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Foreword

Bringing about an integrated response to HIV in lllinois has long been a goal of the
lllinois Department of Public Health (IDPH) Office of Health Protection, HIV/AIDS
Section. Developing and implementing an integrated HIV prevention and care plan for
lllinois creates an opportunity to re-examine the way our state strategizes about HIV,
prevents new HIV infections, and supports people living with HIV/AIDS and the
communities most affected.

The new, integrated plan we and our public and private stakeholder partners present in
this document has been developed in response to guidance from the Centers for
Disease Control and Prevention (CDC) and the Health Resources and Services
Administration (HRSA). It builds on lessons learned over decades of responding to HIV
in lllinois and charts a roadmap for the future. Illinois shares the vision offered in the
National HIV/AIDS Strategy. We are working for a future in which new infections will be
rare or non-existent in lllinois. When they do occur, high quality, life-extending cared
free from stigma and discriminationd will be readily available for every person living with
HIV/AIDS, regardless of race/ethnicity, socioeconomic circumstance, gender, sexual
orientation, gender identity, or age.
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Introduction and Overview

The lllinois Integrated HIV Prevention and Care Plan is a blueprint for reducing risk and

new HIV infections in lllinois, f i ndi ng people who are already
and ensuring that everyone living with HIV/AIDS enters and stays in high quality care to

improve their quality of life and reduce further HIV transmission. Integrated HIV

prevention and care planning enables the state to develop and implement a

collaborative, efficient, and effective response to HIV/AIDS in lllinois and to create

opportunities for innovation in HIV prevention and care programming.

The Integrated Plan is built on a solid foundation of collaboration with stakeholders
across the jurisdictiond a foundation constructed through several years of sustained
engagement working toward high-quality, coordinated prevention and care and
treatment for people living with HIV/AIDS (PLWHA) across the HIV Care Continuum. It
is a joint effort of IDPH, HIV prevention and care planning entities, public and private
agencies responding to HIV in lllinois including community-based organizations (CBOSs)
and service providers, PLWHA, and representatives of the communities most affected.

As the statebs blueprint for HIV prevention a
guide to lllinois HIV policies, actions, and strategies for state agencies, local units of

government, CBOs, and advocates for lllinoisans living with and at high risk for HIV. It is

to be shared with stakeholders and made available online for the public in order to

create opportunities and innovative programs to reduce new HIV infections and improve

health outcomes for PLWHA. The Integrated Plan will be monitored, evaluated, and

refined as it is implemented over the course of the next five years. Therefore, it is

organized and written in such a way that it can be used as a reference point by those

who may be unfamiliar with HIV prevention and care planning in lllinois. A list of

acronyms used in this Integrated Plan is provided for the reader as Appendix A.

The first lllinois Integrated HIV Prevention and Care Plan has been developed at a
critical time in the epidemic and in the midst of a state budget impasse. In a time of
severe economic trials in lllinois and nationallyd including flat or reduced funding for
HIV surveillance, prevention, care, and supportd the Integrated Plan creates a
challenging opportunity for professional, political, and community leaders to come
together to dramatically reduce the burden of HIV in lllinais. It is based in sound science
and mirrors the assumptions underlying the National HIV/AIDS Strategy (NHAS):
1 Thereis still an HIV epidemic, and it remains a major health issue for the State of
lllinois.
1 Most people can live long, healthy lives with HIV if they are diagnosed and get
treatment.

Pageg
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1 Certain populations bear a disproportionate burden of HIV.

=

lllinoisans deserve access to tools and education to prevent HIV transmission.

1 Every person diagnosed with HIV deserves immediate access to high quality
treatment and care that is non-stigmatizing and culturally competent.

A Snapshot of HIV in lllinois

AIDS was first reported in Illinois in 1980. Since
that time through the end of 2014, over 61,000
people in the state have been diagnosed with
HIV disease (HIV and/or AIDS); almost 37,000
people were living with HIV/AIDS (PLWHA).
lllinois accounts for slightly over 4 percent of the
U.S. population and, in 2014, accounted for an
estimated 3.9 percent of the total cases of HIV
disease diagnosed in the United States (CDC,
2015a). In 2014, lllinois ranked as the state with
the fifth largest population and ranked sixth
among all states in the number of new HIV/AIDS
diagnoses (CDC, 2014a); 1,670 people were
newly diagnosed with HIV/AIDS in the state that
year. The highest rate of new diagnoses in
lllinois occurred in 19918 24.6 people out of
every100,000 in the population.

HIV in lllinois disproportionately affects African
Americans and men who have sex with men
(MSM). Although blacks made up just 14.7
percent of the stateods
accounted for half of all new HIV/AIDS
diagnoses from 2010 to 2014 (CDC, 2014a; U.S.
Census Bureau, 2015). Aimost 47 percent of
lllinoisans living with HIV/AIDS at the end of
2014 were non-Hispanic (NH) black, while
Hispanics, who are 16.7 percent of the
population, accounted for 17.2 percent, and NH
whites, who are 62.3 percent of the population,
accounted for 29.0 percent. (See Figures 1-2.)

Figures 1-2
Disproportionate Impact of HIV

Percentage of NH Black, Hispanic, and NH
White lllinois Residents, 2014

Other,
60

Hispanic,
17%

Percentage of lllinois PLWHA Who Are NH
Black, Hispanic, and NH White, 2014

Other, Unknown
6% 1%

Hispanic,

17% NH 14,

Black,
47%

Source: lllinois Department of Public Health,
HIV Surveillance Unit. Data through December
31, 2014
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Since the beginning of the epidemic, HIV infection rates in lllinois have been much
higher among males than females. The rate of HIV/AIDS diagnoses among males
peaked in 1991, while the rate for females reached its highest point in 2000. From 2010-
2014, males accounted for 82 percent of new diagnoses in the state, and, in 2014, the
rate of new diagnoses was over 5.5 times higher among males than females, driven by
HIV among MSM. Among lllinois women, heterosexual contact is the main transmission
mode, with injection drug use (IDU) a distant second. From 2010-2014, heterosexual
contact accounted for 85 percent of newly diagnosed cases among women for whom a
risk category was reported, while IDU accounted for 12 percent.

Although the majority of HIV/AIDS diagnoses in lllinois have been among MSM since
the beginning of the epidemic, the proportion of diagnoses attributed to heterosexual
contact increased in the early 90s and remained relatively steady until 2012 when
diagnoses among MSM began to account for a larger proportion of new diagnoses. The
proportion of diagnoses attributed to injection drug use was highest in the mid-90s but
has been declining since 2002.

HIV is increasingly affecting young people in lllinois. Until a decade ago, the rate of new
diagnoses in the state was highest among adults in their 30s. Since 2006, however,
adults in their 20s have had the highest rate of new diagnoses, and rates are going up
among teens and young adults at the same time that they are declining among other
age groups.

The profile of the epidemic in lllinois, as in many other states, depends heavily on
geography. As it has from the beginning, the City of Chicago has the highest rate of new
HIV/AIDS diagnoses (Figure 7). In contrast, the IDPH HIV planning region with the
lowest rate of new diagnoses is Region 2, the lead agent for which is Positive Health
Solutions (formerly the Heart of lllinois HIV/AIDS Center). Figure 3 on the following
page illustrates the geography of the epidemic in lllinois by county, specifically the
number of people living with an HIV/AIDS diagnosis through December 31, 2014.

Laying the Groundwork for Integration

Since 1987,the IDPHHI V/ Al DS Secti on has been coordinat]
the epidemic. Although this is IIllinoisdé firs
Section has been building a solid foundation for integration for many years. There is co-
representation by HIV care and prevention program staff on the lllinois HIV Planning
Group and the Ryan White Part B Advisory Group. In addition, both bodies have
actively collaborated on HIV prevention and care planning activities including all
previous Statewide Coordinated Statements of Need, needs assessments, jurisdictional

pagel 1
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HIV prevention plans, the lllinois HIV/AIDS Strategy, and the guidance protocols that
shape programmatic decision making and govern service delivery.

Figure 3

People Living With HIV Disease in Illinois by County 2014

[ Jo-4
B 41 - 142
B 143 - 388
I 39 - 790
B 751 -25.218

Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.
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Collaboration, Partnerships, and Stakeholder Engagement

Collaboration, partnerships, and stakeholder engagement are a core requirement of the
integrated plan guidance provided by CDC and HRSA and have been a key element of
each of the joint efforts listed above. Building on the collaboration between the ILHPG
and the Ryan White Part B Advisory Group has allowed IDPH to achieve a very high
level of participation by partners and stakeholders in the 2017-2021 lllinois Integrated
HIV Prevention and Care Plan.

IDPH has extensively engaged public and private stakeholders across the state in
developing the Integrated Plan including state and local officials, medical and health
care providers, social services providers, consumers living with HIV/AIDS and peer
navigators, and representatives of the communities most affected by the epidemic.
These same stakeholder groups will be partners in implementing the Integrated Plan.

A series of successful HIV Strategy Stakeholder Engagement Meetings, held in each of
l'1'1'i noi s 06 eirggions fragml2012-P0d4 andeassériestof insightful focus
groups held during those same years with representatives of hardest hit and high risk
populations engaged new and existing stakeholders in the development of this
integrated HIV prevention and care plan. Integration of care and prevention in lllinois
also has been considerably advanced through the | D P HCars and Prevention in the
United States (CAPUS) demonstration grant, which facilitated collaboration and data
sharing among surveillance, prevention, and care and tracked collaborative outcomes
through updates to the lllinois HIV Continuum of Care.

Pre-planning and assessment for an integrated planning process began in 2013 and
continued throughout 2014. By the end of 2014, leadership of the lllinois HIV Planning
Group and the Ryan White Part B Advisory Group had agreed to pilot a hybrid planning
process for care and prevention. That included scheduling the quarterly meetings of
both groups at the same time and location, with part of each meeting agenda set aside
for ILHPG prevention business, part for Ryan White Part B Advisory Group care
business, and part for coming together as an integrated group to learn, discuss, provide
input, problem solve, and help the state plan for achieving the goals of the national and
lllinois HIV strategies and raising the bars for the state and regional HIV Care
Continuum.

After the initial pre-planning, a diverse Integrated Planning Steering Committee
composed of representatives from IDPH HIV prevention and care programs, the ILHPG,
and the Ryan White Part B Advisory Group, was created to help guide the efforts of the
Joint ILHPG/Ryan White Part B Advisory Group and evaluate the outcomes and
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effectiveness of the integrated planning process. The Joint ILHPG/Ryan White Advisory
Group (Integrated Planning Group) held five face-to-face meetings in 2015 and two
webinars in 2016 to date to provide guidance and feedback on the planning process
and, ultimately, on the Integrated Plan itself. Each meeting featured presentations on
the state and regional HIV epidemic, prevention and care service delivery, and needs
assessment activities. Small group discussion sessions followed the presentations so
that participants could share successes and challenges within their regions and provide
input on gaps, barriers, and inequities in care and prevention services along with
recommended strategies to address them. As a result of the integrated planning
meetingsd in regions where prevention and care were not already working well
togetherd channels of communication have opened and expanded, and programs have
been working collectively to address issues in their regions and at the state level.
Participant input from those interactive, thought-provoking presentations and
discussions significantly contributed to the development of this first lllinois Integrated
HIV Prevention and Care Plan. Similarly diverse input from future meetings also will
play a large part in monitoring and evaluating the implementation and success of the
Integrated Plan.

Appendix B is a letter of concurrence for the Integrated Plan from the Co-Chairs of the
Integrated Planning Group and the Community Co-chair of the ILHPG.

Section One: Statewide Coordinated Statement of
Need/Needs Assessment

The Statewide Coordinated Statement of Need/Needs Assessment (SCSN) for the

2017-2021 lllinois Integrated HIV Prevention and Care Plan includes information from

IDPH6 s most recent statewide HIV prevention and
assessment activities that IDPH, the ILHPG, and the Ryan White Part B Advisory Group

have conducted from 2012 to the present. Also included is a summary of findings from

the Chicago EMA and the lllinois portion of the St. Louis TGA.

Partners and Participants

This Statewide Coordinated Statement of Need/Needs Assessment process is a
partnership activity of IDPH, the Ryan White Part B Advisory Group, and the ILHPG
working together to develop a comprehensive system of care and prevention that
responds to the needs of people living with HIV/AIDS in lllinois. PLWHA and
representatives of communities at higher risk have been key participants in the process
from the beginning. Participating at various levels have been Ryan White HIV/AIDS
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Program grantees from across the spectrumad including the Chicago Department of
Public Health (CDPH) as the Part A grantee, the Midwest AIDS Training + Education
Center (MATEC), the lllinois part of the St. Louis TGA, directly funded CDC grantees,
and representatives from prevention, surveillance, substance abuse, mental health,
Medicaid, Medicare, corrections, community health centers (CHCs), the Veterans
Health Administration, Housing and Urban Development (HUD), and other entities (see
Appendix C). This diversity of participation resulted in a stronger SCSN and further
developed partnerships that will be essential to implementing the Integrated Plan.

Epidemiologic Overview

The Epidemiologic Overview underpins the lllinois Integrated HIV Prevention and Care
Plan. It helps inform priorities, interventions and services, resource allocation, program
planning, and the evaluation of policies and programs. With the exception of Ryan
White HIV Program data and other exceptions as noted, the data used to develop the
epidemiologic overview are from the lllinois eHARS (Enhanced HIV/AIDS Reporting
System) database, with cases diagnosed through December 31, 2014 and reported
through June 30, 2015. Five-year data is from 20107 2014, except where otherwise
noted. Epidemiological data from 2015 are still being reported and therefore are
considered provisional in this report.

Geographical Region

The 102 counties in lllinois are served by eight regional public health administrative
agencies, with a lead agency and regional project director for HIV care and prevention
activities in each region (see Figure 4 on the following page).

The regional project directors coordinate services, manage local programs, and
convene local advisory boards to assist with assessing service needs and identifying
gaps in services. As the City of Chicago receives its own direct funding from CDC for
prevention, the Region 8 prevention area includes only Cook County outside the City of
Chicago.

lllinois includes the entire Chicago Ryan White Part A EMA and a portion of the St.

Louis, Missouri TGA. Included in the Chicago EMA are Cook, DeKalb, DuPage, Grundy,

Kane, Kendall, Lake, McHenry, and Will County (see Figure 5 on page 17). The St.
Louis TGA includes five lllinois countiesd Clinton, Jersey, Madison, Monroe, and St.
Clair. The Chicago Department of Public Health and the St. Clair County Health
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Regions

E Champaign Region
E Collar Region
- Cook Region
E Jackson Region
E Peoria Region
E Sangamon Region
E St. Clair Region

[ Winnebago Region

Figure 4

lllinois Public Health Regions
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Department administer and coordinate Part A services in the EMA and lllinois side of
the TGA respectively, while the Part B lead agencies coordinate Part B-funded services
in the counties within the EMA and TGA.

Figure 5

Chicago EMA and St. Louis TGA
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The U. S. Census Bureau estimated I Il inoiso
increase of 0.4 percent from 2010. Chicago is by far the largest city in the state. With

over 2.7 million residents, it is home to 21 percent of the population. Chicago is located

in Cook County, which has a population of 2.5 million excluding Chicago. Cook County

and the five Collar Counties bordering itd DuPage, Kane, Lake, McHenry, and Willd are

six of the seven most populated counties in lllinois.

According to the U.S. Census Bureau (2015), the estimated racial and ethnic
composition of lllinois residents in 2014 was: 62.3 percent white, 14.7 percent black,
16.7 percent Hispanic or Latino, 5.3 percent Asian, 0.6 percent American Indian and
Alaskan Native, 0.1 percent Native Hawaiian and other Pacific Islander, and 1.8 percent
identified as two or more races. In 2014, 23.2 percent of lllinois residents were younger
than 18 years, 13.9 percent were 65 years of age or older, and almost 51 percent were
female.

Socio-Demographics

Although the epidemic has affected people across the socio-demographic spectrum in
lllinois, the effect has not been the same for all groups. The same social determinants of
health and structural factors linked to other health disparities are evident in the socio-
demographics of HIV in the state.

The U.S. Census Bureau calculates poverty rates according to household income by
family size and family age composition. From 20107 2014, 14.4 percent of lllinois
residents were living below the federal poverty level (U.S. Census Bureau, 2015a).
Poverty rates in lllinois have stayed at or above 10 percent since 1980 and have
generally followed national poverty trends.

The complex social, behavioral, environmental, educational, and economic dimensions
of poverty are drivers of HIV in the hardest-hit communities in the state. Poverty creates
serious obstacles to HIV prevention and a lack of opportunities that can mitigate risk-
taking behaviors. On the following page, Figure 6 from the Social Impact Research
Cent er 6Repo dnllli@ois Poverty depicts the percentage of lllinoisans who were
low-income, living in poverty, and living in extreme poverty in 2014 (Terpesta & Ryall,
2016). The 12 lllinois counties that were home to 77 percent of lllinoisans living in
poverty in 2011 also accounted for 91 percent of all PLWHA in the state that year.
Those same 12 counties also reported high degrees of unaffordable housing,
contributing to the housing instability that can interfere with treatment adherence.

Pagé|.8
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Figure 6

Scale of lllinois Poverty, 2014

Source: Social Impact Research Center, 2016.

According to the U.S. Census Bureau data on health insurance coverage collected

through multiple surveys, including the Current Population Survey 6 s ( CPS) Annual
Social and Economic Supplement, the percent of the lllinois population without health

insurance in 2014 was 11.1 percent. The uninsured rate in the state varied from 11.9

percent to 14.8 percent between 2000 and 2012 (U.S. Census Bureau, 2015b). The

uninsured rate in lllinois was consistently lower than the national rate over this time

period. Full implementation of the 2010 Affordable Care Act (ACA) is expected to result

in fewer uninsured residents over time (Congressional Budget Office, 2014).

Under the ACA Medicaid expansion in lllinois, 6,389 Ryan White clients statewide were
eligible for the Medicaid program in 2015. Of that number, 4,461 (69.7 percent) were
migrated to Medicaid, and 1,928 were monitored but not migrated.

The following sections describe the socio-demographic characteristics of lllinoisans
newly diagnosed with HIV/AIDS, PLWHA, PLWHA with unmet need, and populations at
higher risk for HIV infection.
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Socio-Demographics: New Diagnoses

In 2014, 1,670 peopled or 13 per 100,000 populationd were newly diagnosed with
HIV/AIDS in lllinois. At 38.3 persons per 100,000 population, the City of Chicago had
the highest rate of new diagnoses from 20107 2014, followed by the St. Clair Region
(Region 4)8 which includes the city of East St. Louisd at 10.2, and Cook County
(Region 8) at 10.1. Figure 7 depicts HIV/AIDS diagnoses by region from 2010-2014.

Figure 7

HIV Disease Diagnoses by Region, Illinois 20101 2014
(Rate per 100,000)

~-CHICAGO

Bl 03383

Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.
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Race/Ethnicity

The rate of new HIV/AIDS diagnoses decreased across all racial/ethnic groups in lllinois
from 2000-2014, but racial and ethnic disparities persist (see Figure 8). Non-Hispanic
blacks (blacks) are especially disproportionately affected. Non-Hispanic whites (whites)
had the lowest incidence from 201071 2014, with 5.2 new diagnoses per 100,000
population. Although less than 15 percent of the lllinois population, blacks accounted for
half of all new HIV disease diagnoses from 20101 20148 46.9 new diagnoses per
100,000 population. The rate of new diagnoses during that period among Hispanics was
15.8 per 100,000 population, more than 3 times higher than that of Non-Hispanic
whites.

Figure 8

HIV Disease Diagnoses by Race/Ethnicity, Illinois 2010-2014

Other

NH White
25%

Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.

Blacks. Males accounted for 75 percent of new HIV/AIDS diagnoses among blacks
from 201071 2014, and two-thirds of blacks diagnosed with HIV disease during that
period were MSM (see Figure 9 on the following page). Although women accounted for
only 25 percent of new diagnoses among blacks from 20107 2014, black women had the
highest rate of new infections among women in lllinois. Two-thirds (66 percent) of
perinatal cases reported from 201071 2014 were among black children, reflecting the
higher HIV prevalence among black women in lllinois and immigration from high HIV
prevalence regions in Africa (see Figure 10 on the following page).
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Figure 9

HIV Disease Diagnoses among NH Blacks by Transmission Risk Category,
lllinois 2010-2014

MSM + ID Perinatal
1% 1%
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Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.

Figure 10

HIV Disease Diagnoses Due to Perinatal Transmission by Race/Ethnicity,
lllinois 2010-2014

Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.

Hispanics/Latinos. In 20101 2014, Hispanics accounted for 19 percent of new
HIV/AIDS diagnoses in lllinois. As was true for all racial/ethnic populations in lllinois, the
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rate of new diagnoses among Hispanics declined from 20001 2014 (25.4 to 14.7 cases
per 100,000 population). Among Hispanic women, the decline was 77 percent
compared to 29 percent among Hispanic men. In 2014, the rate of new diagnoses was
nine times higher among Hispanic men than among Hispanic women. MSM was the
most common risk factor for Hispanic men, while heterosexual contact was the most
common mode of transmission for Hispanic women, followed by injection drug use (see
Figure 11).

Figure 11

HIV Disease Diagnoses among Hispanics by Transmission
Risk Category and Sex, lllinois 2010-2014

Perinatal
1%

Female
MSM + ID IDU

1% Heterosexual

7%

Male
Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.
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Sex

The rate of HIV infection in lllinois has been higher among males than females since the
beginning of the epidemic. From 20107 2014, males accounted for 82 percent of new
HIV/AIDS diagnoses (see Figure 12), and in 2014, the rate of new diagnoses among
males was over five times higher than among females (22.2 vs. 4.0 cases per 100,000
population).

Figure 12

HIV Disease Diagnoses by Sex, lllinois 2010-2014

Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.

The highest rate of new diagnoses among males occurred in 1991 when there were
2,403 or 42.9 new cases per 100,000 population, while the rate for females peaked in
2000 with 656 diagnoses or 10.3 per 100,000 population. From 20007 2014, the rate of
new HIV/AIDS diagnoses for both males and females declined. Among females, the
incidence rate in 2014 was less than half the rate in 2000. Among males during the
same period the decline in the rate of new diagnoses was just 31 percentd and, in
201271 2013, diagnosis rates among males increased, driven by the increase in new
diagnoses among MSM youth.

Age

From the beginning of the epidemic until 2005, the rate of new HIV/AIDS diagnoses was
highest among adults aged 307 39 years. Starting in 2006, young adults aged 207 29
years became the age group with the highest rate of new diagnoses; in most years
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since then, 207 24 year olds have had the highest rate of new infections. Although new
diagnosis rates have declined in most age groups since 2000, rates increased among
those 13i 29 years (see Figure 13). Children younger than 13 years and adults 60 years
and over have consistently had the lowest rates of new HIV diagnoses.

Figure 13

Rate of HIV Disease Diagnoses by Age at Diagnosis
and Year of Diagnosis, lllinois 20007 2014
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Source: IDPH, HIV Surveillance Unit. Date through December 31, 2014.
In 2014, the highest rate of new HIV/AIDS diagnoses occurred among young adults 257

29 years of age d 38 per 100,000 populationd and after age 29 years, incidence rates
decreased with increasing age (see Figure 14 on the following page).
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Figure 14

Rate of HIV Disease Diagnoses by Age at Diagnosis, lllinois, 2014
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Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.

From 201071 2014, 42 percent of new HIV/AIDS diagnoses in lllinois were among
individuals under 30 years of age (see Figure 15).

Figure 15
HIV Disease Diagnoses by Age at Diagnosis, lllinois 2010-2014
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Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.
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Transmission Risk

Since the beginning of the epidemic, the majority of HIV/AIDS cases in lllinois have
been among MSM (see Figure 16). In the early 90s, the proportion of cases attributed to
heterosexual contact increased and remained relatively steady until 2012 when the
proportion of cases diagnosed among heterosexuals began to account for a slightly
smaller proportion of new HIV disease diagnoses. The proportion of cases attributed to
IDU was highest in the mid-90s, but that proportion has declined since 2002.

Figure 16

Proportion of HIV Disease Diagnoses by Transmission Risk Category and Year of
Diagnosis, Illinois 19851 2014
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Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.

From 20107 2014, 7,179 males were diagnosed with HIV disease in lllinois (see Figure
17 on the following page). A transmission risk category was identified for 85% of new
cases. Of those cases, MSM accounted for 86 percent of these new diagnoses. Males
who reported injection drug use alone accounted for 3 percent of new diagnoses, and
MSM who reported having used injection drugs accounted for an additional 3 percent of
new diagnoses. Seven percent of males reported heterosexual contact as their HIV
transmission risk factor.

Among the 1,567 females in lllinois who were newly diagnosed in the five-year period
from 201071 2014, a risk category was identified for 66 percent of cases; 85 percent of
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those cases were from heterosexual contact (see Figure 18). The next most commonly
reported risk category was injection drug use at 12 percent.

Figure 17

HIV Disease Diagnoses among Males by Transmission
Risk Category, lllinois 20101 2014

Other IDU
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Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.

Figure 18

HIV Disease Diagnoses among Females by Transmission Risk
Category, lllinois 20107 2014

Perinatal

Pagel 8

Source: IDPH, HIV Surveillance Unit. Date through December 31, 2014.
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Since the first perinatal HIV/AIDS diagnosis was reported to IDPH in 1985 through the
end of 2014, 524 perinatally transmitted HIV/AIDS cases have been reported in lllinois
(see Figure 19). The number of perinatal diagnoses peaked at 44 in 1993 and began to
decline by 1996 with the use of antiretroviral therapy (ART) for HIV-positive pregnant
mothers and their newborns. From 20107 2014, 35 cases were identified due to
perinatal exposure, and 15 of those cases were among foreign-born children. In addition
to the perinatal transmission cases, 23 cases among children younger than 13 with no
identified transmission risk category were identified.

Figure 19

HIV Disease Diagnoses Due to Perinatal Transmission by Year
of Diagnosis, lllinois 19851 2014
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Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.
Socio-Demographics: People Living With HIV/AIDS

In 2014, a total of 36,965 people were living with an HIV/AIDS diagnosis in lllinois, more
than double the number who were living with HIV/AIDS in 2000 (see Figure 20 on the
following page). This increased from 141 to 287 per 100,000 population (see Figure 21
on the following page)d occurred despite the decrease in the number of people newly
diagnosed, a reflection of increased survival as a result of improved treatment regimens
(Harrison, Song, & Zhang, 2010). Through the end of 2014, a total of 61,882 people had
ever been diagnosed with HIV disease in lllinois.
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Figure 20

Persons Living with Diagnosed HIV Disease, lllinois 19801 2014
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Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.

Figure 21

HIV Disease Incidence and Prevalence, lllinois 20007 2014
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Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.
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Figure 22 show the rate of lllinoisans living with HIV/AIDS by county. Cook County,
including the City of Chicago, had the highest rate of PLWHA in lllinois in 2014 (480.7
persons per 100,000 population).Other counties with high rates of PLWHA were
Johnson (468.2 per 100,000 population), Brown (453.7 per 100,000 population), and
Clark (414.1 per 100,000 population).

Figure 22

Rate of Persons Living with HIV Disease by County, Illinois 2014
(Rate per 100,000)
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Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.
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Race/Ethnicity

Whites had the lowest prevalence rate in 20148 133 per 100,000 population.

Blacks, however, had the highest HIV prevalence rate in lllinois in 20148 957 per
100,000 populationd a rate more than seven times higher than among Whites, and
more than three times higher than among Hispanics, whose prevalence rate was 296
per 100,000 (see Figure 23).

Figure 23

Rate of Persons Living with HIV Disease by Race/Ethnicity, Illinois 20007 2014
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Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.

In 2014, the rate of males living with HIV/AIDS in lllinois was almost four times higher

than the rate among femalesd 463 vs. 118 per 100,000 population. At the end of 2014,
7,721 females in the state were living with diagnosed HIV, compared to 29,244 males.
MSMad including MSM who inject drugsd accounted for the largest proportion of males
living with HIV/AIDS (n=21,067). Figure 24 on the following page provides the rate of
individuals living with HIV/AIDS by sex from 19801 2014.
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Figure 24

Rate of Persons Living with HIV Disease by Sex, lllinois 19801 2014
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Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.
Age

The advent of successful drug regimens and the success of initiatives to reduce
perinatal transmission are reflected in the age distribution of PLWHA in lllinois. Although
HIV prevalence has increased among adults in every age category, the greatest
increases have occur r e @ee&iguerRfonthéfolloneng @age). year s
From 200071 2014, the number of PLWHA in this age group increased more than 14 fold,

from 14.0 to 194 per 100,000 population. In 2014, there were 4,909 PLWHAOG6 0 year s

in lllinois. That same year, the highest prevalence rate was among those aged 407 49,
at 759 per 100,000 population or 10,125 PLWHA. The next highest prevalence rate in
2014 was among adults aged 501 59, with 587 PLWHA per 100,000 population. The
increasing number of older adults living with HIV/AIDS has many implications for the
health and social service systems. The only age group with a decline in the prevalence
rate from 20001 2014 was children under 13 years of age, for whom the rate declined
from 9.8 to 5.9 per 100,000 children.
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Figure 25
Rate of Persons Living with HIV Disease by Age, lllinois, 20001 2014
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Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.

Age and Sex. In 2014, the highest number of men and women living with HIV disease
were 407 59 years (see Figure 26). On average, four-fold more men were living with HIV
disease than women. Among PLWHA 2571 29 years this difference was the highest were
5.1-fold more men than women living with HIV disease.

Figure 26

Persons Living with HIV Disease by Current Age and Sex, lllinois 2014
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Unmet Need

Unmet need is a concern with both newly diagnosed populations and those already
living with HIV/AIDS. Unmet need is defined as people living with HIV/AIDS who are not
in HIV care. IDPH considers individuals to have an unmet need for HIV-related care in
the absence of data indicating that they are receiving regular HIV primary health care.
This includes any of the following three components of HIV primary care during a
defined 12-month period: viral load testing, a CD4 cell count, or an ART prescription.

To estimate unmet need in lllinois, IDPH uses eHARS data. Illinois requires reporting of

all viral load (VL) test resultsd detectable and undetectabled all CD4 test results, and

all subtype and sequence data from antiviral drug resistance testing. These data are

reported to IDPH and maintained ineHARS. The st ateds AI DS Drug Assi
Program (ADAP) database is used to provide data on individuals receiving ART, as well

as information on their VLs and CD4 counts. The lllinois Medicaid program is an

additional source of data to estimate the number of people in care.

To estimate 2014 unmet need in lllinois, IDPH used eHARS data for individuals who
were diagnosed with HIV disease through December 31, 2013 and alive as of
December 31, 2014. Individuals diagnosed in 2014 were excluded from this analysis
because the 12-month period to obtain HIV primary care had not elapsed. As of
December 31, 2014, there were 36,731 people diagnosed with HIV in Illinois through
December 31, 2013 and living as of December 31, 2014; 19,331 were living with AIDS
and 17,400 were living with HIV.

In 2014, an estimated 12,963 PLWHA in lllinoisd about35per cent of the st at
population of PLWHAGJ had unmet need for care and treatment. Appendix D is a table

showing how this unmet need was calculated. Unmet need differs by disease status

because care patterns vary based on iliness severity (Kahn, Janney, & Franks, 2003).

Among people living with HIV who had not progressed to AIDS, this percentage was

38.1 percent; among people who had progressed to AIDS, it was 32.8 percent. Figure

27 on the following page is an estimate of unmet need among PLWHA in lllinois by

disease progression and year.
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Figure 27

Estimated Unmet Need among Persons Living with HIV Disease by Disease
Progression and Year, lllinois, 20101 2014*
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*Reporting sources varied over time, which may affect comparability of estimates across years.
Source: lllinois Department of Public Health, 2015.

Race/Ethnicity

Overall rates of unmet need for PLWHA were similar for whites, blacks, and
Hispanics/Latinos (see Figure 28 on the following page). Among people living with HIV,
blacks had higher estimated unmet need than whites and Hispanic/Latinos. Among
people living with AIDS, however, blacks had lower rates of estimated unmet need
compared to whites and Hispanics/Latinos.

Sex

Among PLWHA, unmet need was similar for men and women. Among PLWH, males
had lower estimated unmet need than females (37 percent vs. 42 percent) in 2014 (see
Figure 29 on the following page). However, among PLWA, men were more likely than
women to have unmet need (34 percent vs. 28 percent).
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Figure 28

Estimated Unmet Need among Persons Living with HIV Disease by Disease
Progression and Race/Ethnicity, lllinois 2014
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Source: lllinois Department of Public Health, 2015.

Figure 29

Estimated Unmet Need among Persons Living with HIV Disease by Disease
Progression and Sex, lllinois 2014
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Source: lllinois Department of Public Health, 2015.
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Age

Unmet need generally increased with increasing age in 2014 among people living with
AIDS (see Figure 30). Adul t s O65 years had the highest ra
percent), but youth 13 to 18 years of age, had a higher rate of unmet need compared to

young adults. Among people |iving with HIV, h
06 5 ryhadithe highest rates of unmet need at about 45 percent.

Figure 30

Estimated Unmet Need among Persons Living with HIV Disease by Disease
Progression and Age, lllinois 2014
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Source: lllinois Department of Public Health, 2015.

Transmission Risk Category

The largest number of persons living with HIV disease in lllinois are MSM and this risk
group accounts for the largest number of PLWHA with unmet need (n=6,112). (see
Table 1 on the following page). The risk group with the highest proportion of unmet
need in 2014 was individuals whose HIV transmission risk factor was unknown or not
reported. Among people living with HIV/AIDS in this risk category, almost 70 percent
had unmet need. The reasons for this higher level of unmet need are not clearly
understood. People living with HIV/AIDS who used injection drugs had the second
highest rate of unmet need at 44.1 percent.

Page3 0

lllinois Integrated HIV Prevention and Care Pland Final September 2, 2016



Table 1

Estimated Unmet Need among Persons Living with HIV Disease by Disease
Progression and Transmission Risk Category, lllinois 2014

Risk Unmet Met Need Total Percent Unmet
Need Need
PLWA MSM 3,146 6,544 9,690 32.5%
Injection Drug Use (IDU) 1,042 1,571 2,613 39.9%
MSM+IDU 376 827 1,203 31.3%
Heterosexual 903 2,243 3,146 28.7%
Transfusion/Hemophilia 25 67 92 27.2%
Mother wi@h, or at risk for 49 105 154 31.8%
HIV infection
Other 504 1,483 1,987 25.4%
Risk not reported/Unknown 286 160 446 64.1%
Total 6,331 13,000 19,331 32.8%
PLWH MSM 2,966 6,553 9,519 31.2%
Injection Drug Use 688 623 1,311 52.5%
MSM+IDU 184 349 533 34.5%
Heterosexual 908 1,521 2,429 37.4%
Transfusion/Hemophilia 10 15 25 40.0%
voier with, oratisk for 77 146 223 34.5%
Other 1,112 1,281 2,393 46.5%
Risk not reported/Unknown 687 280 967 71.04%
Total 6,632 10,768 17,400 38.1%
PLWHA | MSM 6,112 13,097 19,209 31.8%
Injection Drug Use 1,730 2,194 3,924 44.1%
MSM+IDU 560 1,176 1,736 32.3%
Heterosexual 1,811 3,764 5,575 32.5%
Transfusion/Hemophilia 35 82 117 29.9%
Mf\’}r:ﬁ]fe"gggnor 2 st o7 126 251 377 33.4%
Other 1,616 2,764 4,380 36.9%
Risk not reported/Unknown 973 440 1,413 68.9%
Total 12,963 23,768 36,731 35.3%

Source: lllinois Department of Public Health, 2015.
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Geography

Although the City of Chicago had the highest number of people living with HIV/AIDS in
2014 (see Table 2), the proportion with unmet need was almost the same as the overall
state average (35.4 percent vs. 35.3 percent). Jackson (Region 5) had the highest
proportiond 40.9 percentd of people living with HIV/AIDS who had unmet need.

Table 2

Estimated Unmet Need among Persons Living with HIV Disease by Disease
Progression and Region, lllinois 2014

Region Unmet Met Need Total Percent Unmet
Need Need

PLWA Re_:glon 1 _ 179 327 506 35.4%

Winnebago Region

Region 2: Peoria 150 203 443 33.9%

Region

Reg!on 3: Sangamon 141 295 436 32.3%

Region

Region 4: St. Clair 208 443 651 32.0%

Region

Region 5: Jackson 69 122 191 36.1%

Region

Region 6: _ 182 340 522 34.9%

Champaign Region

Region 7: Collar 543 1,134 1,677 32.4%

Counties Region

Region 8: Suburban 9

Cook County Region — 1,903 e 29.9%

City of Chicago 4,049 8,143 12,192 33.2%

Total 6,331 13,000 19,331 32.8%
PLWH Region 1: _ 152 294 446 34.1%

Winnebago Region

Region 2: Peoria 163 205 388 42.0%

Region

Region 3: Sangamon 168 251 419 40.1%

Region

Region 4: St. Clair 282 422 704 40.1%

Region

Region 5: Jackson 108 134 242 44.6%

Region

Region 6: _ 198 253 451 43.9%

Champaign Region

Region 7: Col!ar 535 938 1,473 36.3%

Counties Region

lllinois Integrated HIV Prevention and Care Pland Final September 2, 2016

Page40



Region Unmet Met Need Total Percent Unmet
Need Need
PLWH Region 8: Suburban 760 1238 1.998 38.0%
Cook County Region ’ ’ '
City of Chicago 4,266 7,013 11,279 37.8%
Total 6,632 10,768 17,400 38.1%
PLWHA Region 1: .
Winnebago Region 331 621 952 34.8%
Reien 25 FEeiE 313 518 831 37.7%
Region
Region 3: Sangamon 0
Region 309 546 855 36.1%
Region 4: St. Clair 0
Region 490 865 1,355 36.2%
Sl 5 JeEeHen 177 256 433 40.9%
Region
Xl . 380 503 973 39.1%
Champaign Region
Xegen i Colty 1,078 2072 3,150 34.2%
Counties Region
Region 8: Suburban 0
Cook County Region 1,570 3141 4,711 33.3%
City of Chicago 8,315 15,156 23,471 35.4%
Total 12,963 23,768 36,731 35.3%

Source: lllinois Department of Public Health, 2015.

Individuals at High Risk

Because the City of Chicago is directly funded by CDC to provide HIV prevention
services within its own jurisdiction, IDPH determines individuals at highest risk using
statewide surveillance data (excluding the City of Chicago), HIV disease incidence and
late diagnosis cases, and HIV disease prevalenced considering only cases with known
exposure categories to maximize proportional accuracy.

Individuals most at risk for HIV in the jurisdiction include the following populations:

1 MSM of all races/ethnicities
1 High risk heterosexuals (HRH) of all races/ethnicities
1 Injection drug users of all races/ethnicities

1 MSM/IDU of all races/ethnicities
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Population Size by Risk and Race/Ethnicity

Using the CDC national risk prevalence estimate, IDPH estimates that four percent of
lllinois malesd 201,148 individualsd are MSM. This figure includes: 132,126 white
MSM, 30,706 Hispanic/Latino MSM, 26,341 black MSM, and 11,955 MSM in the other
racial/ethnic categories combined.

HIV-negative high risk heterosexual females in lllinois include those who have an HIV-
positive male partner, a confirmed sexually transmitted infection (STI), or an anal sex
risk. Lacking a research estimate, IDPH estimates there may be more than roughly
1,566 heterosexual females who are at high risk due to having an HIV-positive male
partner, based on the assumption of one female partner for each HIV-positive
heterosexual male. This figure includes 962 black females, 260 Hispanic/Latina
females, 252 white females, and 90 females in the other racial/ethnic categories
combined. An estimated 217,975 lllinois females have a confirmed STI, based on the
2012 National Health Statistics Report (NHSR) estimated risk prevalence of 4.1 percent.
This figure includes an estimated 143,412 white females, 31,984 black females, 29,196
Hispanic/Latina females, and 13,383 females in the other categories combined. Using
the 2011 NHSR estimated risk prevalence of 36 percent, IDPH estimates that 1,913,925
females in lllinois have an anal sex risk. This figure includes 1,259,229 whites, 280,832
blacks, 256,358 Hispanics/Latinas, and 117,506 females in the other racial/ethnic
categories.

Among heterosexual males, lacking a research estimate, IDPH estimates there may be
more than roughly 3,919 HIV-negative heterosexual males in lllinois who are at high risk
due to having an HIV-positive female partner, based on the assumption of one male
partner for each HIV-positive heterosexual female. This figure includes 2,515 black
males, 631 Hispanic/Latino males, 598 white males, and 175 males in the other
racial/ethnic groups combined.

Using an estimated risk prevalence of 2 percent of males and 1 percent of females
(Annals of General Medicine, 2007), IDPH estimates that there are 153,738 injection
drug users in lllinois including 101,252 whites, 22,474 Hispanics/Latinos, 20,971 blacks,
and 9,241 in the other racial/ethnic categories combined.

The estimated risk prevalence of MSM/IDU is estimated to be 0.35 percent of the
populationd 36,207 individualsd based on the 2013 CDC meta-analysis of National
Health and Nutrition Examination Survey (NHANES), Medical Monitoring Project
(MMP), National HIV Behavioral Surveillance (NHBS), and National Health Security
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Strategy (NHSS) data. This figure includes: 23,805 white MSM, 5,179 Hispanic/Latino

MSM, 5,035 black MSM, and 2,188 MSM in the other racial/ethnic categories combined.

Burden of HIV

The burden of HIV falls much more heavily on some populations and regions in lllinois.
Blacks, who make up less than 15 percent of the population, accounted for half of all
new HIV/AIDS diagnoses from 2010 to 2014. In 2014, the rate of black males living with
an HIV disease diagnosis was six times that of white males, and the rate of black
females living with an HIV disease diagnosis was 18 times that of white females. Two-
thirds of perinatal cases reported from 20107 2014 were among black children. MSM of
all races and ethnicities bear a disproportionate share of the burden of HIV/AIDS in
lllinois, but black MSM are most affected. Figure 31 depicts the burden of HIV among
black, Hispanic/Latino, and white lllinois residents.

Figure 31

Racial/Ethnic Disparities in the Burden of HIV Disease in lllinois
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The rate of black males living with an HIV The rate of Hispanic/Latino males living with an
diagnosis is six times that of white males. HIV diagnosis is two times that of white males.
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The rate of black females living with an HIV The rate of Hispanic/Latina females living with
diagnosis is 18 times that of white females. an HIV diagnosis is three times that of white
females.

Source: lllinois Department of Public Health. Data through December 31, 2014.

Socioeconomic marginalization, low educational attainment, lack of health care access,
and lack of cultural competence in health care settings contribute to the increased
burden of HIV infection among black lllinoisans. Black MSM are additionally affected by
rejection within their communities, a lack of social support services, and stigma and
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discrimination within health care settings. These factors prevent many blacks from being
diagnosed with HIV early in the course of infection, linking to HIV care services,
engaging in ongoing HIV care, taking anti-retroviral therapy, and being virally
suppressed.

AIDS Diagnoses

The highest incidence rate of AIDS diagnoses in lllinois was reported in 1993, with 24.2
diagnoses per 100,000 population or 2,832 diagnoses. In 2014, 709 AIDS diagnoses
were reported, or 5.5 per 100,000. Approximately 52 percent of people diagnosed with
HIV in Illinois had ever progressed to AIDS by the end of 2014. From 20107 2014 (see
Figure 32), the average annual number of AIDS diagnoses reported in the state was
1,138.The proportion of new HIV disease diagnoses with AIDS diagnosed at the time of
initial diagnosis declined from 24 percent in 2000 to eight percent in 2014, which reflects
the success of HIV testing efforts. Hispanics/Latinos had the highest proportion of late
HIV diagnoses in lllinois from 20101 2014, while blacks had the lowest proportion, which
may be a result of targeted testing in black communities.

Figure 32

HIV Disease Diagnhoses by Year of Diagnosis and AIDS
at Diagnosis, lllinois, 20001 2014
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Source: IDPH, HIV Surveillance Unit. Data through December 31, 2015.
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Mortality

Although HIV mortality rates have been declining nationally and in lllinois since peaking
in the mid-90s, people continue to die from HIV infection. The rate of deaths coded with
HIV infection as the cause peaked in 1995 at over 1,400 people or 11.9 deaths per
100,000 population and has declined significantly since then (see Figure 33).

Figure 33

Age-Adjusted* Mortality Rate with HIV as the Underlying Cause of Death by
Year of Death, Illinois, 19877 2014
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Source: IDPH, HIV Surveillance Unit. Data through December 31, 2014.

HIV mortality rates in lllinois decreased across all racial and ethnic groups from 20007
2014 (see Figure 34 on the following page). Among black, white, and Hispanic/Latino
populations, mortality rates decreased by approximately 60 percent, but disparities
persist. The HIV mortality rate among blacks was 12.5 times higher than among whites

in 2014.

In 2014, women in lllinois were slightly more likely than men to die from HIV, although
almost three times as many men (140) as women (38) died from HIV, because the
prevalence rate of diagnosed HIV disease was four times higher among men than
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women (463 vs. 118 per 100,000). Mortality rates among both men and women
declined from 20007 2014 (see Figure 35 on the following page), but the percent change
was slightly higher among women (67 percent) than men (65 percent).

Figure 34

Age-Adjusted* Mortality Rate with HIV as the Underlying Cause of Death by
Race/Ethnicity and Year of Death, lllinois, 20007 2014

*Age-adjusted using 2000 U.S. Census Population

**Estimates were unreliable for 2011, 2013, and 2014

Note: Deaths with HIV as the underlying cause of death maybe underreported from the lllinois
Department of Public Health to the National Center for Health Statistics. Rates should be interpreted with

caution.

Sources: CDC, National Center for Health Statistics, 2000 and 2003, 2015
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