) are

heterosexuals who had sex with a person with HIV/AIDS and 45%
(n=34) are heterosexuals who had sex with an IDU.

More detailed information regarding sexual activity and condom usage
in heterosexual SHAS participants may be found in Appendix A of
profile.
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HIV Counseling and Testing Data®

Table 18.

Demographics of clients who seek counseling and testing services
in HIV Counseling and Testing Sites in Delaware in 2002, n=10,304

Demographic Number of Number of Number of Percent HIV
Clients Counseled HIV Tests Positive Tests Positive*
Gender
Male 5,064 4,008 59 1%
Female 5,230 4,084 25 1%
Not Specified 10 6 0 0%
Race/Ethnicity
White 3,751 3,087 24 1%
Black 4,963 3,758 48 1%
Hispanic 1,330 1,076 12 1%
Asian/Pacific Islander 117 65 0 0%
Am Indian/AK Native 23 18 0 0%
Other 97 82 0 0%
Undetermined 11 6 0 0%
Not Specified 12 6 0 0%
Age Groups
<13 39 31 1 3%
13-19 2,057 1,612 6 0%
20-29 4,327 3,350 15 0%
30-39 2,215 1,734 33 2%
40 - 49 1,208 986 22 2%
>z 50 425 361 7 2%
Age Not Specified 33 24 0 0%
Risk
MSM IDU 19 19 1 5%
MSM 599 528 31 6%
Heterosexual IDU 414 367 13 4%
Sex Partner At Risk 1,354 1,221 17 1%
STD Diagnosis 2,475 1,770 9 1%
Sex For Drugs/Money 68 62 1 2%
Sex While Using Drugs 1,086 933 1 0%
Hem/Blood Recipient 32 31 0 0%
Victim Sexual Assault 52 49 0 0%
Health Care Exposure 86 82 1 1%
No Acknowledged Risk 440 325 0 0%
Heterosexual/No Other Risk 3,382 2,552 7 0%
Other 64 53 1 2%
Not Specified 233 106 2 2%
Total 10,304 8,098 84 1%

* % HIV positive calculated: # positive tests + # of HIV tests performed.
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The demographic information in Table 18, on the previous page,
indicates in 2002, the clients seeking HIV counseling and lesting
services (n=10,304) are:

= 51% women;

= 48% Black, 36% White, and 16% Hispanic or other race/ethnicities;

= 42% in the age group 20-29, 21% are 30-39 and 20% are
13-19 years of age.

The demographics for clients deciding to be tested (n=8,098) are:

= 50% women;

= 46% Black, 38% White, and 16% Hispanic or other race/ethnicities;

= 41% in the age group 20-29, 21% are 30-39 and 20% are 13-19
years of age.

The demographics for clients testing positive for HIV (n=84) are:

= 70% are men;

= 51% are Black, 29% are White, and 14% Hispanic or other
race/ethnicities;

= 39% in the age group 30-39, 26% are 40-49 and 18% are 20-29
years of age;

= 37% of the positives self-identified as MSM.

The data show the majority of the people coming in for counseling

and deciding to test are women but the majority testing positive are
men. The distribution by race is basically the same for those seeking
counseling, those testing and those who are positive; predominantly
Black, followed by White and then Hispanic and other races. The age
group most often seeking counseling, and deciding to be tested, was
20-29 years of age. The age group testing positive most frequently was
30-39 years of age. Risk behaviors for clients seeking counseling and
testing are not always readily given or accurately reported by the client.
In addition, a risk of "sexual partner at risk" is vague and not easily
analyzed.

Figure 24. Distribution of Delaware positive HIV tests in 2002 by modes
of transmission, n=84

L

* Combined small risk cells include people who reported they were infected through a
sexual assault, through sex while using alcohol or non-injecting drugs, and
commercial sex work.

Figure 25. Comparison of clients electing to be tested for HIV to
the clients testing positive for HIV antibodies by race in
Delaware in 2002
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Figure 23. Percentage of positive HIV tests by county (as a percent of all
positives tests per year) in Delaware 1998-2002
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Figure 26. Number of clients pre-test counseled in Delaware HIV
counseling and testing sites compared to the number who
elected to be antibody tested from 1998 through 2002
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Figure 27. Number of clients testing positive in a Delaware HIV
counseling and testing sites compared to the number who
returned for results in 1998 through 2002
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The figure below shows chlamydia diagnoses by gender. For every
male diagnosis, close to four times as many females were diagnosed
with chlamydia each year.

Sexually Transmitted Infection and Disease Data’

In Delaware information on individuals diagnosed with gonorrhea,
chlamydia, primary and secondary syphilis is collected at the local
level in STD clinics, private physician offices, correctional facilities,
outpatient facilities and reported to a centralized office within the
Division of Public Health. HIV can be spread through the same
unprotected sexual contact that spreads STDs. The presence of an
STD can facilitate HIV transmission both by increasing viral load
and by providing ulcerations through which HIV can pass. People
diagnosed with a sexually transmitted disease (STD) are at increased
risk of contracting or spreading HIV.

Figure 29. Distribution of Delaware chlamydia events by gender from
1998 through 2002
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Figure 28. Number of chlamydia and gonorrhea disease events in
Delaware from 1998 to 2002
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Due to continued unprotected sexual practices an individual may
contract or be diagnosed more than one time in a reporting year. The
recurrence of infection or disease, referred to as disease events, may
therefore include duplicate diagnoses. According to the Delaware
Annual Sexually Transmitted Disease Report’, more than 2,600
chlamydia disease events, have occurred every reporting year from
1996 through 2002. Figure 28 above, illustrates the minimal rise and
fall in chlamydia and gonorrhea events over a five year period. Each
of the events represents behavior that potentially exposes the client
to HIV infection.

Chapter 2:

Epidemiologic Profile

Figure 30 illustrates the number of primary and secondary syphilis
cases decreased by 50% from 1998 to 1999. Syphilis events since
1999 have remained fairly stable through 2002.

Figure 30. Number of primary or secondary syphilis disease events
diagnosed in Delaware in 1998 to 2002
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2001 Youth Risk Behavior Survey® (YRBS) Data:

During the spring of 2001, 2,915 students in 30 Delaware public high
schools, participated in the Youth Risk Behavior Survey® (YRBS).

The school response rate was 97%, the student response rate was
77%, and the overall response rate was 75%. The results are
representative of all students in grades 9-12. The weighted
demographic characteristics of the sample are as follows:

Table 19.
Characteristics of students completing the YRBS Survey in 30
Delaware Public High Schools in 2001, n=2,195

Gender % Grade % Race/Ethnicity %
Female 51% | 9thgrade 30% | African American 24%
Male  49% | 10th grade 26% | Hispanic/Latino 6%
11th grade 22% | White 62%
12th grade  22% | All other races 5%
Multiple races 3%
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Students completed a self-administered, anonymous, 87-item
questionnaire. Survey procedures were designed to protect the privacy
of students by allowing for anonymous and voluntary participation.
Local parental permission procedures were followed before survey
administration.

The YRBS is one component of the Youth Risk Behavior Surveillance
System developed by the Centers for Disease Control and Prevention
in collahoration with representatives from 71 state and local depart-
ments of education and health, 19 other federal agencies, and national
education and health organizations. The Youth Risk Behavior
Surveillance System was designed to focus the nation on behaviors
among youth related to the leading causes of mortality and morbidity
among both youth and adults and to assess how these risk behaviors
change over time. The Youth Risk Behavior Surveillance System
measures behaviors that fall into six categories:

1. Behaviors that result in unintentional injuries and violence;

2. Tobacco use;

3. Alcohol and other drug use;

4. Sexual behaviors that result in HIV infection, other sexually
transmitted diseases, and unintended pregnancies;

5. Dietary behaviors; and
6. Physical activity.

For this profile, highlights from questions three and four will be
addressed.

If you are interested in more information about the Youth Risk Behavior
Surveillance System you may contact Janet Ray; Health Education
Associate at the Department of Education at 302-739-4681.

Of the students surveyed:

= 77.6% had at least one drink of alcohol on one or more days during
their life;

= 28.8% had their first drink of alcohol other than a few sips before
age 13;

= 46.4% had at least one drink of alcohol on one or more of the past
30 days;

= 27.3% had five or more drinks of alcohol in a row, that is, within a
couple of hours, on one or more of the past 30 days;

= 46.9% used marijuana one or more times during their life;
= 12.2% tried marijuana for the first time before age 13;
= 26.3% used marijuana one or more times during the past 30 days;

= 6.3% used any form of cocaine, including powder, crack, or freebase
one or more times during their life;

= 2.4% used any form of cocaine, including powder, crack, or freebase
one or more times during the past 30 days;

= 10.5% sniffed glue, breathed the contents of aerosol spray cans,
or inhaled any paints or sprays to get high one or more times
during their life;

= 3.2% sniffed glue, breathed the contents of aerosol spray cans, or
inhaled any paints or sprays to get high one or more times during
the past 30 days;

= 2.7% used heroin one or more times during their life;

= 6.8% used methamphetamines one or more times during their life;

= 1.7% used a needle to inject any illegal drug into their body one
or more times during their life;

= 26.9% were offered, sold, or given an illegal drug on school
property by someone during the past 12 months;

= 52.7% had sexual intercourse;

= 16.7% had sexual intercourse with four or more people during
their life;

= 39.2% had sexual intercourse with one or more people during
the past three months;

= 25.5% had sexual intercourse but have not had sexual intercourse
during the past three months;

= Of students who had sexual intercourse during the past three
months, 22.1% drank alcohol or used drugs during last sexual
intercourse;

= Of students who had sexual intercourse during the past three
months, 62.2% used a condom during last sexual intercourse;

= Of students who had sexual intercourse during the past three
months, 20.1% used birth control pills during last sexual
intercourse;

= 6.4% had been pregnant or gotten someone pregnant one or
more times.

Question 4. What are the ns of
uttlization o :ewwm/peopla
with HIV i Delaware?

HRSA Grantee Provided Data

The reference data for service utilization are for the most part based
upon data provided to Health Resources and Service Administration
(HRSA), by grantees in Delaware receiving funding through multiple
title programs.

Title Il funding is awarded to improve the quality, availability, and
coordination of health care and support services for people and
families with or affected by HIV disease. The funding also assists
with access to recommended pharmaceuticals through the AIDS
Drug Assistance Program (ADAP).

In 2002, a total of 2,196 clients received services funded through the
Ryan White Title Il funding and 704 of them were new clients. Of the
2,196 clients 85% (n=1,863) were HIV-infected and 333 were HIV-
affected. HIV-affected counts the children, spouses and significant
other people in the lives of an HIV-infected person that are not
themselves infected with HIV. Table 20 compares the demographic
characteristics of the unduplicated HIV-infected clients receiving
services that are funded by Ryan White Care Act Title Il Programs in
2002 to the distribution of living HIV/AIDS cases in Delaware through
2002. Demographic characteristics of clients receiving Title Il funds
in 2002 are closely representative of cases reported to surveillance
staff through 2002.
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Table 20.
Demographic characteristics of clients receiving services funded by
Ryan White Care Act Title Il Programs 2002 compared to Delaware
HIV/AIDS cases through 2002

= 389 treatment adherence counseling session were held
= 357 people were provided with transportation

= 307 people received emergency financial assistance

= 110 referrals to clinical research were arranged

= 61 client advocacy incidents were reported

Characteristics % of CARE % of DE Living = 53 assisted housing connections were arranged

Aﬁig!?&gs HIV/ﬁL[;?zts:gses In Delawar.e, Ryan White CAREI Act Title Il funding was awarded to
Ethnicity three provu.ier types. Th'e .prowde.r types are:
Hispanic or Latino Origin ™ % 1. HospltaI-Based.Cllnlcs that include: o

= duPont Hospital for Children north of Wilmington,

Non-Hispanic 89% 95% = Christiana Care Health Services and Division of Public Health
Unknown/Unreported Ethnicity 6% 0% jointly sponsored clinics in the following locations:
Race Table 22.
White (Non-Hispanic) 21% 29% County locations of the HRSA funded and
Black (Non-Hispanic) 68% 66% CCHS\DPH sponsored ID-Wellness Clinics in Delaware
Other** 2% 5% New Castle County Kent County Sussex County
Unknown/Unreported Race 3% 0% Wilmington Hospital Annex, ~ Kent Wellness ~ Sussex Wellness
Gender Riverfront and in Smyrna in Georgetown
Male 62% — Porter State Service Center
Female 37% 28% 2. Community Based Organizations that include:
Unknown/Transgender 1% 0% = AIDS Delaware
Age = American Red Cross
Less than 13 years 2% <1% « Beautiful Gate Outreach
14 - 24 years 3% 3% = Brandywine Counseling Services
25 - 44 years 59% 59% = Case Management Services
45 - 64 years 34% 35% = Catholic Charities
65 + years of age 20 20 = Delaware Center for J.ustice .
Unknown/Unreported A% 0% = Kent/Sussex Counseling Services

* Percentages may not total to 100% due to rounding error.
** Other includes people of other ethnicities and people of two or more races.

The following table illustrates the five most frequently accessed Ryan
White Title Il services funded in Delaware. The unduplicated number
of clients accessing the services is 1,863.

Table 21.
Utilization of Ryan White Title Il service, by service type in 2002
(n=1,863)
Case Dental Medical Mental Substance
Management Health  Abuse

Clients receiving 611 417 1,308 118 108

service (number)

Visits per client 6 3 5 5 4
(average number)

Additional services provided with CARE Act funds are shown below.
More often than not a client may have received multiple services so the
numbers are not mutually exclusive.

= 1,464 people were provided Health Education and Risk Reduction

= 894 people were referred for psychosocial\supportive services

= 602 food-bank or home delivery connections were made

Chapter 2: Epidemiologic Profile Delaware Comprehensive HIV Prevention Plan 2005-2009

= Ministry of Caring
= Sussex County AIDS Council

3. Division of Public Health, Department of Health and
Social Services

Figure 31. Types of providers by percentage funded by Ryan White
CARE Act Title Il Program in 2002 in Delaware
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“"Unknown\More than one race" category.
Table 23 illustrates the demographic characteristics of clients in the
ADAP program in 2002 compared to the demographics of living
HIV/AIDS cases in the HARS database for the same period. The
percentages appear similar in most characteristics with the exception
of race. In this category, Blacks represent 71% of the living cases in
HARS compared to 59% enrolled in ADAP. The difference may be due
to the number of clients in the ADAP program designated to the

Table 23.
Demographic Characteristics of clients served through 2002 AIDS Drug Assistance Program (ADAP)
compared to living Delaware HIV/AIDS reported cases through 2002

Client Characteristics ADAP Numbers ADAP Percent* Living HIV/AIDS Living HIV/AIDS
N=454 Numbers N=2,258 Percent
Gender
Male 329 2% 1,507 67%
Female 115 29% 751 33%
Unknown\Transgender 10 1% 0%
Total 454 100% 2,258 100%
Ethnicity
Hispanic or Latino 20 4% 127 5%
Non-Hispanic or Latino 434 96% 2,131 95%
Total 454 100% 2,258 100%
Race
White 136 30% 613 29%
African American\Black 267 59% 1,506 71%
Unknown\More than one race 51 11% 12 <1%
Total 434 100% 2,131 100%
Age
Less than 2 years 3 <1% 2 <1%
2-12 years 1 <1% 25 1%
13-24 years 6 1% 61 3%
25-44 years 275 61% 1,340 59%
45-64 years 155 34% 793 35%
65 years or older 13 3% 37 2%
Unknown\Unreported 1 <1% 0 0%
Total 454 100% 2258 100%

* Percentages may not total to 100% due to rounding error
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Table 24 illustrates the demographic characteristics of 681 clients
attending an ID-Wellness clinic that were on HAART therapy at the end
of 2002. Of the 1,122 clients, 681 (61%) were on HAART therapy.
When the demographics are compared to the number of living
HIV/AIDS cases in the HARS database the similarities are significant.
Anecdotally, it appears HIV-infected people in Delaware are being
equally served regardless of race, age or gender.
Tahle 24.

Characteristics of HIV-infected patients prescribed HAART (Highly Active Antiretroviral Therapy)
in CCHS\DPH ID-Wellness Clinics throughout Delaware in 2002, (n=681)

Client Characteristics Highly Active Living HIV/AIDS Living HIV/AIDS
Antiretroviral Numbers Percent
Therapy (HAART)% N=2,258
Gender
Male 64% 1,507 67%
Female 36% 751 33%
Unknown\Transgender 0% 0 0%
100% 2,258 100%
_Ethnicity
Hispanic or Latino 5% 127 5%
Non-Hispanic or Latino 95% 2,131 95%
100% 2,258 100%
“Race
White 22% 613 29%
African American\Black 74% 1,506 1%
Unknown\More than one race 4% 12 <1%
100% 2,131 100%
Age
Less than 2 years 0% 2 <1%
2-12 years 0% 25 1%
13-24 years <1% 61 3%
25-44 years 55% 1,340 59%
45-64 years 43% 793 35%
65 years or older 2% 37 2%
Unknown\Unreported 0% 0 0%
100% 2,258 100%

* Percentages may not total to 100% due to rounding error.
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Table 25 illustrates the demographic characteristics on the 33%
(n=379) of the 1,122 clients attending an ID-Wellness clinic on PCP
prophylaxis at the end of 2002. When the characteristics of the clinic
clients on PCP prophylaxis are compared to the living HIV/AIDS cases,
in the HARS database, there are a greater percentage of Blacks and
people of Hispanic origin (84% and 3%) respectively on PCP prophy-
laxis than in the HARS database (71% and <1%) respectively. The
greater percentage in people of color on PCP prophylaxis may be due
in part to the level of wellness determined on intake into the clinic.
Table 25.

Characteristics of HIV-infected patients prescribed prophylaxis for PCP (Preumocystis carinii pneumonia)
in CCHS\DPH ID-Wellness Clinics throughout Delaware in 2002, (n=379)

Client Characteristics PCP Prophylaxis Living HIV/AIDS Living HIV/AIDS
% Numbers N=2,258 Percent
Gender
Male 64% 1,507 67%
Female 36% 751 33%
Unknown\Transgender 0% 0 0%
100% 2,258 100%
Ethnicity
Hispanic or Latino 4% 127 5%
Non-Hispanic or Latino 96% 2,131 95%
100% 2,258 100%
Race
White 12% 613 29%
African American\Black 84% 1,506 71%
Unknown\More than one race 3% 12 <1%
100% 2,131 100%
Age
Less than 2 years 0% 2 <1%
2-12 years 0% 25 1%
13-24 years <1% 61 3%
25-44 years 54% 1,340 59%
45-64 years 44% 793 35%
65 years or older 2% 37 2%
Unknown\Unreported 0% 0 0%
100% 2,258 100%

* Percentages may not total to 100% due to rounding error.

Delaware Comprehensive HIV Prevention Plan 2005-2009 Chapter 2: Epidemiologic Profile

43



44

In addition to HAART and PCP prophylaxis the 1,122 HIV-infected

clients attending ID-Wellness clinics also received the following

preventive therapies in 2002:

= 1,086 (97%) had a TB skin test (PPD Mantoux), 7 who were treated
secondary to positive TB skin test.

= 795 (71%) had screening/testing for syphilis and 3 were positive
and treated.

= 44 (4%) had screening/testing for any treatable sexually transmitted
infection (STI) other than syphilis and HIV and 27 were treated for
an STl other than syphilis and HIV.

= 135 (12%) had screening/testing for hepatitis C and 7 received
treatment for hepatitis C.

The 429 HIV-infected females attending ID-Wellness clinics also
received the following gynecological\obstetric interventions in 2002.
Twelve children were delivered to 14 pregnant HIV-positive women.
One of the 12 children was HIV positive. Other health data on the
women is shown below.
= 407 (95%) received a pelvic examination and Pap smear

during 2002.
= 16 (2%) of the women were pregnant in 2002.

- 4 entered care in the first trimester

- 7 entered care in the second trimester

- 5entered care in the third trimester

= 14 (88%) of the pregnant women received antiretroviral medication
to prevent transmission of HIV to their children.

Figure 32 illustrates 38% (n=428) of the clients attending an
ID-Wellness Clinic in Delaware in 2002 are clients infected with HIV
through heterosexual contact, 36% (n=402) are injecting drug users
and 21% (n=236) are MSM.

Figure 32. Distribution of clients attending ID-Wellness Clinics by risk
factor for transmission of HIV in 2002, n=1,122
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Figure 33. Percent of household income of HIV-infected recipients of
Ryan White CARE Act funding at the end of 2002 in Delaware,
n=1,863
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HIV/AIDS Reporting Data

The HIV/AIDS Reporting System provides the states with the capability
of collecting user specified data at the local level. Delaware has for
several years collected information on where HIV-infected people

are getting their health care. The data is generally collected from
laboratory results that indicate the requesting providers name or
treatment facility, through line reviews with private physicians, ID and
Wellness Clinic coordinators, Case Managers, Correctional facilities
and through case report forms. The information has become more
frequently available since the implementation of HIV reporting in

July 2001. Laboratory data is updated as the information becomes
available and is generally received no less than twice a year. Due to
enhanced laboratory reporting the information on treatment location
is considered current for at least the past 12 months. Anecdotally,

to receive no data on a client in a 12-18 month time frame may
indicate the client has moved to another state, moved to a treatment
facility that is out of state, is receiving care through a health care
provider who is not requesting CD* or viral load testing or the
provider is using a laboratory that is not reporting results to DPH.
The final determination that may be made is that the client has
dropped out of care.

The following graphs show the utilization of treatment services in
Delaware as collected in HARS and extracted for the current profile.
Treatment locations are fixed as of December 31, 2002.

Of the 1,863 HIV-infected Delawareans, receiving services through
Ryan White CARE Act funding, 36% (n=667) have income levels equal
to or less than the Federal Poverty Level. Forty-three percent (n=808)
have income levels between 101% and 200% of the Federal Poverty
Level.

Figure 34a. Distribution by treatment location of all living HIV clients
residing in Delaware at time of diagnosis through December
2002, n=504
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Figure 34b. Distribution by treatment location of all living AIDS clients
residing in Delaware at time of diagnosis through December
2002, n=1,448

[=1- 10

B OO ER

irspman |osmiken

Figures 34a and b indicate just over half of all HIV and AIDS patients
are receiving care through a wellness clinic, with another 25% being
treated by private doctors.

Figures 35a and b illustrate the county where the living cases were
residing as of December 31, 2002. This figure includes 279 non-
residents (cases that were diagnosed in a state other than Delaware
but are now residing in Delaware) who received care in 2002. There
are also 20 clients residing in Delaware who go outside our state to
receive their medical care and they are included in with the Veteran's
(VA) or other clinics category. As is illustrated, the majority, 51% of
HIV-infected clients living in Delaware is attending a HRSA funded
hospital-based clinic.

Figure 35a. County of residence and treatment location for all living
HIV cases residing in Delaware and receiving care in
2002, n=504
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Figure 35h. County of residence and treatment location for all living
AIDS cases residing in Delaware and receiving care in
2002, n=1,448
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Supplemental HIV/AIDS Surveillance (SHAS) Data

The SHAS interview process collects data through 13 questions
regarding HIV Testing and Medical Therapy, 32 questions on
Preventive Therapy and 29 questions on Health and Social Services.
Information regarding availability and utilization of services in the state
is collected through the survey. The results of 287 participants inter-
viewed through the SHAS process from July 2000 through June 30,
2003 are found below.

The answers to the following SHAS questions are shown in
percentages.

HIV Ta:tx'a:q and Medical Themf}/

All participants were asked:

Where were you tested when you had your first positive HIV test?
= 31% Hospital inpatient, outpatient and emergency room;
= 20% in Public Health clinics or "AIDS" clinics;
= 15% in private physician’s office;
= 11% in HIV counseling and testing site or mobile access;
= 8% in a community clinic;
= 8% in a correctional facility,
= 3% in a drug clinic;
= 2% at a blood bank;
= 2% in other types of clinics.

When you first tested positive for HIV, what was the main reason
you were tested?

« 48% due to illness;

* 27% identified a risk behavior for HIV;
= 7% would not identify reason;

= 6% just wanted to know;

= 4% offered at the clinic;

= 3% insurance pre-requisite, entrance to military, started new
relationship

= 3% surgical pre-requisite;

= 2% pregnancy.
When you first tested positive for HIV, what type of test
did you have?

= 14% anonymous

= 67% confidential

= 19% do not know
Has anyone (for example, from the health department or a health

care provider) ever offered to tell your sex (or drug using) partners
that they may have been exposed to HIV so they can be tested?

= 68% responded "no" no one ever offered help with
notifying partners

= 31% responded "yes" someone had offered to help notify
partners

= 1% responded "don’t remember"
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The 31% (n=90) who answered "yes" to the preceding question
were asked:

What was your response when they offered to tell your partners?
= 70% client chose to notify partners;

= 13% asked the health department or other person to help
with notifying partners;

= 8% did not want partners told or refused to respond to
questions;

= 6% asked for help with some partners and said they would
tell the others;

= 3% answered with an "other" response.

The 8% (n=7) who did not want their partners told were asked:

What was the main reason you chose not to tell your partners?

= 29% responded they were "afraid of what the partner(s)
would do to me";

= 149% responded they "didn't trust the health department/person
who offered to tell my partners";

= 14% responded they were "afraid my partner(s) would find out
it was me who may have infected them";

= 43% responded with an "other" answer that did not fit any of
the offered responses in the survey.

All participants were asked:

When did you first get medical care after learning you had
HIV/AIDS? This includes examinations and viral load or
CD“ testing, even if you are not currently taking any anti-HIV
medications?

= 529% received care within 1 month of learning their HIV status;

= 13% received care within 3 months;

= 3% received care within 12 months;

= 2% received care within 36 months;

= 6% waited more than 36 months;

= 4% were unable to provide both a month and year of first

care that is required to calculate the variable.

During the past 12 months where did you go most often to get
medical care for your HIV infection?

= 82% receive their HIV medical care through a HRSA funded

clinic;

= 13% through private physician;

= 1% through Veteran's Administration Medical Center;

= 3% through another facility type not specified;

= 1% received no care in the last year.
Not counting payment for HIV medicines, about how much did you
pay out-of-pocket for health care for your HIV infection in the past
12 months? This includes insurance premiums, deductibles,
co-payments, and any other money you may have paid for your
HIV care. (out-of-pocket meaning money you pay out that doesn’t
get reimbursed).

= 81% paid no out-of-pocket money in the last 12 months;

= 5% paid between $1 and $100;

= 2% paid between $101 and $200;

= 3% paid between $201 and $300;

< 3% paid between $301 and $999;

= 6% paid more than $999.
Has a doctor or health care provider ever told you that your
HIV infection had progressed to AIDS?
In the 222 surveys completed with AIDS diagnosed clients the
responses were:

= 48% responded "no", they had not been told they had
progressed to AIDS;

= 49% responded "yes", they had been told they had progressed
to AIDS;

= 3% responded they "did not know or were not sure".
In the 65 surveys completed with clients whose medical/diagnostic
status was HIV positive at the time of interview the responses were:

= 97% responded "no", they had not been told they had
progressed to AIDS;

= 3% responded "yes", they had been told they had progressed
to AIDS.
Has your doctor or health care provider ever told you that
you had hepatitis?
= 63% responded "no" they had not been told they had hepatitis;
= 37% responded "yes" that they had been told they had hepatitis.

The 37% (n=105) who responded "yes" to having been told they had
hepatitis were asked:
What type of hepatitis was it? (multiple types were recorded
where indicated)
= 10% of the participants said they had hepatitis A;
= 36% of the participants said they had hepatitis B;
= 59% of the participants said they had hepatitis C;

= 10% of the participants said they did not know the type of
hepatitis they had.

Have you ever had the vaccination to protect against Hepatitis B?
= 51% participants said they had not received the Hepatitis B
vaccine;
= 35% participants said they had received the vaccine
preventive for hepatitis B;

= 15% participants did not know if they had received the
hepatitis B vaccine.

Preventive T/Lemp}/
Have you ever taken antiretroviral medicines (an extensive list
of antiretrovirals along with generic names is provided to the
SHAS participant) to treat your HIV infection?
= 85% responded "yes" they had taken an antiretroviral
medication;
= 14% responded "no" they had not taken an antiretroviral
medication;
= 1% responded "they did not know or were unsure".
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The 14% (n=42) who responded "no" to the preceding question were
asked:

What is the main reason you haven'’t taken antiretroviral
medications?

= 17% responded "I recently got into care and haven't had time
to start taking any medications yet";

= 36% responded "My doctor said | should wait until later to
take medications";

= 12% responded "l feel good, | don't think | need them";

= 19% responded "My CD* count is still high (or viral load is
low) so | decided not to take them";

= 10% responded "I'm worried about medication side effects";
= 5% responded "I never got around to getting into care/never
took the time" or "other" answer.

The 85% (n=243) who responded "yes" to having taken an
antiretroviral were asked:

In the past 12 months, have you taken a 'drug holiday" from
your antiretroviral medications? That is, did you not take any
doses of one or more of your antiretroviral medications for at
least two whole days in a row?
= 22% (n=53) said "yes" they had taken a "drug holiday" in the
past 12 months.

When the 53 were asked:

What was the main reason you took a drug holiday from
your antiretroviral medications?
The top four responses were:

= 19% said "I just got tired of taking them and needed a break”;

= 15% said "Medication has side effects and makes me
feel bad";

= 15% said "I was someplace where | couldn’t get my
medications (on vacation or out of town)";

= 13% said "l felt good and | didn't think it would hurt not
to take them."
Have you ever been told you have Prneumocystis carinii
pneumonia (PCP)?

= 2% responded that they "did not know" if they had been
told they had PCP;

= 16% responded "yes" that they had been told they had PCP;
= 82% responded "no" that they had not been told they had PCP.

Conclustons

A total of 3,810 cases had been reported to the Division of Public
Health through December 31, 2002. Fifty nine percent (n=2,258) of
the cases were living at the end of 2002.

Anecdotally, with 2,258 cases living in Delaware and the Ryan White
CARE Act Data Reports indicating 1,863 unduplicated people in care,
we might reasonably estimate that 83% of the HIV-infected people in
Delaware are in care and receiving some type of service funded by
Ryan White monies.

The majority, 44% (n=990), of the living cases resides in the City of
Wilmington’s zip codes 19801, 19802, 19805, and 