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September 15, 2004

Angel Ortiz

Project Officer

Centers for Disease Control and Prevention
National Center for HIV/STD/TB Prevention
1600 Clifton Rd. NE, Mailstop E-58

Atlanta, GA 30333

Dear Mr. Ortiz,

The Connecticut HIV Prevention Community Planning Group (CPG) has reviewed the Department of
Public Health’s (DPH) application to the Centers for Disease Control and Prevention for continuing HIV
prevention funding. We have voted today to concur that the priorities in the 2005 Cooperative Agreement
Application to the CDC from DPH and the current Connecticut Comprehensive HIV Prevention Plan are
consistent. This decision was made after careful deliberation, discussion and a deciding vote of 17 for
concurrence, 0 for non-concurrence, 1 for concurrence with reservations, and 0 abstentions.

The CPG has worked closely with the DPH over the past year to prepare the 2005-2008 Comprehensive
Plan. In addition, CPG and DPH have constantly strived to improve communication and collaboration.
We feel that the Application and the planning process strongly reflect this cooperation. DPH and CPG
have also developed and fostered a productive working relationship in the following ways:

» The CPG was presented with a 2004 update of the 2003 Epidemiological Profile of HIV and AIDS
in Connecticut. This document not only provided the foundation for Chapter 2 of the Plan, it also
served as a crucial foundation for the Priority Setting Ad Hoc Committee in determining and
identifying target populations for prioritization.

» DPH staff members are active participants on the CPG serving as members, advisors,
consultants and co-chair. DPH staff members have also made presentations at full CPG and
committee-focused meetings. A DPH staff person was elected and currently serves as co-chair
of the CPG’s Membership, Parity, Inclusion, Representation and Evaluation (MPIRE) Committee.
Bill Behan, Assistant Administrator of the AIDS and Chronic Diseases Division, serves as the
DPH Co-Chair, sits ex-officio on the Community Services Assessment Committee as well as on
the Priority Setting Ad Hoc Committee for the Integration of HIV/AIDS Care and Prevention. Mr.
Behan also serves as the DPH Co-Chair of The Statewide HIV/AIDS Care Consortium.

» To further enhance the effectiveness and efficiency of the community planning process, the AIDS
and Chronic Diseases Division hired a new Health Program Associate in June 2004. This position
is specifically directed to help guide the planning process and to work with the contractor on plan
development and meeting logistics. In addition, another Health Program Associate assists in
facilitating the work of the Community Services Assessment Committee. These dedicated
positions are a further indication of the Department’s commitment to ensuring a strong and
collaborative community planning process.

e The CPG has also taken steps to improve the CPG process and communications with the DPH.
Every three months, the Community co-chairs write a letter to the Director of the AIDS and



Chronic Diseases Division that expresses both satisfactions and concerns. This process assists
in addressing and resolving issues before they become maijor crises.

All CPG members participated in the review of both the Plan and Application. The 2005-2008 HIV
Prevention Plan was approved by the CPG at its August 18, 2004, meeting. Regarding the Application,
CPG members were provided with the Application on September 1, 2004, and given fourteen (14) days to
submit feedback and questions to both the contractor and DPH.

On September 15, 2004, CPG members reviewed and discussed the Application at a full CPG meeting.
At the beginning of this meeting, Department staff members presented a review of the major highlights of
the Application. Members were given an opportunity to discuss the Application.

Following this presentation and discussion, the contractor presented an overview of the Concurrence
Process. This presentation included an overview of the roles and responsibilities of the Department, of
the CPG and an explanation of the options of Concurrence, Concurrence with Reservations and Non-
Concurrence per the CDC Guidance.

After these presentations and discussions, the Concurrence vote was taken. Seventeen (17) members
voted to Concur and one (1) voted for Concurrence with Reservations. Although the ballot provided
space for an explanation of a Concurrence with Reservations vote, no reason was indicated for this vote.
The CPG then unanimously authorized the Co-Chairs to draft this Concurrence Letter

As the Connecticut CPG heads into an active 2005 Planning Cycle, we look forward to enhanced and
expanded collaboration with the AIDS and Chronic Diseases Division. We believe that these documents
address the prevention needs of priority populations and are being supported through the funding
commitments of the health department. We feel strongly that the 2005 Plan and Application reflect the
planning efforts of the statewide HIV Prevention Community Planning Group and that a thorough review
process was used to ensure concurrence.

As co-chairs we have been designated by the CPG as signatories to this letter of concurrence.

Sincerely,

Bill Behan Stephanie Lozada Brian Libert,

Department of Public Health Community Co-Chair, HIV Prevention Community Co-Chair, HIV Prevention
Co-Chair, HIV Prevention Community Planning Group Community Planning Group

Community Planning Group
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Chapter 1

Connecticut’s
HIV Prevention
Community Planning Group
(CPG)




Welcome to the Connecticut CPG

HIV prevention community planning is a collaborative process by which the
Connecticut Department of Public Health (DPH) works in partnership with the
Connecticut HIV Prevention Community Planning Group (CTCPG) to develop a
comprehensive HIV prevention plan that best represents the needs
of populations at risk for, or infected with, HIV.

OVERVIEW: HIV PREVENTION COMMUNITY PLANNING

The CDC provides HIV prevention funding to 65 health departments in the form of cooperative
agreements. These recipients include all 50 state health departments, the District of Columbia;
the health departments of Chicago, Houston, Los Angeles, New York City, Philadelphia, and
San Francisco; Puerto Rico, the U.S. Virgin Islands and six U.S.- affiliated Pacific Islands.

Beginning in 1994, the CDC changed the
way in which federally funded state and
local level HIV prevention programs were
planned and implemented. State,
territorial, and local health departments
receiving federal prevention funds through
the CDC were asked to share the
responsibility for developing a
comprehensive HIV prevention plan with
representatives of affected communities
and other technical experts. This lead to
the development of a process called HIV
Prevention Community Planning.

The basic intent of the HIV Prevention
Community Planning process is to:

+ increase meaningful community
involvement in prevention
planning,

- improve the scientific basis of
program decisions, and,

» target resources to those
communities at highest risk for
HIV transmission/acquisition.

CONNECTICUT HIV COMMUNITY PLANNING

The purpose of Connecticut’'s community planning process is for the populations most at-risk for
HIV infection, and those affected by HIV/AIDS, to provide input to the DPH about HIV
prevention needs and effective prevention interventions. In addition, these populations also
provide guidance regarding the distribution of HIV prevention dollars among prioritized at-risk
populations throughout the state. This is accomplished through the Connecticut HIV
Prevention Community Planning Group (CPG).

The Connecticut CPG began its work in April of 1994, and, by the following September, the first
HIV Prevention Plan for the State of Connecticut was written. In October of 1994, the
Connecticut Department of Public Health (DPH) sent its 1995 HIV Prevention Application for
funding along with the CPG’s 1995 Comprehensive Prevention Plan to the CDC with a request
for $4.1 million of federal HIV prevention funding.
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Since 1994, DPH has submitted twelve applications, along with the corresponding CPG HIV
Prevention Plan, to the CDC for funding. Current federal HIV prevention dollars for Connecticut
total $6.5 million.

The CDC supports this process by providing funding and making technical assistance available
to develop the capacity of Connecticut's community planning group. CDC expects HIV
prevention community planning groups to improve HIV prevention programs by strengthening
the: (1) scientific basis, (2) community relevance, and (3) population-or-risk-based focus of HIV
prevention interventions in each project area.

CDC HIV PREVENTION STRATEGY
HIV Prevention Community Planning plays an integral role in achieving the goals of CDC’s HI
Prevention Strategic Plan Through 2005 to:

“Reduce the number of new HIV infections in the United States from an estimated 40,000 per
year to 20,000 per year by 2005, focusing particularly on eliminating racial and ethnic disparities
in new HIV infections.”

To accomplish the goals of the HIV Prevention Strategic Plan, CDC expects to:

+ Decrease by at least 50% the number of persons in the United States at high risk for
acquiring or transmitting HIV infection by delivering targeted, sustained, and evidence-
based HIV prevention activities,

« Increase, through voluntary counseling and testing, the proportion of HIV-infected
people in the United States who know they are infected from the current estimated 70%
to 95%,

« Increase the proportion of HIV-infected people in the United States who are linked to
appropriate prevention, care and treatment services from the current estimated 50% to
80%, and,

« Strengthen the capacity nationwide to monitor the epidemic, develop and implement
effective HIV prevention interventions, and evaluate prevention programs.

Two major components from this strategic plan must be considered by all CPGs: (a) targeting
populations for which HIV prevention activities will have the greatest impact, and, (b) reducing
HIV transmission in populations with highest incidence. CPGs are also required to consider the
unique issues related to providing HIV prevention for persons living with HIV/AIDS (PLWHA).

CDC GUIDANCE
The CDC Guidance for HIV Prevention Community Planning functions as a blueprint for HIV
prevention planning. It also provides direction to CDC grantees receiving federal HIV
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prevention funds to design and implement a participatory HIV prevention community planning
process. The CDC has set three major goals for Community Planning:

1 Community planning supports broad-based community participation in
HIV prevention planning.

2 Community planning identifies priority HIV prevention needs (a set of
priority targeted populations and interventions for each identified target
population) in each jurisdiction.

3 Community planning ensures that HIV prevention resources target
priority populations and interventions set forth in the comprehensive
HIV prevention plan.

The Guidance further outlines the following eight objectives, which align with the three goals, as
a framework for monitoring and measuring progress in achieving a reduction of new HIV
infections and reduced HIV-related morbidity:

0 Implement an open recruitment process (outreach, nominations, and selection) for
CPG membership.

o Ensure that the CPG(s) membership is representative of the diversity of populations
most at risk for HIV infection and community characteristics in the jurisdiction, and
includes key professional expertise and representation from key governmental and
non-governmental agencies.

a Foster a community planning process that encourages inclusion and parity among
community planning members.

o Carry out a logical, evidence-based process to determine the highest priority,
population-specific prevention needs in the jurisdiction.

0 Ensure that prioritized target populations are based on an epidemiological profile and
a community services assessment.

o Ensure that prevention activities/interventions for identified priority target populations
are based on behavioral and social science, outcome effectiveness, and/or have
been adequately tested with intended target populations for cultural appropriateness,
relevance, and acceptability.

o Demonstrate a direct relationship between the Comprehensive HIV Prevention Plan
and the Health Department Application for federal HIV prevention funding.

o Demonstrate a direct relationship between the Comprehensive HIV Prevention Plan
and funded interventions.

HIV Prevention Community Planning is one of nine required essential components of a
comprehensive HIV prevention program. The primary task of the CPG is to develop a
Comprehensive Prevention Plan that includes prioritized target populations and a mix or set of
proven effective prevention activities or interventions for each target population. Once the
Comprehensive HIV Prevention Plan is developed, the DPH uses it as a basis for writing its



Connecticut Comprehensive HIV
Prevention Plan 2005-2008
Chapter 1

application for funding under the Cooperative Agreement between the State of Connecticut and
the CDC. The CPG then reviews the application and sends one of three letters to the CDC. The
first option is a letter supporting the health department’s application (called a “Letter of
Concurrence”). The second is a letter of dissatisfaction with the health department’s application
(called a “Letter of Non-concurrence”), and the third is a letter of concern with the health
department’s application (called a “Letter of Concurrence with Reservations”).

HIV Prevention Community Planning is a flexible, but accountable process based on shared
decision making between the Connecticut Department of Public Health and the Connecticut
CPG. It involves participation, collaboration, cooperation, inclusion, parity and representation.
Connecticut’s planning process plays a key role in stemming the tide of HIV/AIDS throughout
the state.

Core Objectives

This chapter describes the Connecticut CPG’s efforts in fulfilling five of the ten Guiding
Principles of HIV Prevention Community Planning:

Goal 2: The community planning process must reflect an open, candid and
participatory process, in which differences in cultural and ethnic background,
perspective, and experience are essential and valued;

Goal 3: The community planning process must involve representatives of
populations at greatest risk for HIV infections and people living with HIV and AIDS
(PLWHA);

Goal 4: The fundamental tenets of community planning are parity, inclusion and
representation (PIR);

Goal 5: An inclusive community planning process includes representatives of
varying races and ethnicities, genders, sexual orientations, ages and other
characteristics such as varying educational backgrounds, and expertise; and,

Goal 6: The community planning process must actively encourage and seek out
community participation.

OPENNESS AND PARTICIPATORY NATURE - CPG MEMBER PARTICIPATION

Currently, the CPG is comprised of 26 members and 8 advisors who are representative of the
cultural and geographic diversity of the epidemic in Connecticut. Members and advisors are
expected to actively participate in all CPG-related meetings, events and activities. All CPG
members and advisors serve on at least one of the three standing committees. To encourage
participation in the community planning process by all CPG members, advisors and members of
the public, the CPG holds its monthly meetings at different locations throughout the state. In
December 2003, the CPG’s Executive Committee also decided to hold its monthly meetings in
various locations throughout the state (e.g. Hartford, Waterbury, Meriden, Willimantic and New
Haven). During the 2003-2004 planning year, the CPG met twelve times throughout the state.

5
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(See Figure 1-1 and Figure 1-2). In 2005, CPG monthly meetings will continue to be conducted
at various locations throughout the state.

The CPG also supports its membership by working to eliminate potential barriers to
participation. Members who are unemployed or who lose wages by attending meetings are
eligible to receive a stipend. All members are eligible for mileage, transportation, and childcare
reimbursements. For members and advisors who do not have reliable or available transportation
to meetings, the CPG contractor provides alternate arrangements.

Members are also encouraged to carpool and provide rides for each other. The CPG works
constantly to improve communications by maintaining: (1) a national toll-free telephone number
(877-570-1118) that enables members to contact the CPG’s central office at no cost, and, (2) a
website (www.connhivepg.com), which contains information about membership, publications,
and monthly meetings.

For CPG members who are deaf and hard of hearing, American Sign Language interpreters are
provided at CPG meetings The CPG also purchased a portable sound system to make
meetings more audible for CPG members and the public. During the 2005 cycle, Spanish
translators and translation systems, as requested, will be made available at CPG meetings to
assist CPG members for whom English is a second language.

- .'-iI. I'

il
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Figure 1-1
CPG meeting sites: August 2003 through December 2003.
March 17, 2004
February 18, 2004 Middletown
Middletown . Priority Population Vote
. Barriers to At-risk and Ranking
Populations . Review of Priority
Discussion Setting Process
. RARE Project Presentation
Presentation . Epidemiological Profile
. Youth Risk behavior N t Supplement Update
Survey Presentation h or h ‘ h
. SuneyP Northwest ortheast
Presentation l
< Hepatitis ontra ™\ November 21-22, 2003
Presentation Storrs

‘ . Priority Setting
Presentation

. Interventions for
July 21, 2004 HIV Positives
therbum Presentation
. |C:))ommunlty Day Recap . New CDC Guidance
resentation Presentation
+  Community Services Southeast e CPG 10"
Assessment Presentation Anniversary
Celebration
Southwest
September 10, 2003
y August 20, 2003 New London
Bridgeport
. Priority Setting Committee . Priority SGtting Committee Update
Update . Cooperat}ve Agreement
. New CDC Initiatives Presentation

. 2004 Update of 2002-2004
Comprehensive HIV Prevention
Plan Presentation

. Review and Approval of CPG
Charter and Policy and Procedure
Manual Revisions

Presentation




Figure 1-2

CPG meeting sites for January 2004 through July 2004

December 17, 2003
Hartford

. Youth Advisory Board
Presentation

. USCA Presentations

. Community Co-chair Election

. IDU Technical Assistance

Connecticut Comprehensive HIV
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October 1, 2003
East Hartford
. Priority Setting Presentation

2004 Comprehensive Plan,
. Cooperative Agreement review

. Approval of the 2004 update of the 2002-

June 23, 2004
Meriden

Charter and Policy
Manual Revisions
Presentation
2005-2008 Plan
Review

HIV+ Smoking
Cessation
Presentation

Southwest

Northwest

April 21, 2004
Bridgeport

Presentation

. Priority Setting Results

. Community Co-chair Election

-

Central

January 21, 2004
New Haven

. Presentation on Priority Setting Model
. Priority Setting Presentation: Evidence-baaed
factors (Ken Carley and Chris Andresen)

Southeast

May 19, 2004
Willimantic

. Youth Advisory
Board Update

o DPH Prevention
Services Update

. Focus Group
Report
Presentation

. Resource
Inventory Report
Presentation
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PUBLIC PARTICIPATION

Since it’s inception, the Connecticut CPG has incorporated public input in several ways - public
hearings, public comment periods during regular monthly meetings, focus groups, key informant
interviews, and Community Days. Community Days, initiated in 1996, are a type of community
hearing that involves a series of community meetings in a variety of settings on a given day in a
given city. Community Days provide CPG members with the opportunity to travel to community
sites and dialog with community members on their own “turf” (e.g. homeless shelters, youth
centers, churches, syringe exchange programs, schools, and correctional institutions).
Community Days also allow CPG members the chance to gather information about HIV risk
behaviors, suggestions about unmet needs, and discuss “what will work to prevent HIV” in the
respective community. The CPG plans to continue the practice of Community Days in 2005-
2008.

On May 6, 2004, the CPG hosted a Community Day Event in Waterbury, Connecticut. Working
in collaboration with the Planning and Policy Committee of the Greater Waterbury AIDS
Consortium, the CPG’s Membership, Parity, Inclusion, Representation and Evaluation (MPIRE)
Committee sponsored events at New Opportunities, Inc. (a breakfast and three roundtable
discussions on HIV prevention issues on HIV and the faith community, outreach services and
services provided by the Waterbury Health Department). A luncheon and town hall meeting
were held later in the day at Waterbury Hospital, where providers and persons living with
HIV/AIDS will have an opportunity to speak up about prevention issues in their community. The
daylong event was a collaborative effort co-sponsored by the CPG, New Opportunities for
Waterbury, Inc., Waterbury Hospital, the Waterbury Health Department and the Waterbury AIDS
Consortium. (See Community Day Summary in Appendix A)
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To further encourage public participation, the CPG also incorporates a public comment period in
its monthly meeting agenda. This designated period not only gives members of the public an
opportunity to bring concerns to the CPG, but also provides a forum for information sharing.
While members of the public are not permitted to vote during CPG decision-making, they are
always encouraged to take part in CPG committee meetings and activities.

The CPG publishes a monthly newsletter designed to keep interested members of the
public, agencies and community-based organizations up-to-date on CPG happenings.
Meeting News and Notes highlights major agenda items of the CPG monthly meeting as well as
HIV/AIDS related announcements and activities. Monthly, the CPG contractor sends a mailing
to more than 1100 Connecticut subscribers, as well as to interested individuals and
organizations in several states. These mailings include the Meeting News and Notes, upcoming
meeting agenda, and directions. (See sample Meeting News and Notes in Appendix A).

To motivate public participation in the community planning process, the CPG also issues local
media advisories concerning community planning related events. (See sample media advisory
in Appendix A). To promote integration of prevention and care as well as encourage cross
membership and participation, announcements regarding the CPG meetings and activities are
also sent to Ryan White Title | Planning Councils in the Hartford and New Haven/Fairfield
County Eligible Metropolitan Areas (EMA) and to the Ryan White Title || Statewide Consortium.
The CPG also maintains its own website to compliment the existing DPH community planning
web page. This website (www.connhivcpg.org), which features CPG-related materials (e.g.
meeting schedules and directions and the Prevention Plan) and includes links to numerous
resources for HIV prevention and the DPH AIDS and Chronic Diseases Division website
(www.dph.state.ct.us/BCH/AIDS/HPAIDS.html)

CPG LEADERSHIP

Effective and participatory leadership is key to Connecticut’'s community planning process.
Equal and shared responsibilities, mutual respect, collaboration and cooperation are trademarks
of Connecticut’'s CPG leadership structure. Connecticut's CPG consists of a three co-chair
format - two elected community co-chairs and a DPH designated representative.

From October 2001 until April 2004, Chris Andresen, a 15 year employee of the Department,
served as the DPH Co-Chair. Chris has served as partner notification specialist in the CARE
Program and as a program associate. From 1999-2003 he supervised prevention education
services, and in 2003, with the reorganization of the AIDS Division into the AIDS and Chronic
Disease Division, supervised the Planning Unit as well as the Cardiovascular Unit.

Bill Behan has been the DPH Co-Chair since April 2004. Bill currently oversees the Health Care
Support Services and Data units of the AIDS and Chronic Diseases Division. He also functions
as Assistant Division Director. In addition to his responsibilities as DPH Co-chair serves as the
DPH Co-chair of the statewide Ryan White Planning Council. Bill has been with the AIDS
Division for two and a half years and has worked in the HIV/AIDS field for twenty years.

The two Community Co-Chairs elected by the CPG are Brian Libert and Stephanie Lozada.
Brian has been a CPG member since January 2000. He has served as community co-chair
since 2002 and will complete his second term in October 2004. He was also the alternate chair
of the CPG’s Policy and Procedure Committee and has served on the Nomination Committee

10
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and the Community Norms and Values Workgroup. Brian works as an HIV/AIDS outreach
worker at Community Health Services in Hartford.

Stephanie Lozada is a Community Disease Prevention Counselor at Southwest Community
Health Center in Bridgeport. A CPG member since October 2001, she has served on the
Membership, Parity, Inclusion, Representation and Evaluation Committee (MPIRE) and was
elected committee co-chair in July 2003. She was elected community co-chair in December
2003 to replace former community-co-chair who resigned because of work-related
responsibilities.

Kathey Fowler is Director of Outreach Services with the Windham Regional Community Council
(WRCC)/Outreach Services Program in Willimantic, CT. She has been a CPG member since
April 2003 and served on the former Data Assessment and Analysis Committee. She was
elected co-chair of the Community Services Assessment Committee in July 2003. Kathey was
elected Community Co-chair elect in April 2004 and will assume the position currently held by
Brian Libert after his term on the CPG ends in October 2004.

COMMITTEE STRUCTURE

The CT CPG has a clearly defined organizational structure, which currently includes three
standing committees [Community Services Assessment (CSA), Finance, Policy and Procedures
(FPP), Membership, Parity, Inclusion, Representation and Evaluation (MPIRE)], an Executive
Committee, and specifically designated ad hoc committees (e.g. Priority Setting).

The governing body of the CPG is the Executive Committee. It meets on a monthly basis to
discuss CPG business and strategize for the future. The Executive Committee is made up of
nine members: the DPH Co-chair, two Community Co-chairs, and six standing committee
chairpersons (2 co-chairs per each of the three committees). Committee co-chairs each have a
vote on the Executive Committee. In January 2003, the CPG established an ad-hoc committee
for priority setting, which completed its work in March 2004. The chair and co-chair of the
Priority Setting Ad-hoc Committee also attended and participated at Executive Committee
meetings during 2003-2004.

In April 2003, the CPG’s Executive Committee approved a new proposal to restructure the
CPG’s six standing committees into three. The rationale behind restructuring from six to three
committees was to: (1) provide more equal distribution of work among committees, (2) eliminate
duplication of efforts, (3) promote more effective and efficient use of resources and better time
management, (4) provide more people power and empowerment, (5) foster closer collaboration
of “like” committees, (6) create better team building and partnering, (7) produce stronger and
more focused outcomes, (8) focus on products, accountability, outcomes, monitoring and
evaluation, and, (9) produce a smoother flow to the community planning process. The
committee restructuring was approved by the full CPG at its June 2003 meeting and
implemented in July 2003 (See Committee Responsibilities in Appendix A).

The CPG committee structure now consists of the following three committees:

o Community Services Assessment Committee (CSA):
Responsibilities: To collaborate with and provide input to the DPH in the development,
collection, analysis, production, update and dissemination of a community services
assessment (e.g. needs assessment, resource inventory and gap analysis) as part of the
development of a comprehensive statewide HIV prevention plan.
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o Membership, Parity, Inclusion, Representation and Evaluation (MPIRE):
Responsibilities: To collaborate with the DPH to develop and apply criteria for the
selection, interviewing and retention of CPG members and advisors, to ensure parity,
inclusion and representation among the membership, to sponsor Community Days, and
to oversee the evaluation of the community planning process.

o Finance, Policy & Procedures (FPP):
Responsibilities: To consult with the contractor and DPH to review the annual budget
and quarterly CPG expenditures, advise the CPG on cost-effectiveness of federal funds
for HIV prevention, develop, review and make changes to the charter, bylaws and Policy
and Procedure Manual, and recommend appropriate actions and positions for the CPG
on various local and national HIV prevention related issues (see the Connecticut
CPG’s needle exchange policy statement in Appendix A).

Each of the committees consists of two chairs that equally share roles and responsibilities.
These co- chairs were elected at the July 2003 CPG meeting, were mentored for two months by
the former committee chairs, and assumed leadership positions in October 2003.

Committees consist of between 7-16 members with the largest membership designated to the
Community Services Assessment (CSA) Committee. The CPG Co-Chairs each serve on one
committee, with the DPH chair designated to the Community Services Assessment Committee.
In addition, The Parisky Group, as contractor also provides staffing for each committee.

CPG Executive Committee members and their related experiences

Member Experience

Bill Behan DPH Co-Chair — Bill Behan has been the DPH Co-Chair since

- April 2004. Bill currently oversees the Health Care Support
Services and Data units of the AIDS and Chronic Diseases
Division and functions as Assistant Division Director. He is also
the DPH Co-chair of the statewide Ryan White Planning Council.
Bill has been with the AIDS Division for two and a half years and
has worked in the HIV/AIDS field for twenty years.

F

Chris Andresen DPH Co-Chair — Chris Andresen served as DPH Co-Chair from
January 2002 to July 2004. He was Chief of Prevention Education
Services until July 2003 and was responsible for oversight of the
Health Department’s Heath Education Risk Reduction programs.
Currently, Chris then supervised the HIV/AIDS Planning Unit,
which oversaw community planning, coordinated and compiled the
CDC application and progress reports and monitored the technical
components of contractors’ reporting status. Chris was named
supervisor of the Cardiovascular Disease Unit in the AIDS and
Chronic Diseases Division in April 2004.
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CPG Community Co-Chair — Bernadette served on the CPG from
May 2001 to December 2003. She was elected Community Co-
Chair in October 2002 and served in that capacity until her
resignation in November 2003. Bernadette was a member of the
Finance and Membership and Parity, Inclusion and
Representation Committees. A Triage Specialist for the Central
Area Education Health Center (AHEC) in Hartford, Bernadette also
worked as a Ryan White Title Case Manager at the Urban League
of Greater Hartford from 2002-2003.

CPG Community Co-Chair — Brian Libert has been a CPG
member since January 2000. He was elected Community Co-
Chair in April 2002 and re-elected in April 2003. Brian’s second
term as community co-chair will conclude in October 2004. He was
the alternate chair of the CPG’s Policy and Procedure Committee
and also served on the Nomination Committee and the Community
Norms and Values Workgroup. Brian works as an HIV/AIDS
outreach worker for Community Health Services in Hartford.

CPG Community Co-Chair - A CPG member since October
2001, Stephanie was elected Community Co-chair in December
2003. She has served on the Membership, Parity, Inclusion and
Representation committee (MPIRE) and was elected co-chair of
that committee in July 2003. Stephanie is a Community Disease
Prevention Counselor at Southwest Community Health Center in
Bridgeport, CT.

CPG Community Co-Chair Elect — Kathey Fowler was elected
Community Co-chair in April 2004 and the assume the position
currently held by Brian Libert after a six-month mentoring period in
October 2004. She has been a CPG member since April 2003
and served on the former Data Assessment and Analysis
Committee. She was elected co-chair of the Community Services
Assessment Committee in July 2003. Kathey is Director of
Outreach Services with the Windham Regional Community
Council (WRCC)/Outreach Services Program in Willimantic, CT.

Community Services Assessment (CSA) Co-Chair - Mark
served as a CPG advisor from October 2002 to April 2003 when
he moved to CPG member status. He served on the Interventions
and Resource Allocation committee and was elected co-chair of
Community Services Assessment Committee in July 2003. Mark is
a former Massachusetts CPG advisor and currently works as an
AIDS Risk Reduction Outreach Worker with Perception Programs,
where he does HIV prevention outreach to active drug users in
Willimantic, CT.
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Community Services Assessment (CSA) Co-Chair - Kathey
has been a CPG member since April 2003 and served on the
former Data Assessment and Analysis Committee. She was
elected co-chair of the Community Services Assessment
Committee in July 2003. Kathey is Director of Outreach Services
with the Windham Regional Community Council
(WRCC)/Outreach Services Program in Willimantic, CT.

Priority Setting Ad Hoc Committee Chair - Leif Mitchell has
been a CPG member since October 1998. He served as
community co-chair from April 2000 — September 2002, when he
moved to advisor status. His advisor term will end In September
2004. Leif was elected the chair of the Priority Setting Ad Hoc
Committee in February 2003. Leif is the Community Research
Core Coordinator for the Center for Interdisciplinary Research on
AIDS (CIRA) at Yale University.

Priority Setting Ad Hoc Committee Co-Chair — Brian has been
a CPG member since 2000 and served as chair of the Finance
and Allocation Committee from February 2002 to September 2003.
Previously he served on the CPG’s Finance Committee and
Needs Assessment Workgroup. Brian was elected the co-chair of
the Priority Setting Ad Hoc Committee in August 2003. His term on
the CPG will end in October 2004. Brian is the Program Manager
for the statewide HIV prevention program in all 20 of the state’s
jails and prisons, where he seeks to institute a comprehensive HIV
prevention program.

Finance, Policy and Procedures (FPP) Committee Co-Chair —
Ed has been a CPG member since 2002 and has served on the
Finance, Policy and Procedures Committee (FPP). He was elected
co-chair of FPP in July 2003. Ed is also a member of the New
Haven/Fairfield County Ryan White Title | Planning Council and
the Center for Interdisciplinary Research on AIDS (CIRA)
Community Board. Ed left the CPG in March 2003.

Finance, Policy and Procedures (FPP) Committee Co-Chair —
Louis has been a member of CPG since October 2002 and has
served on the Policy and Procedures Committee. He was elected
FPP Committee Co-chair in July 2003. Louis also serves on the
New Haven/Fairfield County Ryan White Title | Planning Council
and was elected Consortium co-chair of the Statewide HIV/AIDS
Care Consortium in December 2003. Louis is a consumer
organizer for the Connecticut AIDS Residence Coalition in
Hartford, CT. Louis resigned as chair of the FPP Committee in
April 2004.
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Finance, Policy and Procedures (FPP) Committee Co-Chair —
Arka has been a member of CPG since October 2002 and served
on the Policy and Procedures Committee. He was elected FPP
Committee Co-chair in July 2004. Arka works for the Willimantic
Housing Authority in Willimantic, CT.

Finance, Policy and Procedures (FPP) Committee Co-Chair —
Gina has been a member of CPG since October 2002 and has
served on the Policy and Procedures Committee. She was elected
FPP committee co-chair in April 2004. Gina was the HIV
Education Coordinator at the Northwest Connecticut AIDS Project
in Torrington, CT. Gina resigned from the CPG in July 2004 to
accept a position in the Department of Public Health’s AIDS and
Chronic Diseases Division.

Finance, Policy and Procedures (FPP) Committee Co-Chair -
Richard has been a member of CPG since April 2003 and has
served on the Policy and Procedures Committee. He was elected
FPP committee co-chair in April 2004. Richard is an outreach
worker and works on the needle exchange van for the Bridgeport
Health Department in Bridgeport, CT.

Membership, Parity, Inclusion, Representation and Evaluation
Commiittee (MPIRE) Co-Chair — Albert was a CPG member from
1999 — 2001 and also served on the Executive Committee. He
rejoined the CPG in 2002, served on the Evaluation Committee,
and was elected co-chair of MPIRE in July 2003. Albert is a
professional alcohol/drug counselor and educator and worked at
Waterbury Hospital in Waterbury, CT. He currently works for the
Rushford Center in Portland, CT.

Membership, Parity, Inclusion, Representation and Evaluation
(MPIRE) Co- Chair — Pam has been a CPG member since 2003
and has served on the Membership, Parity, Inclusion,
Representation and Evaluation Committee (MPIRE). She was
elected co-chair of MPIRE in January 2004. Pam is a Health
Program Associate with the Connecticut Department of Public
Health AIDS and Chronic Diseases Division Prevention Clinical
Services Unit.

RECRUITMENT AND ORIENTATION

During the 2003-2004 planning cycle, the Membership, Parity, Inclusion, Representation and
Evaluation (MPIRE) Committee took on the task of recruiting new members for the CPG. Of
particular interest to the committee was the recruitment of women, Latino/as, Native American,
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Asian/Pacific Islanders, gay, lesbian and transgender individuals from the New London, Fairfield
and New Haven counties. The committee conducted a quarterly review of the CPG’s diversity
chart, prepared by the CPG contractor, to help guide recruitment efforts (TABLE 1-1).

Information about current membership included on the diversity chart is collected from the
original CPG member nomination forms and the annual CDC membership grid survey. Using
the diversity chart, the committee identified populations needed by the CPG in order to reflect
the epidemic in Connecticut. To ensure that the group’s membership goals reflected the current
statewide HIV/AIDS epidemic, the MPIRE committee also reviewed the best available HIV/AIDS
data in the context of six of the seven CPG regions' (TABLE 1-2), prioritized populations from
the Comprehensive HIV Plan, and the considered expertise needed by the CPG to complete the
community planning process.

In September 2003, the CPG approved Charter changes affecting the status of advisors. With
these revisions in mind (See CPG Charter and Policy and Procedures in Appendix A), the
MPIRE Committee decided to develop a Directory of Advisors, who could be called upon to
provide consultation or technical assistance (TA) to the CPG. These advisors have expertise in
such fields as health planning, evaluation, research, mental health, HIV Care and Social
Services, state/local education, state/local health departments, group process, chemical
dependency and others.

Unlike previous CPG advisors, the new advisors will only be required to attend meetings on an
as needed basis, will have no term limits or voting rights on the CPG level, and will not be
eligible for reimbursements or conferences. However, when a new advisor is requested to
provide technical assistance to the CPG, that individual will then become eligible for
reimbursements (e.g. stipend, travel, childcare). To maintain consistency during the advisor
transition period (e.g. end of 2003 through the Fall of 2004), current CPG advisors were “grand
fathered” through September 2004, and remained eligible for stipend/wage replacement,
childcare, mileage reimbursement and conferences. (See Directory of Advisors in Appendix
A).

During the 2005 planning cycle, the MPIRE Committee will continue its recruitment of CPG
members to better reflect the diversity of the epidemic in Connecticut and also refine its advisor
directory to include additional expertise in behavioral and social sciences, as well as
representatives of key non-governmental and governmental organizations providing prevention
and care related services. The Connecticut CPG’s overall membership goal is to recruit and
retain 30 members. Currently, at least one member or advisor represents each CPG designated
region. New members are selected on the basis of personal experience and community
involvement, professional skills, knowledge of HIV prevention and care issues, commitment to
HIV prevention and community planning, and a willingness to work in diverse groups on major
initiatives. These membership characteristics are used as guidelines rather than requirements,
and the CPG has worked tenaciously to bring its membership as close as possible to the criteria
(See current list of CPG members in Appendix A).

Currently, members are recruited through word of mouth, announcements at Ryan White |
Eligible Metropolitan Area (EMA) Planning Council and Statewide Care Consortium meetings,
direct mail via News and Notes and media advisories, and at regular CPG monthly meetings.

! The six regions include North Central (Hartford County), Northeast (Tolland and Windham Counties), Northwest (Litchfield County), South
Central (New Haven and Middlesex Counties), Southeast (New London County) and Southwest (Fairfield County). The Department of
Correction is recognized as the seventh region.
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CPG MEMBERSHIP

To be considered for CPG membership, interested individuals must complete a nomination form
and then participate in an interview conducted by members of the Membership, Parity, Inclusion
and Evaluation Committee (MPIRE). Once potential members have completed the nomination
process, the MPIRE Committee interviews and recommends candidates for approval to the
entire CPG. During the 2003-2004 community planning cycle, the CPG received 26 nomination
forms for potential members. The MPIRE Committee reviewed the nominations and scheduled
interviews with 19 in August 2003, February 2004 and August 2004. Fifteen were
recommended and approved by the CPG for membership positions.

Members have a term of office of two years beginning on either April 1 or October 1 and ending
on March 31 or September 30, respectfully. No member may sit on the CPG for more than two
consecutive terms (4 years), and after serving their second term, former members must wait
one year before re-applying for member status.

ORIENTATION, MENTORING AND MEMBER TRAINING

Following each round of interviews, the CPG welcomes new members to the group with an
orientation consisting of a five-hour comprehensive training that introduces them to the
community planning process. Topics covered in the October 2003 and April 2004 orientations
included perspectives on national and local community planning, the work of the CPG, the CDC
Guidance, the role of DPH in the planning process, and group dynamics. CPG orientation is
conducted in a small group interactive format facilitated by the contractor, DPH staff, and CPG
members. Each orientation session is evaluated, and the results are used to improve future
orientations. (See Orientation to Community Planning presentation in Appendix A).

During orientation new members receive the following community planning related materials:
AED’s HIV Prevention Community Planning: An Orientation Guide, and Setting HIV Prevention
Priorities: A Guide for Community Planning Groups workbook, the CDC Community Planning
Guidance, CPG’s Policy and Procedure Manual, the Connecticut HIV Prevention
Comprehensive Plan, and the CPG bylaws.

The CPG continues to review and improve its mentoring program for new members. Recent
member feedback concerning the mentoring program highlighted a lack of understanding on the
part of both mentors and mentees about the program and its process. To improve
communications, the CPG initiated a new procedure in which a DPH staff person follows up with
assigned mentors to make certain that they are adhering to the established mentor guidelines.
The Membership, Parity, Inclusion and Representation (MPIRE) Committee has developed an
evaluation tool for mentors and their mentees, which is in the review stage and will be
implemented during the 2004-2005 planning cycle.

The Connecticut CPG also values ongoing community planning training for all of its members.
To ensure continued training opportunities, the CPG voted to allocate funding in 2003-2004 for
conferences related to community planning and HIV prevention.

The following is a list of conferences attended by members and advisors from September 2003
— October 2004:
e 2003 United States Conference on AIDS (USCA): September 18-21, New Orleans, LA (3
CPG members, 1 advisor and 1 contractor staff member attended).
e 2004 HIV Prevention Leadership Summit (HPLS): June 16-19, 2004, Atlanta, GA
(6 CPG members, 1 advisor, 1 DPH staff, and 2 contractor staff members attended).
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» 2004 ProVisions IX, Northeast Multicultural Conference on HIV/AIDS: October 13-15,
2004, New Haven CT (5 slots approved for members)

e 2004 United State Conference on AIDS (USCA): October 21 —24, 2004, Philadelphia,
PA (two members and 0 contractor staff attended)

The CPG will continue its policy of offering members the opportunity to attend community
planning-related conferences during 2005.

YOUTH AND THE CPG
Currently, the Connecticut CPG has no youth representatives. It has, however, worked closely
with the Wheeler Clinic in Plainville, Connecticut, as the contractor for the DPH funded Youth
Advisory Board (YAB) initiative. The YAB currently has groups in Hartford, Bridgeport, New
Haven, Litchfield County and the American School for the Deaf, West Hartford. These boards
provide input on HIV prevention related issues from a youth perspective for the DPH and CPG.
The boards were designed to consist of the following:

» Disenfranchised youth

» Racial and ethnic minority youth

» Gay, lesbian, bi-sexual, transgender and questioning youth

* Youth who attend school and youth not currently enrolled in school.

Each youth advisory board member commits to attending bi-weekly group meetings over the
course of a year. Youth advisory board members have been trained in the following areas: basic
HIV/AIDS education and prevention, leadership/communication skills, public speaking and
presentation skills, media literacy and critiquing skills. Representatives from each board meet
monthly during the school year and have also participated at CPG meetings. The Youth
Advisory Board Coordinator regularly attends CPG meetings and updates the CPG on youth
advisory board activities.

At the December 17, 2003 CPG meeting, Rich Smalley, Youth Advisory Board Coordinator, and
three youth advisory board members from the American School for the Deaf (ASD), West
Hartford, CT updated CPG members, advisors and public participants on the HIV education and
awareness project initiated by ASD students.

Students surveyed ten AIDS related agencies, one national organization, six state organizations
and three community non-profit organizations to assess responses to HIV/AIDS information
inquiries via TTY/TDD systems for the deaf and hard of hearing community. According to the
survey report:

» Three organizations repeatedly hung-up on YAB members after hearing the TTY tone,

» Seven organizations either had TTY phone lines disconnected or were inactive, and,

» One organization responded to the YAB student’s AIDS related inquiries with 80%
accuracy.

ASD students expressed frustration in not being able to access HIV/AIDS information via a
medium appropriate to their community. Rich Smalley also suggested that because of certain
reading and comprehension challenges experienced by deaf and hard of hearing individuals,
that HIV prevention materials need to be designed which are visually more graphic and less
textual. He also stated that agencies, which provide TTY/TDD systems also need to be more
responsive to callers and provide accurate information.
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At the May 19 2004, CPG meeting, YAB Coordinator Rich Smalley presented several HIV
prevention public service announcements (PSAs) created by YAB members. These
announcements will air on community access cable channels featuring YAB participants in the
Bridgeport area.

MEETING STRUCTURE

The CPG convenes one meeting per month in various sites throughout the state. The Parisky
Group, a Hartford-based consulting firm and contractor for the CPG, coordinates all meeting
logistics. Each meeting follows an agenda, approved by the Executive Committee, the
governing body of the CPG (see Sample Agenda in Appendix A). Either the DPH Chair or
one of the Community Co-Chairs alternates the facilitation of the meetings. Meetings are
conducted using the CPG bylaws and a relaxed version of Robert’s Rules of Order.

Each monthly CPG meeting is evaluated for its process and content. CPG members and
advisors, as well as public participants, are all given the opportunity to evaluate the CPG
meetings. The contractor prepares the monthly evaluation surveys and final reports for review
by the co-chairs, Executive Committee, and MPIRE Committee. (For more on the Evaluation
Process, see Chapter 7.)

From October 2004 to September 2005, the CPG conducted eleven meetings. The full group
met monthly with the exception of November 2003, when the CPG coordinated a two-day
planning retreat for members and advisors. This retreat included workshops on the CDC
Guidance, Prevention for Positives, Priority Setting, and team building. Committees also met to
develop 2004 committee timelines and work plans.

In March 2003, the CPG voted to change its meeting structure in order to increase CPG
membership and community participation in monthly meetings. Since most of the work of the
CPG is done by the standing committees, the CPG decided to make the focus of two meetings
per quarter committee-oriented. Committees meet for two hours during the morning. Members
of the public are encouraged to participate in these committee meetings. At the end of the
session, each committee chair then reports to the full CPG body on the activities of their
respective committee. This reorganization of meeting structure has proven to be very effective
in assisting the CPG to meet deadlines and committee responsibilities.

Currently, the full CPG now meets once each quarter with the balance of meetings designated
to the work of committees. Quarterly full CPG meeting are designed to include mini HIV
prevention presentations, technical assistance and trainings, as well as important community
planning information and business. Each meeting’s agenda, whether committee focused or full
CPG, includes time for members of the public to address the CPG on topics or concerns related
to HIV prevention. In addition, beginning February 2003 and concluding in March 2004, CPG’s
Priority Setting Ad-hoc Committee met for two hours following the conclusion of the monthly
CPG meeting to plan and implement the priority setting process for the 2005-2008 planning
cycle.
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Categories

Member
Goals
30 members

Current
Membership
26 Members

Current
Advisors®
11 Advisors

Number of
Members
needed to

reach goal

Gender
Female 11 10 1 4
Male 17 16
Transgender 2 0
Race/Ethnicity
African-Americans
Latino/as

White 1

Native Americans, Alaskan
Native, Asian, Native Hawaiian
or Pacific Islander

Age
<24 0
25-29 3 0
30-49 22 16
50+ 5 10
Other
HIV+ 15
Gay’ 10
Lesbian
Bisexual -
Deaf and Hard of Hearing 2
History of Substance Use 15 1
Youth 2
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Number of Current Members and Advisors in

Expertise and Agency Representation these roles

Local Health Dept
Community Representative
Intervention Specialist 1
State/Local Education Agency
Corrections Agency

State/Local Substance Abuse Agency
Faith Communities

Academic Institutions
Behavioral/Social Scientist

Evaluation Researcher

Health Planner

STD Expert

TB Expert

Epidemiologist

2O [h|OO|O[=|NIN|IN[wl|w

2 Categories separated by bold lines are not mutually exclusive.

3 The CPG has no established goals for the number advisors the group should have. The role and responsibility of
an advisor varies from that of a member.

* Gay and Lesbian Categories have a combined goal of 30%.
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Table 1-2: CPG MEMBERSHIP COMPAIRED TO CURRENT EPIDEMIC
Connecticut CPG membership vs. the current Connecticut AIDS epidemic
CPG Membership | AIDS Cases Diagnosed in 2002-2003
Gender
Male 62% | Male 68%
Female 38% | Female 32%
Transgender 0 | Transgender Unknown
Race/Ethnicity
White 30% | White 38%
Black 34% | Black 26%
Hispanic 30% | Hispanic 36%
Other 3% | Other <1%
Risk Category
MSM* 15% | MSM 14%
IDU history 26% | IDU 39%
Heterosexual 42% | Heterosexual 14%
Youth/works with 3% | Youth (under 24) 2%
youth
HIV positive 26% N/A
Region
NW 3% | NW 1%
NC 26% | NC 30%
NE 11% | NE 2%
SW 15% | SW 23%
SC 30% | SC 30%
SE 3% | SE 4%
DOC 7% | DOC 6%

* Connecticut includes Gay Men in the definition of MSMs in this table.
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informant interview.

Dorine Testori, Department of Public Health: Serves as official CPG greeter and
oversees the CPG’s registration desk at the monthly meetings. Also served as note
taker at several MPIRE Committee meetings.

During this period the following individuals from national community planning technical
assistance organizations also provided technical assistance to the Connecticut CPG:
* Academy for Educational Development
Rich Thompson: Presented on AED’s available technical assistance for
recruitment and retention of IDUs at the December 2003 CPG meeting.
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Executive Summary

AIDS: Since 1980, 13,494 cases of AIDS have been reported in Connecticut. Of these,
6,664 (49.4%) have died and 6,830 are living with AIDS. Cumulatively, AIDS cases have
been 73% male, 27% female, 36.7% white, 37.3% black, and 25.5% Hispanic.
Approximately 85% of reported cases have been 30 years of age or older. Risk of HIV
infection is primarily associated with history of injection drug use (48.5%), men who have
sex with men (21.9%), and heterosexual exposure (16.7%).

AIDS cases reported in 2003: In 2003, 727 AIDS cases were reported. In 2002, 621
cases were reported. The increase in AIDS case reporting is due to an increase in facility
and laboratory auditing to find unreported cases and, possibly, stimulation of reporting due
to the requirement for HIV (non-AIDS) reporting by laboratories implemented in 2002.

Trends in AIDS case reporting: In the past ten years, the number of AIDS cases
reported has decreased from 1,564 cases reported in 1995 to 587 in 2001. From 1998
through 2003, the number of cases reported each year has ranged from 587 to 727
(average 633).

o Sex: Inthe pastten years, the percentage of cases that are female has
increased from approximately 25% in 1994-95 to 30-35% in 2001-2003.

o Racelethnicity: In 2003, for the first time, the percentage of reported cases that
are Hispanic (38.9%) is higher than white (35.1%) or black (25.7%). The
percentage Hispanic has been increasing gradually over the course of the
epidemic from approximately 20% in the 1980’s and early 90’s to over 30%
during 2000-2003.

o Age: Age at AIDS diagnosis is continuing a long-standing trend with gradual
increases in the percentage of cases in the 40-49 and 50+ year age groups with
concomitant decline in the 30-39 year age group. The percentage of cases in the
<20 and 20-29 year age group have remained steady at very low levels.

o Risk/mode of transmission: Information about risk should be interpreted
cautiously due to the significant percentage of cases for whom risk information is
not available. This increase is due to limitations on case follow-up and is not due
to an increase in cases with unknown sources of HIV infection. Among cases for
whom risk information is known, injection drug use and sexual exposure continue
to account for almost all cases.

HIV: HIV reporting in adults was implemented in 2002. In 2003, 378 HIV cases were
reported that had not been reported to have progressed to AIDS by the end of the year. In
2002, 374 HIV cases were reported. Of the 714 HIV cases reported since 2002 that remain
HIV (not AIDS), 62.2% are male, 37.8% female, 33.2% white, 27.4% black, and 38.8% are
Hispanic. In comparison with AIDS cases reported in 2003, the primary difference is a higher
percentage of HIV cases in the <30 year age group (20.4% HIV versus 8.2% AIDS). By
contrast, 21.5% of AIDS cases were 50+ years of age compared to only 15.3% of HIV
cases.
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Introduction

* The Epidemiological Profile of HIV/AIDS in Connecticut — 2004 Supplement

0 The purpose of the Epidemiological Profile for HIV/AIDS is to provide HIV/AIDS
surveillance information to the Community Planning Group (CPG) and others.
The 2003 edition of the Epidemiological Profile was distributed in April 2003 and
included surveillance information reported through the end of 2002. The purpose
of the 2004 Supplement is to provide selected HIV/AIDS surveillance information
through the end of 2003.

e Other sources of information about HIV/ AIDS surveillance data:

o HIV/AIDS Surveillance Program website (www.dph.state.ct.us);

» The website contains many additional tables with data describing
cumulative cases and trends in CPG regions, Ryan White Eligible
Metropolitan areas.

0 The 2003 edition of the Epidemiological Profile contains additional information:
=  HIV/AIDS surveillance methods;
= Census information for Connecticut and selected cities;
= STD and viral hepatitis surveillance information;

= Additional tables of HIV/AIDS surveillance information (HIV in children,
people living with AIDS, deaths in persons with AIDS, AIDS incidence).

o CDC website (www.cdc.gov);

» The latest national HIV/AIDS surveillance report (December 31,
2002);

= MMWR articles published in 2003:

* Implementation of named HIV reporting --- New York City,
2001. MMWR. 52:1248.

* Internet use and early syphilis infection among men who have
sex with men --- San Francisco, California, 1999—2003.
MMWR. 52:1229.

» Partner counseling and referral services to identify persons
with undiagnosed HIV --- North Carolina, 2001. MMWR.
52:1181.

* Increases in HIV diagnoses --- 29 States, 1999—2002.

MMWR. 52:1145.
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Trends in AIDS case reporting

Trends in the number of AIDS cases are
shown in Table 1.

The first reported AIDS cases were in
1981 (n = 2). The maximum number of
AIDS cases was reported in 1993
(n=1,759). The trend in reported AIDS
cases has decreased to a low of 587
reported in 2001 with increases in 2002 (n
=621) and 2003 (n = 727) (Table 1, 2).

Trends in the AIDS epidemic have been
very gradual. (Figures 1 — 4). During the
past ten years the following trends are
notable:

0 The percentage of cases that are
female has increased approximately
5-10% (Figure 1). Detailed trend data
in male and female AIDS cases by
race and risk group can be found in
Tables 4 and 5.

0 The percentage of Hispanic cases
has increased from approximately
25% to 38%. The percentage of
black cases has decreased from
approximately 40% to about 25%.
(Figure 2).

0] Risk group data after 2000 should
be interpreted cautiously due to a
high percentage of cases with “no
reported risk” (15.1% in 2000) (Figure
3). Recent trends (to 2000) show a
decline in percentage of cases that
are IDU although it remains
predominant (about 60% to 40%).
Heterosexual transmission has
increased from approximately 15% in
1994 to 25% in 2000. The
percentage of cases that are MSM
has decreased from approximately
20% to 15%.

30

Figure 1. Trend in AIDS Cases by Sex,
Connecticut, 1994 — 2003.
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Figure 2. Trend in AIDS Cases by Race,
Connecticut, 1994 — 2003.
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Figure 3. Trend in AIDS Cases by Risk Group,
Connecticut, 1994 — 2003.
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0 Trends by age group are shown in Figure 4 and suggest a gradual increase in
the age of newly diagnosed cases. While the percentage of cases in the 20-29 and
30-39 age groups has been decreasing, the percentage of cases that are in the 40-
49 and 50+ age groups has been increasing. This change has been about 10%
over the past ten years. The shift in age distribution could be due to delay in AIDS
diagnosis because of successful treatment or a trend to older age at HIV infection.

Figure 4. Trends in AIDS Cases by Age Group,
Connecticut, 1994 — 2003.

50 |

40 |

30 -

20 -

10 M

0 A ey ey
94 95 96 97 98 99 00 01 02 03

Percent

Year of Report
-X-<20 -+20-29 -/~ 30-39 =>=40-49 -O-50+

31
Connecticut Department of Public Health —
Epidemiological Profile of HIV/AIDS in
Connecticut: 2004 Supplement



Connecticut Comprehensive
HIV Prevention Plan 2005-2008
Chapter 2

Table 1. AIDS Cases: Reported, Diagnosed, Deaths, and Prevalent; HIV Cases: Total Reported,
Current, and Deaths; HIVIA_IDS Cases: Prevalent HIV/AIDS, Connecticut, 1980-2003.

Reported Diagnosed AIDS deaths Prevalent Reported Current HIV deaths IITIKE/\//::(E)nSt
Year (1) AIDS AIDS (2,3) AIDS (4) HIV (5) HIV(6) (2,3,7) (8)
1980 0 1 1 0
1981 2 7 1 6
1982 7 14 9 11
1983 22 27 10 28
1984 54 79 42 65
1985 85 134 85 114
1986 174 241 147 208
1987 278 337 197 348
1988 401 423 243 528
1989 446 534 312 750
1990 426 613 333 1,030
1991 531 884 407 1,507
1992 693 1,198 540 2,165
1993 1,759 1,606 654 3,117
1994 962 1,112 693 3,536
1995 1,564 1,217 784 3,969
1996 1,100 1,108 559 4,518
1997 1,193 809 290 5,037
1998 662 592 276 5,353
1999 598 569 269 5,653
2000 602 546 254 5,945
2001 587 496 222 6,219
2002 621 545 216 6,548 437 337 5 6,885
2003 727 402 120 6,830 421 377 1 7,544
Total 13,494 13,494 6,664 858 714 6

(1) Data in recent years is incomplete due to delay in the reporting of cases and/or deaths.
(2) Deaths in 2003 represent only partial reporting from DPH Vital Records.
(3) Death data is obtained from death certificates or health-care providers. Deaths due to HIV/AIDS related illness that do
not list HIV/AIDS as a cause of death or that occur out-of-state may not be included. Deaths due to non-HIV/AIDS
causes (i.e. auto accident, drug overdose) may not be included.
) “Prevalent AIDS” is the current number of persons living with AIDS (PLWA) or whose mortality status is unknown.
) “Reported HIV” is the number of newly reported HIV cases. Included are cases subsequently reported as AIDS cases.
(6) “Current HIV” is the number of HIV cases that are living with HIV and have not been reported as AIDS cases.

) “HIV Deaths” is the number of deaths in HIV cases (not reported as AIDS cases).
(8) “Prevalent HIV/AIDS” is the number of HIV and AIDS cases currently living with HIV or AIDS or for whom mortality

status is unknown.
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Table 2. AIDS Cases by Year of Report, Sex, Race, and Risk/Mode of Transmission, Connecticut, 1980-2003.
Sex Race/ethnicity Risk/mode of transmission

MSM/ Oth/
Male Female White Black Hispanic Other MSM DU IDU Hetero Unk Pedi

% of % of % of % of % of % of % of % of % of % of % of % of

Total total total total total total total total total total total total total

Report year

80-93 4,878 77.9 221 391 399 20.4 0.6 29.3 48.1 4.7 12.5 3.2 2.2
1994 962 74.2 258 333 415 24.6 06 20.7 529 3.6 17.7 2.4 2.7
1995 1,564 74.2 258 332 395 26.9 05 203 554 3.1 15.9 4.0 1.2
1996 1,100 71.8 28.2 332 397 26.6 05 16.4 526 2.8 20.6 5.8 1.7
1997 1,193 70.2 29.8 319 430 24.8 0.3 17.2 541 3.1 211 4.2 0.3
1998 662 70.2 298 36.6 356 27.5 0.3 201 453 2.6 26.3 54 0.3
1999 598 68.7 31.3 396 303 29.4 0.7 204 41.0 15 24.6 11.2 1.3
2000 602 62.3 377 36.0 31.9 31.9 02 146 444 1.3 23.9 15.1 0.7
2001 587 65.1 349 450 257 29.0 0.3 158 4438 1.7 16.0 21.5 0.2
2002 621 694 306 404 271 32.2 03 158 374 1.0 14.7 30.8 0.5
2003 727 66.2 338 351 257 38.9 03 129 403 1.2 13.6 31.5 0.4
Total 13,494 73.0 27.0 36.7 37.3 25.5 05 219 485 3.3 16.7 8.1 15
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Table 3. AIDS Cases by Year of Report, and Age at
Diagnosis with AIDS, Connecticut, 1980-2003.

Age when diagnosed with AIDS

13- 20- 30- 40-
0-12 19 29 39 49 50+

% of % of % of %of %of % of
Total total total total total total total

Report year

80-93 4,878 22 04 171 46,5 23.9 9.9
1994 962 2.5 04 128 484 26.5 9.4
1995 1,564 12 03 129 481 288 88
1996 1,00 1.7 06 129 457 29.0 10.0
1997 1,193 0.2 05 112 436 339 10.6
1998 662 0.2 03 115 461 313 107
1999 598 0.5 0.8 85 401 36.1 139
2000 602 0.3 08 101 342 372 173
2001 587 -- 0.2 92 412 339 155
2002 621 03 02 71 345 412 16.7
2003 727 04 - 78 329 374 215
Total 13,494 1.3 04 132 441 294 115
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Table 4. AIDS in Adult Males by Year of Report, Risk/Mode of Transmission, and Race, Connecticut, 1980-2003.
Year of report
1980-1998 1999 2000 2001 2002 2003 Total
% of % of % of % of % of % of

risk risk risk risk risk risk % of
N total N total N total N total N total N total N total

Risk Race/ethnicity
MSM White 1,696 68.9 80 65.6 58 659 71 76.3 73 745 72 76.6 2,060 21.0
Black 473 192 15 123 16 182 9 97 9 92 1M1 117 533 55
Hispanic 276 11.2 27 221 13 148 12 129 15 15.3 11 117 354 3.6
Other 18 07 - - 1 14 1 141 1 1.0 - - 21 0.2
Risk total 2,463 100.0 122 100.0 88 100.0 93 100.0 98 100.0 94 100.0 2,958 30.4

IDU Race/ethnicity
White 807 21.0 49 29.0 46 272 65 35.9 45 26.2 51 255 1,063  10.9
Black 1,837 47.9 57 337 55 325 53 29.3 49 285 56 28.0 2,107 216
Hispanic 1,182 30.8 62 36.7 68 40.2 63 348 78 453 93 46.5 1,546 15.9
Other 13 0.3 1 0.6 - -- -- - - -- -- -- 14 0.1
Risk total 3,839 100.0 169 100.0 169 100.0 181 100.0 172 100.0 200 100.0 4,730 48.6

MSM/IDU Race/ethnicity
White 158 39.5 5 556 3 375 8 80.0 2 333 4 444 180 1.8
Black 152 38.0 2 222 3 375 1 10.0 3 500 1 1141 162 1.7
Hispanic 90 225 2 222 2 250 1 10.0 1 167 4 444 100 1.0
Risk total 400 100.0 9 100.0 8 100.0 10 100.0 6 100.0 9 100.0 442 4.5
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Year of report
1980-1998 1999 2000 2001 2002 2003 Total
% of % of % of % of % of % of
risk risk risk risk risk risk % of
N total N total N total N total N total N total N total
Hetero Race/ethnicity
White 180 27.3 22 40.0 11 212 7 269 9 290 11 355 240 25
Black 334 50.6 17 30.9 24 46.2 7 269 13 419 8 258 403 41
Hispanic 140 21.2 15 273 17 327 12 46.2 9 29.0 12 387 205 241
Other 6 09 1 1.8 - - - - - - - - 7 0.1
Risk total 660 100.0 55 100.0 52 100.0 26 100.0 31 100.0 31 100.0 855 8.8
Oth/Unk Race/ethnicity
White 171 55.3 22 423 27 491 25 347 48 387 58 40.0 351 3.6
Black 94 304 15 28.8 15 273 27 375 38 30.6 29 20.0 218 2.2
Hispanic 43  13.9 13 25.0 13 236 19 264 37 298 57 393 182 1.9
Other 1 03 2 38 - - 1 14 1 08 1 07 6 0.1
Risk total 309 100.0 52 100.0 55 100.0 72 100.0 124 100.0 145 100.0 757 7.8
Total 7,671 100.0 407 100.0 372 100.0 382 100.0 431 100.0 479 100.0 9,742 100.0
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Table 5. AIDS in Adult Females by Year of Report, Risk/Mode of Transmission, and Race, Connecticut, 1980-2003.
Year of report
1980-1998 1999 2000 2001 2002 2003 Total
% of % of % of % of % of % of
risk risk risk risk risk risk % of
N total N total N total N total N total N total N total
Risk Race/ethnicity
IDU White 410 291 27 35.5 35 357 46 56.1 27 450 23 247 568 16.0
Black 683 48.5 29 38.2 29 296 17  20.7 15 25.0 30 323 803 226
Hispanic 307 21.8 20 26.3 34 347 19 232 18 30.0 40 43.0 438 123
Other 7 05 - - - - - - - - - - 7 02
Risk total 100. 100. 100. 100. 100. 100.
1,407 0 76 0 98 0 82 0 60 0 93 0 1,816 51.1
Hetero  Race/ethnicity
White 246 241 26 28.3 27 293 16 23.5 22 36.7 12 17.6 349 9.8
Black 450 441 38 413 35 38.0 21 309 16 26.7 19 279 579 16.3
Hispanic 320 31.3 28 304 30 326 31 456 22 36.7 37 544 468 13.2
Other 5 05 - - - - - - - - - - 5 0.1
Risk total 100. 100. 100. 100. 100. 100.
1,021 0 92 0 92 0 68 0 60 0 68 0 1,401 394
Oth/Unk Race/ethnicity
White 45 549 5 333 9 250 26 481 25 373 23 274 133 3.7
Black 25 30.5 3 200 14 38.9 16 29.6 23 343 32 3841 113 3.2
Hispanic 12 146 7 46.7 13 36.1 12 222 19 284 28 33.3 91 26
Other - - - - - - - - - 1 12 1 0.0
Risk total 100. 100. 100. 100. 100. 100.
82 0 15 0 36 0 54 0 67 0 84 0 338 9.5
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Year of report
1980-1998 1999 2000 2001 2002 2003 Total
% of % of % of % of % of % of
risk risk risk risk risk risk % of
N total N total N total N total N total N total N total
100. 100. 100. 100. 100. 100.
2,510 0 183 0 226 0 204 0 187 0 245 0 3,555 100.0
Table 6. People Living With AIDS by Risk, Sex, Race, and Age Group, Connecticut, 2003
Risk/mode of transmission
MSM IDU MSM/IDU Hetero  Oth/Unk Pedi Total
% of % of % of % of % of % of
row row row row row row % of
N total N total N total N total N total N total N total
Total 1,26 3,24 1,32 6,83
7 18.6 0 474 162 2.4 4 194 747 10.9 90 1.3 0 100.0
Sex
1,26 2,28 4,71
Male 7 26.8 3 484 162 3.4 477 101 483 102 47 1.0 9 69.1
Female 2,11
-- -- 957 453 -- -- 847 401 264 125 43 2.0 1 309
Race/ethnicity
2,43
White 865 35.6 857 35.3 68 28 340 140 289 119 11 0.5 0 356
Black 1,28 2,36
205 8.7 3 543 49 21 551 23.3 233 9.9 43 1.8 4 346
Hispanic 1,09 2,00
187 9.3 1 54.5 45 2.2 425 21.2 220 11.0 35 1.7 3 293
Other 10 30.3 9 273 - - 8 24.2 5 152 1 3.0 33 05
Current age - - - - - - - - - - 31 100. 31 05
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Risk/mode of transmission

MSM IDU MSM/IDU Hetero  Oth/Unk Pedi Total
% of % of % of % of % of % of
row row row row row row % of
N total N total N total N total N total N total N total
0-12
13-19 -- -- -- -- -- -- -- -- 2 39 49 96.1 51 0.7
20-29 21 14.8 30 211 - -- 37 26.1 44 31.0 10 7.0 142 2.1
30-39 1,51
308 20.3 618 40.8 40 26 343 227 205 135 - - 4 222
40-49 1,62 3,14
564 17.9 6 51.7 a0 29 574 183 290 9.2 - - 4 46.0
50+ 1,94
374 19.2 966 49.6 32 16 370 19.0 206 106 -- -- 8 285
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HIV Surveillance

» HIV infection in adults was made reportable in January 2002. In 2003, 378 HIV cases
were reported. In 2002, 374 cases of HIV infection were reported.

» HIV cases reported during 2002-2003 that have not been reported as AIDS cases (n =
720) are characterized in Tables 7-9 and compared with AIDS cases in Table 10.

e Of the 720 HIV cases reported in 2002-2003 (Table 7-9):
0 62.2% are male and 37.8% are female;
o0 38.8% are Hispanic, 27.4% are black, and, 33.2% are white;
0 Three cases of HIV have been reported in the 0-19 age group;

o Overall, 22.5% of HIV cases are in the 20-29 age group, 19.0% of males and
28.3% of females. This varied by race/ethnicity, as well, with 14.5% of white
males, 18.6% of black males, and 22.5% of Hispanic males. Among females, the
percentages are higher — 21.3% of white females, 29.8% of black females, and
31.1% of Hispanic females;

o Little can be concluded about risk group because of the high proportion of cases
with “no reported risk.” This high percentage is due to several factors including
reporting at an earlier stage of disease and limited surveillance resources for
case follow-up. However, among the HIV cases for whom risk information is
available, 24.1% are MSM, 53.1% are IDU, 1.1% are MSM/IDU, and 21.1% are
associated with heterosexual exposure;

0 76.4% of HIV cases have been reported from the eleven largest cities (Table 13),
167 (23.2%) from Hartford, 97 (13.5%) from New Haven, and 79 (11.0%) from
Bridgeport.

e Comparison of HIV and AIDS: HIV cases are compared with AIDS cases in Table 10.
Distribution of HIV and 2003 AIDS cases by race is very similar. The highest percentage
of both is Hispanic, 38.8% and 38.9%, respectively. HIV cases are slightly more likely to
be female (37.8% versus 33.8%) and less than thirty years of age (22.5% versus 7.8%).

» Progression to AIDS: Table 11 shows the trend in HIV cases during 2002-2003. Of
the 437 total HIV cases reported in 2002, by the end of 2002, 63 were reported as AIDS
cases and, by the end of 2003, a total of 95 (21.7%) had progressed to AIDS. Additional
analysis will be conducted to characterize persons who progress to AIDS.
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Table 7. HIV Cases by Sex, Race, and Risk/Mode of Transmission, Connecticut, 2002-2003.
Risk/mode of transmission
MSM IDU MSM/IDU Hetero Oth/Unk Pedi Total
% % % % %
of of % of of of of
row row row row row row % of
N total N total N total N total N total N total N total
Sex Race
Male White 56 35.2 25 157 4 25 4 25 68 42.8 2 13 159 221
Black 14 124 42 37.2 -- -- 5 44 52 46.0 -- -- 113 157
Hispanic 18 104 65 37.6 -- -- 9 52 81 46.8 -- -- 173  24.0
Other 1 333 -- -- -- -- 1 333 1 333 -- -- 3 0.4
Female White -- -- 15 18.8 -- -- 17 21.3 48 60.0 -- -- 80 111
Black -- -- 21 25.0 -- -- 19 226 44 524 -- -- 84 117
Hispanic -- -- 28 26.4 -- -- 22 20.8 56 52.8 -- -- 106 14.7
Other -- -~ -- -- -- -- 1 50.0 1 50.0 -- -- 2 0.3
Race
White total 56 234 40 16.7 4 1.7 21 8.8 116 48.5 2 038 239 33.2
Black total 14 71 63 32.0 -- -- 24 122 96 48.7 -- -- 197 274
Hispanic total 18 6.5 93 33.3 -- -- 31 1141 137 491 -- -- 279 38.8
Other 1 20.0 -- -- -- -- 2 40.0 2 40.0 -- -- 5 0.7
Total 89 124 196 27.2 4 0.6 78 10.8 351 48.8 2 03 720 100.0
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Table 8. HIV Cases by Sex, Race, and Age, Connecticut, 2002-2003.
Age group
0-12 13-19 20-29 30-39 40-49 50+ Total
% % % % %
of of % of of of of
row row row row row row % of
N total N total N total N total N total N total N total
Sex Race
Male White 2 13 -- -- 23 145 51 321 56 35.2 27 17.0 159 221
Black - - 1 09 21 18.6 37 327 33 29.2 21 18.6 113 157
Hispanic - - - - 39 225 71 41.0 52 30.1 11 6.4 173 24.0
Other -- -- -- -- 2 66.7 1 333 -- -- -- -- 3 0.4
Female White - - - - 17 213 30 375 25 31.3 8 10.0 80 1141
Black - - - - 25 29.8 34 405 18 214 7 83 84 11.7
Hispanic -- -- -- -- 33 3141 34 321 28 26.4 11 104 106 14.7
Other - - - - 2 100.0 -- - - - - - 2 03
Sex
Male total 2 04 1 0.2 85 19.0 160 35.7 141 315 59 13.2 448 62.2
Female total -- -- -- -- 77 28.3 98 36.0 71 261 26 9.6 272 378
Total 2 03 1 04 162 22.5 258 35.8 212 29.4 85 11.8 720 100.0
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Table 9. HIV cases by City of Residence at Diagnosis, Risk/Mode of Transmission Race, and Sex,
Connecticut, 2002-2003.

Sex Race/ethnicity Risk/mode of transmission

MSM/ Oth/
Male Female White Black Hispanic Other MSM IDU IDU Hetero Unk  Pedi

%of %of %of % of % of %of %of %of %of %of %of % of

Total total total total total total total total total total total total total
Bridgeport 79 63.3 36.7 203 418 38.0 -- 76 253 25 12.7 51.9 --
Danbury 12 75.0 25,0 250 250 50.0 - 25,0 25.0 -- 25.0 25.0 --
East Hartford 15 73.3 26.7 26.7 26.7 33.3 133 133 133 -- 20.0 53.3 --
Hartford 167 63.5 36.5 186 25.7 55.7 -- 84 383 -- 8.4 44.9 --
Meriden 21 76.2 23.8 23.8 4.8 71.4 - 19.0 9.5 -- -- 71.4 --
New Britain 37 64.9 35.1 351 108 54.1 -- 27 297 -- 18.9 48.6 --
New Haven 97 56.7 43.3 351 340 28.9 21 124 361 -- 13.4 38.1 --
New London 20 35.0 650 300 25.0 45.0 -- 50 15.0 -- 25.0 55.0 --
Norwalk 21 571 42.9 19.0 5741 19.0 4.8 9.5 9.5 -- 19.0 61.9 --
Stamford 27 66.7 333 259 444 29.6 - 222 259 -- 7.4 44 .4 --
Waterbury 54 55.6 44 .4 259 204 53.7 -- 93 259 -- 111 53.7 --
All other towns 170 64.7 35.3 60.0 21.2 18.8 - 194 194 1.1 6.5 52.4 1.1
Total 720 62.2 37.8 332 274 38.8 07 124 272 0.6 10.8 48.8 0.3
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Table 10. Comparison of HIV and AIDS cases by Selected
Characteristics, Connecticut, 2003.

2003 HIV Total HIV 2003 Total
(1,2) (12) AIDS AIDS

Sex
Male 67.2 62.2 66.2 73.0
Female 328 37.8 33.8 27.0
Race/ethnicity
White 354 33.2 35.1 36.7
Black 26.5 274 25.7 37.3
Hispanic 37.8 38.8 38.9 255
Other race/ethnicity 0.3 0.7 0.3 0.5
(3)
Age group (4)
0-12 years 0.3 0.3 0.4 1.3
13-19 0 0.1 0 0.4
20-29 20.1 22.5 7.8 13.2
30-39 35.2 35.8 32.9 441
40-49 29.1 29.4 37.4 29.4
50 and over 15.3 11.8 21.5 11.5
Risk/mode
MSM 13.8 12.4 12.9 21.9
IDU 233 27.2 40.3 48.5
MSM/IDU 0.3 0.6 1.2 3.3
Hetero 10.6 10.8 13.6 16.7
Other/no reported risk 51.9 48.8 31.5 71
Total 378 720 727 13,494

(1) A person with HIV infection who has not developed AIDS.
(2) HIV infection in adults was made reportable in 2002.

(3) “Other” race combines Asian, American Indian, Other, and
Unknown.

(4) Age when the case was reported to DPH.
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Table 11. Trends in HIV cases, progression to AIDS, and code reporting, Connecticut, 2002-2003.

HIV Originally Currently
Total Year-end Current progressed % HIV reported % Reported  reported

Year HIV (1) HIV (2) HIV (3) to AIDS (4) to AIDS (5) by code (6) bycode (7) by code (8)
2002 437 374 337 95 21.7 57 13.0 48
2003 421 378 377 43 10.2 44 10.5 41
Total 858 714 138 16.1 101 11.8 89
(1) Newly reported HIV cases by year of report. Included are cases subsequently reported

as AIDS cases.
(2) Total HIV reports that have not been reported as AIDS cases by the end of the report

year. This is the number of HIV cases reported by DPH each year and can be added

to the number of AIDS cases reported for the total number of new HIVinfections each

year.
(3) HIV cases that have not been subsequently reported as AIDS cases by the end of the

most recent year and who are not known to have died. The total is the number of

persons living with HIV (not AIDS).
(4) Reported HIV cases that have been subsequently reported as AIDS cases.
(5) (HIV progressed to AIDS / Total HIV) X 100.
(6) HIV cases reported by code instead of name.
(7) (Originally reported by code / Total HIV) X 100.
(8) HIV cases reported by code that have not been converted to names. Conversion to

name occurs when a case is re-reported by name or as an AIDS case.
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The State of the HIV/AIDS Epidemic

in Connecticut -
Based on Epidemiological Markers

According to the Centers for Disease Control and Prevention’s HIV Prevention Community
Planning Guidance, the epidemiologic profile describes the impact of the HIV/AIDS epidemic
within various populations and identifies characteristics of both HIV-infected and HIV-negative
persons in defined geographic areas. This “epi profile” is composed of information gathered to
describe the effect of HIV/AIDS on an area in terms of sociodemographic, geographic,
behavioral, and clinical characteristics. In addition, it serves as the scientific basis for the
identification and prioritization of HIV prevention and care needs in any given jurisdiction.

It is crucial in community planning, therefore, that an evidence-based process for setting
priorities among target populations be based on the epidemiological profile and the community
services assessment.

The geographic area served by Connecticut's Community Planning Group (CPG) is the entire
state.

According to the CDC'’s Epi Profile Guidance the goals of an epi profile are: (1) to provide a
description of the epidemic; (2) to describe current cases and provide information about
possible future cases; (3) to identify characteristics of the general population and of populations
with or at risk of infection, and, (4) to provide information required to conduct a community
services assessment.
The 2003 Epidemiological Profile is divided into the following sections:

1. Census Information
HIV/AIDS Statewide Surveillance
Surveillance by CPG Designated Regions
Surveillance by Ryan White Eligible Metropolitan Areas (EMAs)
Behavioral Risk Factor Survey Information

Sexually Transmitted Disease (STD) Surveillance

N o a kDD

Viral Hepatitis Surveillance
8. Glossary of terms.

The sections on STDs and viral hepatitis were included in the 2003 epi profile because they
provide additional insight into risk behaviors that are capable of transmitting a variety of disease
causing agents.
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Executive Summary

Population of Connecticut

The population of Connecticut is 1.3% of the U.S. population. Ninety-five percent of Connecticut
residents live within metropolitan areas. The 2000 U.S. Census found that 77.5% of Connecticut
residents are white, 9.4% Hispanic, 8.7% Black, 2.4% Asian, and 0.2% are American Indian.
Connecticut residents have higher incomes, lower unemployment rates, and are more highly
educated than U.S. residents as a whole.

Epidemiologic Trends in AIDS

It is estimated that as many as 18,000 Connecticut residents are currently infected with HIV. In
2001, 1.5% of the AIDS cases reported in the U.S. were among Connecticut residents.
Connecticut ranks 9" among the states in the number of AIDS cases per 100,000. The annual
number of AIDS cases reported in Connecticut has declined dramatically from 1,763 in 1993 to
a plateau of about 600 per year since 1998. Similarly, deaths in persons with AIDS decreased
by 62% from 1995 to 1999. In Connecticut, AIDS has disproportionately affected specific
demographic and behavioral risk groups including males (73% of all cases reported), blacks
(38%), Hispanics (25%), injection drug users (49%), and men who have sex with men (22%).
Trends in the AIDS epidemic have been gradual. The percentage of reported AIDS cases in
women has increased from 25% in 1993 to 31% of cases reported in 2002. The percentage in
Hispanics has also increased from 25% in 1993 to 32% in 2002. There has also been a gradual
shift in age distribution to older age groups. Heterosexual transmission has increased from 15%
of cases in 1993 to 25% in 2000. Geographically, AIDS cases are concentrated in urban areas
with the highest numbers in the three largest cities: Hartford, New Haven, and Bridgeport; but,
97% of Connecticut towns have at least one case.

HIV Infection in Adults

In 2002, HIV infection in adults became reportable. It can be expected, on average, that persons
reported with HIV who do not meet the AIDS case definition, are at an earlier stage of disease
progression than persons reported with AIDS. During 2002, 374 HIV cases were reported. HIV
cases reported in 2002, in comparison with AIDS cases, were more likely to be female (HIV
43% vs. AIDS 30%), Hispanic (40% vs. 32%), younger (median age of 36 for HIV vs. 41 for
AIDS), and were more likely to be initially reported without risk information (48% vs. 35%). An
additional year or two of HIV reporting will be needed to substantiate these findings and
establish trends.

Sexually Transmitted Diseases and Viral Hepatitis

Information from the STD and viral hepatitis surveillance systems also provide insight into high-
risk behavior that can potentially lead to HIV infection. High numbers of chlamydia and
gonorrhea cases in older teens and younger adults have been reported in recent years
suggesting the persistence of unsafe sexual activity. Similarly, the connection between MSM
and both syphilis and hepatitis A in Connecticut, and nationally, suggests a resurgence in high-
risk behavior in MSM that could lead to increases in HIV infection.
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* What is an Epidemiological Profile?

(0]

The Epidemiological Profile is a document prepared by the Department of Public
Health that describes HIV/AIDS in Connecticut. As provided in the Centers for
Disease Control and Prevention (CDC) draft guidance, the goals of the
Epidemiological Profile are the following:

» Provide a thorough description of the HIV/AIDS epidemic among the
various populations (overall and subpopulations) in Connecticut;

= Describe the current status of HIV/AIDS cases in Connecticut and provide
some understanding of how the epidemic may look in the future;

= |dentify characteristics of the general population and of populations who
are living with, or at high risk for, HIV/AIDS in defined geographical areas
and who need primary and secondary prevention or care services;

» Provide information required to conduct needs assessments and gap
analyses.

* Organization of the Epidemiological Profile:

0 CDC Guidance: The CDC has developed draft guidance for the production

of Epidemiological Profiles. In the most recent version of CDC guidance, it is
recommended that state Epidemiological Profiles provide information for
both:

= Community Planning Group Regions;
= Ryan White Eligible Metropolitan Areas.

Population: This information is included to provide background about the
makeup of Connecticut’s population in terms of race, ethnicity, education, and
economics.

HIV/AIDS Surveillance: The maijority of the material presented is from the
HIV/AIDS surveillance system. The data in this section are current through
the end of 2002. This material is organized into three sections:

=  HIV/AIDS surveillance: This section includes statewide information
about cumulative AIDS cases, trends in AIDS cases by year of report,
incidence of AIDS, trends in AIDS deaths, people living with AIDS,
HIV (made reportable in 2002), and HIV in children.

» CPG regions: For each region there are specific HIV/AIDS data.

= Ryan White: For each EMA there are specific HIV/AIDS data.
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0 Behavioral Risk Factor Survey: This survey is a random, weighted
telephone survey conducted annually in Connecticut. Several questions
about HIV are included in the survey and offer insight into the attitudes about
HIV in the general population.

0 Sexually Transmitted Diseases Surveillance: This data has not been
provided in detail in previous Epidemiological Profiles. This information is
relevant to HIV prevention because STDs can be transmitted in the same
manner as HIV, and tend to get diagnosed and reported much sooner after
infection than HIV. This connection with HIV is highlighted by the high
proportion of recent syphilis cases associated with MSM.

o Viral Hepatitis Surveillance: This data has not been provided in previous
Epidemiological Profiles. Although the data shown is rudimentary, it is of
interest to HIV prevention and care because, in Connecticut, IDU is the
predominant risk group for both hepatitis C and HIV. Indeed, co-infection with
HIV and hepatitis C is an emerging care issue in Connecticut.

Reading the Epidemiological Profile: The contents are presented in eight
sections, numbered 1 - 8. Within each section, subsections are numbered, based on
the number of the section in which they appear. For example, Section 2 has seven
subsections, 2.1 to 2.7. Tables and figures are numbered accordingly. For example,
two tables in subsection 2.1 would be numbered 2.1.1 and 2.1.2. While figures
accompany the text, for the most part, tables are found at the end of the subsection.
Figures and Tables are numbered in individual sequence. For example, there could
be both a Table 1.1.1 and a Figure 1.1.1. Most of the tables (but not the figures) also
appear on the HIV/AIDS Surveillance website (www.dph.state.ct.us).

Other sources of information about HIV and AIDS Surveillance data: There are
a variety of sources of HIV and AIDS surveillance data available including the
following:

o HIV/AIDS Surveillance Program website (www.dph.state.ct.us);

o0 Previous Epidemiological Profiles of HIV/AIDS in Connecticut;

0 Connecticut Counseling and Testing data (www.dph.state.ct.us);

0 Connecticut Epidemiologist articles;
= 20" Anniversary of AIDS in Connecticut;

= AIDS Deaths In Connecticut — 1999;
o] CDC website (www.cdc.gov);
< MMWR articles;

« Unrecognized HIV infection, risk behaviors, and perceptions of
risk among young black men who have sex with men — six US
cities, 1994-1998. MMWR. 51:733. 2002.
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* Primary and secondary syphilis — United States, 2000-2001.
MMWR. 51: 971-3. 2002.

* HIV/STD risks in young men who have sex with men who do not
disclose their sexual orientation — six US cities, 1994-2000.
MMWR. 52: 81. 2002.

* HIV testing among pregnant women — US and Canada, 1998-
2001. MMWR. 51: 1013. 2002.

* Update: AIDS — United States, 2000. MMWR. 51: 592. 2002.

» Diagnosis and reporting of HIV and AIDS in states with HIV/AIDS
surveillance — US, 1994-2000. MMWR. 51: 595. 2002.

* Progress toward elimination of perinatal HIV infection — Michigan,
1993-2000. MMWR. 51: 94. 2002.

» HIV testing among racial/ethnic minorities — US, 1999. MMWR.
50: 1054. 2001.

* Prevalence of hepatitis C infection among clients of HIV
counseling and testing sites — Connecticut, 1999. MMWR. 50:
577.2001.

* First report on AIDS. MMWR. 50: 429. 2001.

* HIV and AIDS - US, 1981-2000. MMWR. 50: 430. 2001.

« HIV incidence among young men who have sex with men — seven
US cities, 1994-2000. MMWR. 50: 440. 2001.

o0 United States HIV/AIDS surveillance data;
+ Supplemental reports;
» AIDS cases and persons living with AIDS by state and
metropolitan area provided for the Ryan White Care Act, June
2001;
» AIDS cases by state and metropolitan area of residence, 2000;

» Deaths among persons with AIDS through December 2000;

« HIV/AIDS in urban and non-urban areas of the United States,
1999;

» Characteristics of persons living with AIDS at end of 1999.
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Methods in HIV/AIDS Surveillance

Uses of surveillance information: The primary goal of the Connecticut Department of
Public Health HIV/AIDS Surveillance Program is to systematically collect, analyze,
interpret, and disseminate information about trends in HIV and AIDS in Connecticut. This
information is used by a variety of state and federal agencies to develop policies and
allocate funding for local prevention and care needs. Surveillance data are also used by
media outlets such as television and newspapers to describe HIV/AIDS in Connecticut.
Local health departments, non-government organizations and agencies, hospitals,
physicians, students, and others also use HIV/AIDS surveillance data. Other important
functions of the surveillance system at the state and national level include identification
of clusters, unusual cases of transmission, emerging genetic variants, and drug-resistant
strains.

Reportable diseases: Connecticut law requires the Department of Public Health to
maintain lists of reportable diseases and of related reportable laboratory findings. The
lists include approximately 60 diseases and conditions of public health importance.
Information is collected about each person with a disease or condition on the list. To be
reported, a person with the disease or condition must meet the surveillance “case
definition” for that disease. Cases are reported by the physician who diagnoses the
disease and/or the laboratory that performs the test specific for the disease.

Surveillance of AIDS: AIDS has been on the list of reportable diseases since the early
1980’s. The AIDS case definition consists of either HIV positive with a low CD4-positive
cell count (below 200 cells/microliter or less than 14% of total lymphocytes), or HIV
positive and a diagnosis with one of several opportunistic infections or conditions (for
example, pneumocystis carinii pneumonia or cervical carcinoma). AIDS cases are
reported to the Department of Public Health by diagnosing physicians and laboratories
(low CD4 counts). For each case of AIDS reported, the reporting physician or
surveillance staff complete a case report form. The Department of Public Health
maintains a computerized registry of AIDS cases.

Surveillance of HIV: HIV infection has been reportable in adults (= 13 years of age)
since January 2002. Prior to 2002, HIV was reportable only in children and persons with
co-infection with tuberculosis. HIV is reported when an individual is confirmed HIV
positive by Western Blot or other confirmatory test. Viral load test results are not
reportable. Persons testing anonymously at one of Connecticut’'s HIV Counseling and
Testing Sites are not counted, as they cannot be deduplicated and are likely to
eventually get a non-anonymous HIV test and be reported then. Persons who tested
positive prior to 2002 are not reportable. Reported HIV cases are entered into the same
registry as AIDS cases.

Information collected about HIV and AIDS cases: Various demographic and medical
information is collected about each case of HIV or AIDS including: laboratory test dates,
sex, race, town of residence, exposure category, AIDS indicator diseases, treatment
status, pregnancy status, and provider information. Additional information about some of
these data elements is below.

Year of report: The year of report is based on the date that the case was first reported
to the Department of Public Health. AIDS cases may have been diagnosed in years prior
to the year in which they were reported. In 2002, for example, the median delay in
57
Connecticut Department of Public Health —
2003 Epidemiological Profile of
HIV/AIDS in Connecticut



Connecticut Comprehensive
HIV Prevention Plan 2005-2008
Chapter 2

reporting of AIDS cases was two months with 66% of cases reported by 4 months after
diagnosis and 78% reported by 12 months. Reporting delay results in an undercount of
recently diagnosed cases.

* Sex: For each case of HIV or AIDS, information is collected about the person’s sex.
Male and female are the only options. Information is not collected about gender identity.

* Race/Ethnicity: For each case of HIV or AIDS, information is collected about the
person’s race and ethnicity. Prior to 2003 the options were the following: White (not
Hispanic), Black (not Hispanic), Hispanic, Asian/Pacific Islander, American Indian/Alaska
Native, and Not Specified. In 2003, in accordance with federal law, race categories have
been changed to the following: White, Black, Asian, Native Hawaiian or other Pacific
Islander, American Indian/Alaska Native, and Unknown. Ethnicity is now coded
separately as Hispanic, Not Hispanic or Latino, and Unknown. Also in keeping with the
new requirement, cases can be of more than one race. In the Epidemiological Profile the
terms “Race” and Race/Ethnicity” should be considered synonymous.

* City of residence: The city of residence in the Department of Public Health HIV and
AIDS tables refers to the city where the case resided at the time of their initial diagnosis.
Changes in residence are not systematically monitored.

* Exposure categories: For each case of HIV or AIDS, information is collected about
the most likely way in which the person acquired their HIV infection. This information is
referred to as the exposure category, mode of transmission, risk group, or risk factor.
This information may not always be available, especially for recently reported cases. The
provider may not have reported the information, or the patient may not have volunteered
the information, may not be in care, or may have died. When the exposure category is
unknown, the Department of Public Health HIV/AIDS tables and graphs classify these
cases in a separate category, “Oth/Unk.” Over time, after additional follow-up with
providers, many of these cases will be reclassified into one of the exposure categories.

In the HIV/AIDS surveillance system, HIV/AIDS cases are only counted once in a
hierarchy of exposure categories. Persons with more than one category are classified in
the exposure category listed first in the hierarchy, except for men with both a history of
sexual contact with other men and injecting drug use. They are in a separate category.
All exposures refer to experiences of the case that took place after 1977 and before their
first positive HIV test.

0 Men who have sex with men (MSM) — Men who report having sexual contact
with men (homosexual contact) and men who report sexual contact with both
men and women (bisexual contact).

0 Injection drug use (IDU) — Persons who have injected non-prescription drugs.

0 Heterosexual contact — Persons who have had heterosexual contact with a
person with HIV infection or who is at high risk of HIV infection (IDU, bisexual
male).

0 Other — Other exposure categories include received clotting factor or
hemophilia/coagulation disorder, transfusion recipient, transplant recipient, and
worker in a health care or clinical laboratory setting. Due to low numbers, these
cases are classified together as “Oth/Unk” in HIV/AIDS tables and graphs.

* Opportunistic infections: There are 26 opportunistic infections or conditions (not all
are infections) that, together with HIV infection, indicate development of AIDS. These are
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also referred to as “AIDS indicator diseases.” Many of these diseases result from
impaired immunity. Having one of these diseases does not necessarily indicate that the
person has HIV infection. The HIV/AIDS surveillance system collects information on the
disease(s) that are reported with the initial diagnosis of AIDS. Indicator diseases that are
subsequently diagnosed are not systematically monitored

* HIV and AIDS in children: Information specific for pediatric cases of HIV and AIDS (<13
years of age) are also collected. A pediatric case report form is used to collect this
information. In addition to routine surveillance, the Department of Public Health has been
conducting an enhanced surveillance project for perinatal exposure to HIV since 1999.
For each case of perinatal HIV exposure, an extensive medical record extraction is
conducted for the mother-child pair. Information collected about the mother includes
demographics, risk behavior, HIV testing information, compliance with prenatal care, and
types and duration of HIV treatment during pregnancy and labor/delivery. Information
collected about the infant includes HIV preventive treatment, testing information, final
HIV status, and birth defects.

* Incidence: Incidence rate is defined as the number of new cases in a defined
population within a specified time period. To calculate incidence, the number of new
cases of the disease and the size of the population at risk are needed. In the following
example, the 2002 incidence of AIDS is calculated for Stamford and New London. Note,
that in this example, the smaller city with a fewer number of cases has a higher
incidence rate.

o Stamford: [ 26 (AIDS cases) divided by 117,083 (population) ] multiplied by
100,000 equals 22 per 100,000

0 New London: [ 12 (AIDS cases) divided by 25,671 (population) ] multiplied by
100,000 equals 46 per 100,000

o Incidence rates can be calculated for any group for which both the number of
new cases and the size of the population are known. For example, rates can be
calculated for gender, race, and age subgroups. Generally, population data is
taken from the U.S. Census, conducted every ten years, most recently in 2000
(see www.census.gov).

o Incidence rates cannot be calculated for some subgroups (i.e., IDU, MSM)
because the size of these populations is unknown. Rates in populations of small
size, such as small towns, can be misleading because the presence of a single
case or few cases within a small population can make a rate appear large.

* Prevalence: Prevalence is the number of existing cases of a disease in a defined
population at a point in time. The prevalence of people living with AIDS (PLWA) for
Stamford and New London on December 31, 2002 is shown below.

o Stamford: [ 356 (PLWA) divided by 117,083 (population) ] multiplied by 100,000
equals 304 per 100,000

0 New London: [ 138 (PLWA) divided by 25,671 (population) ] multiplied by
100,000 equals 537 per 100,000
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Census 2000 data have been released including information about demographics, socio-
economic status and much more. Selected information for Connecticut is shown in Table 1.1
by county and Table 1.2 by cities with populations of more than 20,000. Additional information
about U.S. and Connecticut Census data can be found on the web (www.census.gov).
Additional health-related measures are shown in Table 1.3.

There are 3,405,565 residents in Connecticut.

o

O O O O o

(]

Three counties, Fairfield, Hartford, and New
Haven, include 75% of all Connecticut residents.
They also include the highest percentage of black
(10.0-11.7%) and Hispanic (10.1-11.9%)
residents, the highest percentage that speak other
than English at home (17.7-23.9%), and the
highest percentage of foreign born (9.0-16.9%).

Fairfield County has the highest per capita income

The majority, 81.6%, are white (races can be
Hispanic or non-Hispanic), 9.1% black, 0.3%
American Indian, <0.1% Native Hawaiian,
2.2% classified themselves at “two or more
races”, and 9.4% Hispanic (of any race)
(note, discussion of race and ethnicity in
Methods section);

Alternatively, 77.5% are white (non-
Hispanic), and 8.7% are black (non-
Hispanic);

Hispanics constitute 9.4% of the population
in Connecticut (320,323). The majority of
Hispanics are Puerto Rican (194,443,
60.7%), followed by Mexican (23,484; 7.3%),

Figure 1.1: AIDS prevalence (PLWA) by Sex,
Race/Ethnicity, and Age at Diagnosis (per 100,000),
Connecticut, 2002.
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Cuban (7,101; 2.2%), and Others (95,292; 29.7%);

Foreign born - 10.9%;
Other than English at home -18.3%;

High school or more education - 84%;
Live below the poverty line - 7.9%;
Per capita income - $28,766.

There are 3,559 households that include
an unmarried male with a male partner.

Figure 1.2: AIDS Incidence by Sex, Race/Ethnicity, and Age at
Diagnosis (per 100,000), Connecticut, 2000.
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($38,350) and Windham County has the lowest ($20,443).

Census data is used by the surveillance system to make calculations of incidence and
prevalence in standard populations as described in the methods section. Figures 1.1 and
1.2 are two examples.
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Census Data for Cities (>20,000 Population)

Five cities have populations greater than 100,000: Bridgeport (139,529), New Haven
(123,626), Hartford (121,578), Stamford (117,083), Waterbury (107,271) (Table 1.2).

The three largest cities have majority populations of black and Hispanic: Bridgeport (31
% black, 32% Hispanic), New Haven (37% black, 21% Hispanic), Hartford (38% black,
41% Hispanic).

Cities under 50,000 tend to have very small black and Hispanic populations with several
notable exceptions:

o Windsor, with a population of 28,237, is 65% white, 27% black, and only 5%

Hispanic;

o Windham, with a population of 22,857, is 74% white, 27% Hispanic, and only 5%
black;

o0 New London, with a population of 25,671, is 63% white, 19% black, and 20%
Hispanic.

There are few American Indian and Alaskan Natives with 1.2% in Norwich and 0.8% in
Groton.

Asians are generally 1-4% of the population of towns (>20,000) with some exceptions.
Stamford (5.0%), Danbury (5.5%), Greenwich (5.2%), and Mansfield (7.2%).

Native Hawaiians and other Pacific Islanders range from less than 0.0% to 0.2% in
Groton.

“Other” race ranges from 0.3% to 26.5%. Notably, cities with high percentage of “other”
tend to have a higher percentage of Hispanics.

Few persons classify themselves as two or more races (0.9%-5.7%).

Of respondents in cities with >20,000 population, 7-40% speak other than English at
home with most cities above 10%.

The percentage with a high-school education or more ranges from 61%-96%, in Hartford
and Westport, respectively.

The percentage below the poverty line ranges from 2-31% and per capita income ranged
from $13,428 (Hartford) to $74,346 (Greenwich). Most cities are in the range of $20,000
to $40,000. There are five cities above $40,000: Glastonbury ($40,820), Fairfield
($43,670), Ridgefield ($51,795), Westport ($73,664) and Greenwich ($74,346). Four of
the five are in Fairfield County.
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Table 1.1: 2000 CENSUS DATA: Connecticut, Counties by Race/Ethnicity"***, and Socio-economic Characteristics.

Percent
Other

than High Persons
Black Two or Hisp English School below Per
or Al& NH& more or Foreign at or poverty capita
Population White AA®>  AN® Asian OPI® Other races® Latino® born home  more line income
Connecticut 3,405,565 81.6 9.1 03 24 <01 43 2.2 9.4 109 18.3 84.0 7.9$28,766
FAIRFIELD 882,567 79.3 10.0 02 33 <01 47 2.5 11.9 16.9 239 84.4 6.9$38,350
HARTFORD 857,183 76.9 11.7 02 24 <01 64 2.3 11.5 117 217 82.4 9.3$26,047
NEW HAVEN 824,008 794 11.3 02 23 <01 45 2.2 10.1 9.0 17.7 83.0 9.5$24,439
NEW LONDON 259,088 87.0 5.3 1.0 20 01 21 2.7 5.1 54 10.3 86.0 6.4 $24,678
LITCHFIELD 182,193 95.8 1.1 02 12 <01 07 1.1 2.1 5.4 8.2 85.9 4.5%$28,408
MIDDLESEX 155,071 984 44 02 16 <0.1 1.0 1.6 3.0 4.5 9.5 88.7 4.6 $28,251
TOLLAND 136,364 92.3 2.7 02 23 <01 1.1 1.4 2.8 59 10.0 89.2 5.6 $25,474
WINDHAM 109,091 91.3 1.9 05 0.8 <01 3.6 1.9 7.1 43 117 79.6 8.5%$20,443

'Census respondents had the option of selecting more than one race.
’Data shown includes persons reporting only one race. “Two or more” includes persons who selected more than one race.
*AA = African American; AI&AN = American Indian and Alaskan Native; NH&OPI = Native Hawaiian and other Pacific Islander.

*Race groups should add to ~100% (including “Two or more”). “Hispanic or Latino” is a separate category. Race data include Hispanic and
non-Hispanic. For example, 81.6% of Connecticut’s population is “White” (Hispanic and non-Hispanic), as shown in the table, but 77.5% are
White, non-Hispanic.
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Table 1.3: Selected Health Markers'? by Race/Ethnicity, Connecticut, 2001.

Race/Ethnicity
White Black  Hispanic

Low birth weight infants 6.3% 12.2% 8.2%
Teen births (per 1,000) 16.1 67.1 114.4
Chapter2
Chapter 3 Rate of non-elderly 9% 18% 23%
uninsured
Chapter 4 Poverty rate 6% 24% 31%

Median family income $40,770 $24,340 $15,390

Smoke cigarettes 20.1% 27.3% 17.1%

Heart disease deaths (per 240.2 285.1 118.7
100,000)

Cancer deaths (per 100,000) 193.8 223.8 69.4

Number of students receiving 1,630 2,451 2,374
services

at school-based health clinics?®

'Kaiser Family Foundation (www.statehealthfacts kff.org).
2Connecticut Department of Public Health. School Based Health Centers. 2000.
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In this section, Connecticut HIV/AIDS surveillance data will be described. Included are

sub-sections: 2.1 Cumulative AIDS Cases; 2.2
Trends in AIDS Cases; 2.3 Incidence of AIDS;
2.4 Trends in AIDS Deaths; 2.5 Persons
Living with AIDS, 2.6 HIV Surveillance; and,
2.7 HIV in Children.

AIDS was made reportable in 1981. HIV
infection in children (<13 years of age) and
persons co-infected with HIV and TB (of any
age) were made reportable in 1993. In 2002,
HIV in adults was made reportable.

Cumulative AIDS Cases

Since 1981, 12,783 cases of AIDS have been
reported (through December 2002). Of these,
6,285 (49.2%) have died (Table 2.1.1) and
6,498 are living with AIDS.

AIDS cases are disproportionately male.
Overall, 74% of AIDS cases are male
compared to 48% of the population (Figure
2.1.1).

AIDS cases are disproportionately black and
Hispanic. While 8.7% of the population is
black and 9.4% is Hispanic, 38% of AIDS
cases are black and 24% are Hispanic (Figure
2.1.2).

Cumulatively, 48.7% of AIDS cases are IDU,
22.4% are MSM, 3.4% are MSM/IDU, 16.8%
are heterosexual and 7.2% are other or
unknown. Only 1.5% (n=193) are in pediatric
patients (<13 years), the majority of whom
have resulted from perinatal transmission of
HIV (Table 2.1.2).

Among adult males the predominant risk
groups are IDU (48.7%) and MSM (30.9%)
and among females, IDU (51.6%) and
heterosexual (39.9%) (Figure 2.1.3).

While the majority of white males are MSM
(53.3%) and a minority are IDU (15.4%),
among black and Hispanic males the
proportions are approximately reversed with
15% MSM and 65% IDU (Table 2.1.2).

White and black females are more likely to be
IDU and Hispanic females are more likely to

Figure 2.1.1: The Percentage of Males/Females
in the General Population and AIDS Cases,
Connecticut, 2002.

Population AIDS Cases

‘8% ‘74%

Figure 2.1.2: The Percentage of Race/Ethnicity Categories
in the General Population and AIDS Cases,
Connecticut, 2002.

Population AIDS Cases

Figure 2.1.3: Cumulative Distribution of Adult
Male and Female AIDS Cases, by Risk Group,
Connecticut, 2000.
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be associated with heterosexual transmission (Table 2.1.2).
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2,863 AIDS cases have been reported with
MSM risk. Of these, 69.1% were white,
18.2% were black, 12.0% were Hispanic
(Table 2.1.2).

Among non-MSM males with risk known to
be either IDU or heterosexual exposure
(n=5,380), 78-88% are IDU and 12-22% are
heterosexual depending on race. Among
females with known risk (n=3,017), 48-62%
were IDU and 38-52% are heterosexual
depending on race (Table 2.1.2).

Figures 2.1.4 — 2.1.6 show the distribution
of AIDS cases in three age groups: 13-29,
30-49, and 50+ years at diagnosis, by sex,
race and risk group.

o0 Sex-— In all age groups the majority
of cases are male with the
percentage male increasing from
63% in the 13-29 age group to 82%
in the 50+ age group.

0 Race — The percentage of cases
that are Hispanic decreases with
increased age (34% to 17%) and
the percentage of white cases
increases with age (32% to 47%).
The percentage black remains
approximately constant in all the
age groups (33% to 39%).

o Risk-IDU risk is highest in all age
groups (40%, 54%, 32%).

Tables 2.1.2 and 2.1.3 show detailed

cumulative AIDS case data by sex, race,
risk group, and age group.
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Figure 2.1.4: Cumulative AIDS Cases by Sex,
and Age at Diagnosis, Connecticut, 2002.
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Figure 2.1.5: Cumulative AIDS Cases by Race,
and Age at Diagnosis, Connecticut, 2002.
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Figure 2.1.6: Cumulative AIDS Cases by Risk Group,
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and Age at Diagnosis, Connecticut, 2002.
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Table 2.1.1: HIV/AIDS Surveillance Data by Year of Report, Diagnosis, Death, Prevalence,
Connecticut, 1980-2002.

Reporte HIV Prevalent
d Diagnosed AIDS Prevalent  Prevalent Deaths HIV or
Year' AIDS AIDS Deaths®* AIDS* HIV>® 234,56 AIDS**®
80 0 1 1 0 - - -
81 2 7 1 6 - - -
82 7 14 1 19 - - -
83 22 27 9 37 - - -
84 54 79 10 106 - - -
85 85 134 42 198 - - -
86 174 242 85 355 - - -
87 278 337 147 545 - - -
88 401 423 197 771 - - -
89 446 534 242 1,063 - - -
90 427 614 311 1,366 - - -
91 531 885 333 1,918 - - -
92 694 1,196 405 2,709 - - -
93 1,759 1,609 540 3,778 - - -
94 961 1,106 650 4,234 - - -
95 1,565 1,214 691 4,757 - - -
96 1,104 1,097 778 5,076 - - -
97 1,197 795 551 5,320 - - -
98 661 583 285 5,618 - - -
99 598 542 273 5,887 - - -
00 604 506 267 6,126 - - -
01 587 433 250 6,309 - - -
02 626 405 216 6,498 370 4 6,868
TOTALS 12,783 12,783 6,285 370

'Data in recent years is incomplete due to delay in the reporting of cases and/or deaths.

’Deaths in 2002 represent only partial reporting from the DPH Vital Records Section.

®Death data is obtained from death certificates or health-care providers. Deaths due to HIV/AIDS related
illness that do not list HIV/AIDS as a cause of death or that occur out-of-state may not be included.
Deaths due to non-HIV/AIDS causes (i.e. auto accident, drug overdose) may not be included.

*Prevalent cases are persons living with AIDS or HIV, or whose mortality status is unknown. May include
persons who have moved out of state or persons who have died of non-HIV/AIDS related causes.

°HIV infection became a reportable disease in Connecticut on January 1, 2002.

®A person with HIV infection who has not developed AIDS.
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Table 2.1.2: Cumulative Reported AIDS Cases by Sex, Race, and Risk Group, Connecticut, 1980-2002.

Risk

MSM IDU MSM/IDU Hetero Oth/Unk Pedi Total

% % % % %

of of % of of of of
row row row row row row % of
N total N total N total N total N total N total N total
Male  White 1,977 53.3 1,011 27.3 177 4.8 228 6.2 302 8.1 11 0.3 3,706 29.0
Black 522 154 2,042 60.3 158 4.7 399 11.8 203 6.0 60 1.8 3,384 265
Hispanic 343 153 1,448 64.5 97 43 192 8.6 134 6.0 30 1.3 2244 176
Other 21 44.7 14 29.8 -- -- 7 149 5 10.6 - - 47 04
Female White - - 541 53.9 - - 333 33.2 118 11.8 12 1.2 1,004 7.9
Black - - 770 52.6 - - 560 38.3 85 5.8 49 33 1,464 115
Hispanic - - 390 42.3 -- -- 423 45.9 78 8.5 30 3.3 921 7.2
Other - - 7 53.8 -- -- 5 38.5 - - 1 7.7 13 041
White 1,977 420 1,552 33.0 177 3.8 561 11.9 420 8.9 23 05 4,710 36.8
Black 522 10.8 2,812 58.0 158 3.3 959 19.8 288 5.9 109 2.2 4,848 37.9
Hispanic 343 10.8 1,838 58.1 97 3.1 615 19.4 212 6.7 60 1.9 3,165 24.8
Other 21 35.0 21 350 - - 12 20.0 5 8.3 1 17 60 05
Total 100.

2,863 224 6,223 48.7 432 34 2,147 16.8 9256 7.2 193 1.5 12,783 0
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Table 2.1.3: Cumulative Reported AIDS Cases by Sex, Race, and Age Group, Connecticut, 1980-2002.
Age Group

0-12 13-19 20-29 30-39 40-49 50+ Total

% % % % % %

of of of of of of
row row row row row row % of
N total N total N total N total N total N total N total
Male  White 10 0.3 9 0.2 387 104 1,592 43.0 1,144 30.9 564 15.2 3,706 29.0
Black 54 1.6 6 0.2 327 9.7 1,457 431 1,143 33.8 397 11.7 3,384 26.5
Hispanic 29 13 8 04 375 16.7 1,076 48.0 574 25.6 182 8.1 2,244 17.6
Other -- -- - - 8 17.0 21 447 13 27.7 5 10.6 47 04
Female White 11 1.1 8 0.8 167 16.6 447 44.5 278 27.7 93 93 1,004 7.9
Black 48 3.3 12 0.8 243 16.6 714 48.8 337 23.0 110 75 1,464 11.5
Hispanic 27 29 9 1.0 213 23.1 411 44.6 210 22.8 51 55 921 7.2
Other 1 7.7 - - 1 7.7 9 69.2 1 7.7 1 7.7 13 0.1
Male 93 1.0 23 0.2 1,097 11.7 4,146 442 2,874 306 1,148 122 9,381 734
Female 87 26 29 0.9 624 18.3 1,581 46.5 826 24.3 255 7.5 3,402 26.6
Total 180 1.4 52 04 1,721 135 5,727 448 3,700 289 1,403 11.0 12,783 100.
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2.2

Trends in AIDS Cases

The trend in the number of AIDS cases
reported and diagnosed is shown in Table
2.1.1 in the previous section.

The first reported AIDS case was in 1981.
The maximum number of AIDS cases was
reported in 1993 (n=1,759). The trend in
reported AIDS cases has leveled off at
about 600 per year for the past five years
(range 587-661) (Table 2.2.1).

Trends in the AIDS epidemic have been
very gradual. (Figure 2.2.1 — 2.2.3). Over
the past ten years the following trends are
notable:

0 The percentage of cases that are
female has increased about 5-10%
(Figure 2.2.1).

0 The percentage of white cases has
increased about 10% from 33% to
40-45%. The percentage of black
cases has decreased from
approximately 40% to about 25%.
The percentage of Hispanic cases
has increased from about 25% to
about 30% (Figure 2.2.2).

0 Risk group data after 2000 should be

interpreted cautiously due to a high
percentage of cases with “no
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Figure 2.2.1: Trend in AIDS Cases by Sex,
Connecticut, 1993 — 2002.
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Figure 2.2.2: Trend in AIDS Cases by Race,
Connecticut, 1993-2002.
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reported risk” (15.6% in 2000) (Figure
2.2.3). Recent trends (to 2000) show
a decline in percentage of cases that
are IDU although it remains
predominant (about 60% to 40%).
Heterosexual transmission has
increased from about 15% in 1993 to
25% in 2000. The percentage of
cases that are MSM has decreased 0 ‘
from about 200/0 tO 15% 93 94 95 96 97 98 99 00 01 02
Heterosexual risk has increased from Yosr of Repert

about 15% to 25%.

Figure 2.2.3: Trend in AIDS Cases by Risk
Group, Connecticut, 1993-2002.
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o Trends by age group are shown in
Figure 2.2.4 and suggest a gradual
increase in the age of newly
diagnosed cases. While the percentage of cases in the 20-29 and 30-39 age
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groups has been decreasing, the percentage of cases that are in the 40-49 and
50+ age groups has been increasing. This change has been about 10
percentage points over the past ten years. This shift in age distribution could be
due to delay in AIDS diagnosis because of successful treatment, a trend to older
age at HIV infection, or a combination of the two.

Detailed trend data in males and females by race and risk group are found in
Tables 2.2.3 and 2.2.4.

Figure 2.2.4: Trend in AIDS Cases by Age
Group, Connecticut, 1993 — 2002.
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Table 2.2.1: AIDS Cases by Year of Report, Sex, Race, and Risk Group, Connecticut, 1980-2002.
Sex Race/Ethnicity Risk Group
Male Female White Black Hispanic Other MSM IDU MSM/IDU Hetero Oth/Unk Pedi

%of %of %of % of % of % of % of % of % of % of % of % of
Total Total Total Total Total Total Total Total Total Total Total Total Total

1980-92 3,121 794 206 422 39.2 18.1 0.5 341 427 49 116 39 27
1993 1,759 752 248 335 412 246 0.7 20.7 574 44 141 19 14
1994 961 742 258 333 415 246 06 20.8 53.0 3.5 177 23 27
1995 1,565 742 258 33.2 395 26.8 05 20.3 553 3.1 16.0 40 12
1996 1,104 719 281 33.2 399 265 05 164 525 28 207 59 1.7
1997 1,197 703 29.7 31.8 43.0 249 03 17.1 541 3.1 212 42 03
1998 661 702 29.8 36.6 357 274 03 20.1 451 26 26.2 57 0.3
1999 598 68.7 313 39.6 30.3 294 0.7 20.2 40.0 1.5 253 1.7 1.3
2000 604 624 376 359 31.8 32.1 0.2 144 439 1.3 242 156 0.7
2001 587 652 348 451 256 290 03 15.7 433 1.7 143 249 0.2
2002 626 695 30.5 40.7 26.8 32.1 0.3 155 353 0.8 126 355 03
Total 12,783 734 266 36.8 37.9 248 05 224 487 34 16.8 72 1.5
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Table 2.2.2: AIDS Cases by Year of Report, and Age at
Diagnosis with AIDS, Connecticut, 1980-2002.

Age when diagnosed with AIDS

13- 20- 30- 40-
0-12 19 29 39 49 50+

% of % of % of % of % of % of
Total Total Total Total Total Total Total

1980-92 3,121 27 03 181 46.5 220 104

1993 1,759 14 06 153 465 272 9.0
1994 961 25 04 128 485 265 93
1995 1,565 1.2 0.3 128 482 288 8.8
1996 1,104 1.7 0.6 13.0 455 293 10.0
1997 1,197 02 05 113 436 338 10.7
1998 661 02 03 115 46.1 312 10.7
1999 508 05 08 85 401 36.1 13.9
2000 604 03 08 99 346 371 17.2
2001 587 - 02 92 412 339 155
2002 625 0.3 - 7.0 346 411 17.0
Total 12,782 14 04 135 448 289 11.0
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Table 2.2.3: AIDS in Adult Males by Year of Report, Race, and Risk Group, Connecticut, 1980-2002.
Year of Report
1980-1997 1998 1999 2000 2001 2002 Total
% of % of % of % of % of % of
risk risk risk risk risk risk % of
N total N total N total N total N total N total Total Total
MSM White 1,604 68.8 93 69.9 79 65.3 57 65.5 71 77.2 73 753 1,977 21.3
Black 452 194 23 17.3 15 124 16 184 8 8.7 8 82 522 5.6
Hispanic 259 111 17 12.8 27 22.3 13 14.9 12 13.0 15 155 343 3.7
Other 18 0.8 -- -- -- -- 1 11 1 11 1 1.0 21 0.2
Risk Total 2,333 100. 133 100. 121 100. 87 100. 92 100. 97 100. 2,863 30.9
IDU

White 745 20.5 63 294 49 29.7 46 27.2 65 36.7 43 26.7 1,011 10.9
Black 1,758 48.4 80 374 57 345 54 32.0 50 28.2 43 26.7 2,042 22.0
Hispanic 1,113 30.7 71 33.2 58 35.2 69 40.8 62 35.0 75 46.6 1,448 15.6
Other 13 04 -- -- 1 0.6 - -- -- -- -- -- 14 0.2
Risk Total 3,629 100. 214 100. 165 100. 169 100. 177 100. 161 100. 4,515 487

MSM/IDU
White 152 39.7 7 412 5 55.6 3 375 8 80.0 2 40.0 177 1.9
Black 146 38.1 5 294 2 222 3 375 -- -- 2 40.0 158 1.7
Hispanic 85 22.2 5 294 2 222 2 250 2 20.0 1 20.0 97 1.0
Risk Total 383 100. 17 100. 9 100. 8 100. 10 100. 5 100. 432 4.7
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Year of Report
1980-1997 1998 1999 2000 2001 2002 Total
% of % of % of % of % of % of
risk risk risk risk risk risk % of
N total N total N total N total N total N total Total Total
Hetero
White 161 27.3 19 26.4 23 39.7 11 21.2 7 28.0 7 241 228 25
Black 306 51.9 31 431 17 29.3 24 46.2 7 28.0 14 48.3 399 43
Hispanic 119 20.2 20 27.8 17 29.3 17 32.7 11 44.0 8 276 192 21
Other 4 0.7 2 28 1 17 - -- -- -- -- -- 7 041
Risk Total 590 100. 72 100. 58 100. 52 100. 25 100. 29 100 826 8.9
Oth/Unk
White 167 59.0 5 185 22 40.7 28 48.3 26 32.9 54 37.8 302 3.3
Black 79 279 16 59.3 15 27.8 16 27.6 31 39.2 46 32.2 203 2.2
Hispanic 36 12.7 6 222 15 27.8 14 241 21 26.6 42 29.4 134 14
Other 1 04 -- -- 2 37 -- -- 1 13 1 07 5 01
Risk Total 283 100. 27 100. 54 100. 58 100. 79 100. 143 100. 644 6.9
Total 7,218 100. 463 100. 407 100. 374 100. 383 100. 435 100. 9,280 100.
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Table 2.2.4: AIDS in Adult Females by Year of Report, Race and Risk Group, Connecticut, 1982-2002.

Year of Report
1980-1997 1998 1999 2000 2001 2002 Total
% of % of % of % of % of % of
risk risk risk risk risk risk % of
N total N total N total N total N total N total Total Total
IDU White 383 29.1 25 29.8 27 36.5 35 36.5 43 55.8 28 46.7 541 16.3
Black 645 49.0 37 440 28 37.8 29 30.2 17 22.1 14 23.3 770 23.3
Hispanic 282 21.4 22 26.2 19 25.7 32 33.3 17 221 18 30.0 390 11.8
Other 7 05 - - - - - - - - - -- 7 02
Risk Total 1,317 100. 84 100. 74 100. 96 100. 77 100. 60 100. 1,708 51.6
Hetero
White 220 23.8 26 25.7 25 26.9 27 28.7 15 254 20 40.0 333 10.1
Black 413 447 39 38.6 39 41.9 35 37.2 19 32.2 15 30.0 560 16.9
Hispanic 286 31.0 36 35.6 29 31.2 32 34.0 25 424 15 30.0 423 12.8
Other 5 05 -- - - - - - - - - -- 5 02
Risk Total 924 100. 101 100. 93 100. 94 100. 59 100. 50 100. 1,321 39.9
Oth/Unk
White 41 56.9 4 36.4 6 375 9 250 30 44.8 28 354 118 3.6
Black 22 30.6 3 273 3 18.8 14 38.9 18 26.9 25 31.6 85 26
Hispanic 9 125 4 36.4 7 43.8 13 36.1 19 28.4 26 32.9 78 24
Risk Total 72 100. 11 100. 16 100. 36 100. 67 100. 79 100. 281 85
Total 2,313 100. 196 100. 183 100. 226 100. 203 100. 189 100. 3,310 100.
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Table 2.2.5: AIDS Cases 13-29 Years at Diagnosis by Year of Report, Sex, Race, and Risk Group,
Connecticut, 1980-2002.

Sex Race/Ethnicity Risk Group
Male Female White Black Hispanic Other MSM IDU MSM/IDU Hetero Oth/Unk

%of %of %of % of % of % of % of % of % of % of % of
Total Total Total Total Total Total Total Total Total Total Total Total

Report Year

1980-92 573 70.0 30.0 37.2 36.3 26.2 03 356 38.2 58 17.3 3.1
1993 279 616 384 308 333 344 14 229 491 6.8 19.0 2.2
1994 125 60.0 40.0 320 33.6 336 08 232 39.2 6.4 28.0 3.2
1995 204 627 373 265 343 39.2 -- 255 40.7 25 265 4.9
1996 150 66.7 33.3 327 28.0 39.3 -- 27.3 393 47 253 3.3
1997 139 554 446 309 33.1 36.0 -- 223 453 22 259 4.3
1998 77 545 455 299 312 39.0 - 26.0 29.9 1.3 28.6 14.3
1999 51 60.8 39.2 235 314 43.1 20 216 275 39 294 17.6
2000 63 429 571 317 254 42.9 - 95 365 - 38.1 15.9
2001 54 556 444 296 27.8 40.7 1.9 222 296 - 241 241
2002 44 659 341 295 18.2 52.3 - 25.0 27.3 - 114 36.4
Total 1,759 63.2 36.8 323 33.0 342 05 273 397 44 224 6.1
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Table 2.2.6: AIDS Cases 30-49 Years at Diagnosis by Year of Report, Sex, Race, and Risk Group,
Connecticut, 1980-2002.

Sex Race/Ethnicity Risk Group
Male Female White Black Hispanic Other MSM IDU MSM/IDU Hetero Oth/Unk

%of %of %of % of % of % of % of % of % of % of % of
Total Total Total Total Total Total Total Total Total Total Total Total

Report Year

1980-92 2,140 821 179 417 405 17.3 0.6 33.2 49.0 55 10.2 21
1993 1,296 77.2 228 34.0 423 232 05 193 627 42 123 1.5
1994 721 76.7 233 33.6 433 227 04 20.0 601 29 154 1.7
1995 1,205 752 248 33.6 39.7 26.1 0.6 185 60.8 35 1338 3.4
1996 825 73.3 26.7 331 40.8 255 0.6 14.9 59.0 28 183 5.0
1997 926 71.2 28.8 31.2 4338 247 0.2 16.0 57.6 36 194 3.5
1998 511 714 286 37.2 364 26.0 04 184 495 31 239 5.1
1999 456 68.6 314 410 296 289 04 219 425 1.3 228 11.4
2000 433 60.7 39.3 346 33.0 32.1 0.2 15.7 47.6 14 217 13.6
2001 441 639 36.1 449 26.3 286 0.2 134 46.0 20 136 24.9
2002 473 67.2 328 412 26.2 32.1 04 152 36.8 1.1 123 34.7
Total 9,427 745 255 36.7 38.7 241 0.5 211 53.9 35 151 6.4
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Table 2.2.7: AIDS Cases 50+ Years at Diagnosis by Year of Report, Sex, Race, and Risk Group,
Connecticut, 1980-2002.

Sex Race/Ethnicity Risk Group
Male Female White Black Hispanic Other MSM IDU MSM/IDU Hetero Oth/Unk

%of %of %of % of % of % of % of % of % of % of % of
Total Total Total Total Total Total Total Total Total Total Total Total

Report Year

1980-92 324 849 151 62.7 30.2 6.8 03 463 204 1.2 14.2 17.9
1993 159 86.2 13.8 39.6 428 170 06 314 37.7 31 226 5.0
1994 89 798 20.2 404 382 202 11 30.3 30.3 56 27.0 6.7
1995 138 855 145 406 44.9 13.8 0.7 312 36.2 1.4 225 8.7
1996 110 72.7 27.3 382 455 16.4 -- 15,5 309 09 355 17.3
1997 128 82.0 18.0 36.7 47.7 148 0.8 20.3 39.8 0.8 29.7 9.4
1998 71 789 211 408 338 254 - 26.8 31.0 - 40.8 1.4
1999 83 759 241 446 30.1 24 1 1.2 12.0 37.3 1.2 38.6 10.8
2000 104 80.8 19.2 442 30.8 25.0 - 125 346 1.9 26.9 24.0
2001 91 780 22.0 56.0 20.9 23.1 -- 231 385 1.1 12.1 25.3
2002 106 83.0 17.0 443 32.1 23.6 - 13.2 321 - 151 39.6
Total 1,403 818 18.2 46.8 36.1 166 04 278 31.8 1.6 235 15.3
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Incidence of AIDS

For surveillance purposes, diagnosis of AIDS is considered an incident AIDS case. Due
to delay in reporting, the number of diagnosed cases in recent years can be artificially
low (Figure 2.3.1).

Calculating incidence is explained in the Methods section. Using incidence rates allows
direct comparison of risk in different groups.

Table 2.3.1 shows AIDS case rates by race/ethnicity and sex. The overall rate of AIDS in
Connecticut in 2000 was 15.3 newly diagnosed cases per 100,000 population. The rate
was highest in blacks (55.5/100,000) and Hispanics (48.7/100,000). There are
differences by sex, with male rates highest in all race categories. It is noteworthy that,
although the highest number of cases is in white males (n=124), the risk of AIDS, as
evidenced by the higher rate, is higher in both black and Hispanic males and females.

Differences in rates are also shown in Figure 2.3.2. The incidence of AIDS in 2000 is
compared for various sex and race/ethnicity groups by age group. AIDS incidence is
highest in Hispanic and black males in the 40-49 years age group (200-250/100,000).
Among females, incidence in 2000 was highest in blacks and Hispanics in the 30-49 age
groups (100-150/100,000). In contrast to the dramatic difference in incidence between
males and females in the older age groups, incidence in the 30-39 age group is only
slightly higher in black and Hispanic males compared to females. Incidence in white
males and females is very low in all age groups (<25/100,000).

Figure 2.3.1: Trends in AIDS Cases, by Year of
Diagnosis and Report, Connecticut, 1990-2002.
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Table 2.3.1: AIDS Diagnosis and Rates per 100,000 Population, by Race and
Sex, Connecticut, 2000.

Males Females Total

Race/ethnicity N % Rate N % Rate N % Rate
White (non-

Hispanic) 124 39% 9.4 64 34% 4.9 188 37% 7.1
Black (non-

Hispanic) 97 30% 65.6 67 35% 45.3 164 32%  55.5
Hispanic 98 31% 61.2 58 31% 36.2 156 31%  48.7
Asian/OP!' 2 1% 49 0 0% 0.0 2 0% 0.6
Al/AN? 0 0% 0.0 0 0% 0.0 0 0% 0.0
Total 321 100% 19.2 189 100% 11.3 510 100%  15.3

'Other Pacific Islanders.
2American Indians and Alaskan Natives

Figure 2.3.2: AIDS Incidence by Sex, Race/Ethnicity, and Age
at Diagnosis (per 100,000), Connecticut, 2000.
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People Living with AIDS (Prevalence)

It is estimated that 16,200 to 18,000 people with HIV infection (AIDS and non-AIDS) are
living in Connecticut (Table 2.5.1). There are 6,498 people reported to be living with
AIDS (PLWA) who were residents of Connecticut at the time of diagnosis. Of these,
5,995 are not known to have moved out of Connecticut. A total of 69.4% are male,
30.6% are female. Approximately one-third are white (34.3%), black (36.2%) and
Hispanic (29.0%). Nearly half, 49.2%, are associated with IDU risk, 17.9% with MSM
and 19.5% with heterosexual risk (Table 2.5.2).

Less than 5% of the persons living with AIDS are less than 30 years of age, 25% are 30-
39, approximately half of PLWA are 40-49, and 25% are 50+ years (Table 2.5.3). None of
the cities shown in Table 2.5.2 have appreciable numbers of PLWA under the age of 30.

Most, 82.5%, PLWA live in the 15 largest cities in Connecticut, with 17.5% living in all
other towns (Table 2.5.2). Two cities, Hartford and New Haven, have over 1,000 PLWA.
The most populous city, Bridgeport, has 678 PLWA.

In several cities, over 50% of PLWA are IDU: Hartford (62.7%), Windham (56.2%),
Waterbury (54.4%), New Haven (53.8%), and Bridgeport (50.7%).

Notably, MSM is highest in the aggregate analysis of smaller towns not specifically listed
(35.5% of cases). Also, in the smaller towns, 74.1% of PLWA are white and 30.8% are
50+ years of age (25.1% of PLWA overall are 50+) (Tables 2.5.2 and 2.5.3).

» Figure 2.5.2 shows a comparison of racial/ethnicity gender groups by age group per
100,000 population. The highest prevalence is in blacks and Hispanic males ranging
from 500 to over 3,000 per 100,000 depending on age group.

Figure 2.5.1: AIDS Prevalence (PLWA) by Sex,
Race/Ethnicity, and Age at Diagnosis (per 100,000),
Connecticut, 2002.
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Table 2.5.1: Estimated' Number of People Living with HIV Infection,?
Connecticut, 2000.

At the end of 2000, the

estimated number of

people infected with HIV

in the United States (HIV

and AIDS)*: 850,000 — 950,000

At the end of 2000, the

reported number of

people living with AIDS in

the United States®: 323,000

At the end of 2000, the

reported number of

people living with AIDS in

Connecticut*: 6,100

Percentage of people in
the U.S. living with AIDS
that are in Connecticut: (6,100/323,000) X 100 = 1.9%

Estimate of the number of Lower limit:
people living with HIV

! N — 1.9% X 850,000 = 16,200
infection in Connecticut:
Upper limit:
1.9% X 950,000 = 18,000

'Estimated as recommended by Integrated Guidelines for Developing
Epidemiologic Profiles. CDC. Draft. 2003.

HIV infection includes persons with HIV and AIDS, reported and not reported.
*CDC. HIV/AIDS Surveillance Report 2000: 12: 1-48.
*Table 2.1.1.
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Table 2.5.2: People Living with AIDS (PLWA; Prevalent Cases') by City of Residence at Diagnosis, Risk Group, Race,
and Sex, Connecticut, 2002.

Sex Race/Ethnicity Risk Group
Male Female White Black Hispanic Other MSM IDU MSM/IDU Hetero Oth/Unk Pedi
%of %of %of %of %of %of %of % of % of % of % of % of

Total Total Total Total Total Total Total Total Total Total Total Total Total
BRIDGEPORT 678 656 344 211 423 36.3 03 119 50.7 27 206 13.0 1.0
DANBURY 110 76.4 236 545 236 209 09 227 391 27 236 109 0.9
EAST HARTFORD 82 659 341 402 354 244 - 18.3 439 24 28.0 7.3 -
HARTFORD 1,318 706 294 146 37.8 473 03 105 627 29 156 70 1.3
MERIDEN 96 70.8 29.2 29.2 1838 52.1 - 24.0 40.6 3.1 250 6.3 1.0
MIDDLETOWN 70 714 286 50.0 329 171 - 171 40.0 29 229 17.1 -
NEW BRITAIN 184 723 27.7 33.7 14.1 52.2 -- 20.1 495 0.5 201 92 05
NEW HAVEN 1,063 66.2 33.8 236 552 209 0.3 13.8 53.8 28 193 7.8 24
NEW LONDON 138 63.8 36.2 312 34.1 326 22 145 493 3.6 232 80 14
NORWALK 218 69.7 30.3 431 431 128 0.9 21.1 404 14 243 1.0 1.8
NORWICH 66 545 455 606 2838 10.6 - 152 424 1.5 273 13.6 --
STAMFORD 356 69.9 301 29.2 534 16.3 1.1 219 37.9 1.4 219 143 25
WATERBURY 397 627 373 30.7 312 378 03 11.8 544 23 212 86 1.8
WEST HAVEN 98 61.2 388 418 4138 16.3 - 143 429 1.0 245 153 2.0
WINDHAM 73 60.3 397 384 164 45.2 - 8.2 56.2 27 192 123 14
All Other Towns 1,048 77.7 223 741 143 106 1.0 356 33.6 25 180 95 0.8
Total 5,995 694 30.6 34.3 36.2 290 05 179 492 25 195 95 14

Chapter 5 'Includes only cases non known to be dead, and not known to be currently living outside of Connecticut
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Table 2.5.3: People Living with AIDS (PLWA; Prevalent Cases') by
City of Residence at Diagnosis and Current Age,
Connecticut, 2002.

Age as of December 31, 2002
0-12 13-19 20-29 30-39 40-49 50+

%of %of %of %of %of % of
Total Total Total Total Total Total Total

BRIDGEPORT 678 04 06 22 257 496 215
DANBURY 110 0.9 - 09 264 464 255
EAST HARTFORD 82 - - 24 329 451 195
HARTFORD 1,318 0.7 0.7 1.6 287 458 225
MERIDEN 9% 1.0 - 42 240 46.9 240
MIDDLETOWN 70 -- - - 114 700 18.6
NEW BRITAIN 184 - 05 43 288 435 228
NEW HAVEN 1,063 14 09 22 246 452 257
NEW LONDON 138 - 14 22 217 522 225
NORWALK 218 05 14 3.7 239 404 303
NORWICH 66 -- - 15 303 53.0 15.2
STAMFORD 356 1.1 14 22 225 475 253
WATERBURY 397 08 08 20 257 461 247
WEST HAVEN 98 - 10 20 276 357 337
WINDHAM 73 -- - 41 260 521 178
All Other Towns 1,048 03 02 15 222 449 308
Total 595 07 07 21 253 46.3 251

'Includes only cases not known to be dead, and not known to be currently
living outside of Connecticut
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HIV Surveillance

HIV infection in adults was made reportable in January 2002. The reader should realize
that because these data are from one year of surveillance activities, one or two
additional years of data will be necessary to draw firmer conclusions and establish
trends.

In the first year of reporting, 374 cases of HIV infection in adults were reported. Note,
that many additional cases of HIV infection were reported that were subsequently
determined to have AIDS. The 374 cases reported in 2002 represent the number of HIV
cases not known to meet the AIDS case definition at the end of 2002.

Of the 374 HIV cases reported in 2002:

0 56.7% were male and 43.3% were female. Although the number of cases
reported was small, the percentage of females was higher than males in two of
the larger cities: Norwalk (n = 9 reported cases; 66.7% female) and Waterbury (n
= 21; 57.1% female);

o 31.0% were white, 27.5% were black, and 40.4% were Hispanic. Black was the
majority in Norwalk (n=9; 55.6% black) and Hispanic was highest in Hartford
(n=95; 55.8% Hispanic), New Britain (n=24; 66.7% Hispanic), and Waterbury
(n=21; 52.4% Hispanic);

o Only one case of HIV was reported in the 13-19 age group with 25.1% of HIV
cases in the 20-29 age group. This varied by race/ethnicity and sex with 13.7% of
white males, 26% of black males and 25.3% of Hispanic male cases in the 20-29
age group. Hispanic males are more likely to be younger then white or black
males, but this did not hold for Hispanic females;

0 95 (25.4%) were residents of Hartford, 54 (14.4%) from New Haven, and 53
(14.2%) from Bridgeport;

o Little can be concluded about risk group because of the high proportion of cases
with “risk not reported;”

o0 Comparison of HIV and AIDS: HIV cases reported in 2002 are compared with
AIDS cases reported in 2002 in Table 2.6.4. HIV cases were more likely to be
female (43.3% vs. 30.5%), Hispanic (40.4% vs. 32.1%), and younger (25.1% 20-
29 vs. 7% and 7.5% 50+ vs. 16.9%).
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Table 2.6.1: HIV' (not AIDS) Cases by City of Residence at Diagnosis, Risk Group, Race, and Sex,
Connecticut, 2002.
Sex Race/Ethnicity Risk Group
Male Female White Black Hispanic Other MSM IDU MSM/IDU Hetero Oth/Unk Pedi
% of % of % of % of % of  %of %of % of % of % of % of % of
Total Total Total Total Total Total Total Total Total Total Total Total  Total
BRIDGEPORT 53 56.6 43.4 20.8 34.0 453 -- 7.5 28.3 3.8 11.3 49.1 --
HARTFORD 95 57.9 42 .1 18.9 253 55.8 -- 6.3 442 -- 6.3 43.2 --
NEW BRITAIN 24 70.8 29.2 25.0 8.3 66.7 -- -- 333 -- 16.7 50.0 --
NEW HAVEN
54 53.7 46.3 389 37.0 20.4 3.7 13.0 33.3 1.9 7.4 44 .4 --
NORWALK
9 33.3 66.7 -- 556 33.3 11.1 - 222 -- 11.1 66.7 --
STAMFORD 13 61.5 38.5 38.5 30.8 30.8 -- 30.8 30.8 -- 15.4 23.1 --
WATERBURY 21 42.9 57.1 33.3 143 524 -- - 38.1 -- 14.3 47.6 --
All Other Towns
105 58.1 41.9 457 25.7 27.6 1.0 181 16.2 1.0 8.6 55.2 1.0
Total
374 56.7 43.3 31.0 27.5 40.4 1.1 10.7 305 1.1 94 48.1 0.3

'HIV became a reportable disease in Connecticut on January 1, 2002.
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Table 2.6.2: Comparison of HIV and AIDS Cases by Sex,
Race Age Group, and Risk Group, Connecticut, 2002.

2002 2002 Total
HIV'2 AIDS AIDS
Sex
Male 56.7 69.5 73.4
Female 43.3 30.5 26.6
Race/ethnicity
White 31.0 40.7 36.8
Black 27.5 26.8 37.9
Hispanic 40.4 321 24.8
Other race® 1.1 0.3 0.2
Age group*
0-12 years 0.3 0.5 1.4
13-19 0.3 0 0.4
20-29 25.1 7.0 13.5
30-39 38.0 34.5 44.8
40-49 28.9 411 28.9
50 and over 7.5 16.9 11.0
Risk Group
MSM 10.7 15.5 22.4
IDU 30.5 35.3 48.7
MSM/IDU 1.1 0.8 3.4
Hetero 9.4 12.6 16.8
Other/risk not reported 48.1 35.3 6.2
Number of reported 374 626 12,783
cases

'Persons with HIV infection who have not developed AIDS.

HIV infection became a reportable disease in Connecticut on January 1,
2002.

*Other” race combines the Asian, American Indian, Other and Unknown Race
categories.

4Age when the case was reported to DPH.
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HIV in Children

HIV infection in children (<13 years of
age) has been reportable since 1993.
Each case of HIV infection or
exposure at birth is followed-up by
DPH staff to collect detailed case
information about the mother and
child, and potential barriers to
prevention. Table 2.7.1 shows a trend
in the number of HIV exposures at
childbirth and the proportion of
children who are infected.

Nationally, and in Connecticut, the rate
of perinatal HIV infection has
decreased by over 80% since 1993.
This is due to prenatal HIV testing of
pregnant women, the appropriate use
of antiretroviral treatment, obstetric
procedures designed to limit newborn
exposure to blood during delivery, and
instruction against breastfeeding.

In Connecticut, legislation was
implemented in October 1999
mandating maternal HIV status be
known at delivery, either through
testing the mother during prenatal care
or labor, or the newborn. Figure 2.7.1
shows the trend in the rate of HIV
testing in pregnant women during this
time. Figure 2.7.2 shows a
comparison of selected outcome
measures of perinatal HIV prevention
in 1999 and 2000.
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Figure 2.7.1: Audit of Medical Records
Percentage of Pregnant Women HIV Tested,
Connecticut, 1996 and 1999
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Figure 2.7.2: Enhanced Perinatal HIV Surveillance
HIV Exposures During First Nine Months of
1999 and 2000, Connecticut
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Since 1981, 286 children (<13 years of age) have been reported with HIV or AIDS. Of
these, 97.2% have been due to perinatal exposure, 2.1% were hemophilia or
transfusion, and 0.7% are unknown. Since 1995, 100% of pediatric HIV infections have

been due to perinatal exposure.

Since 1995, 521 perinatal HIV exposures have been reported (average 65 per year) with
23 (4.4%) HIV infections, 413 (79.3%) HIV negatives confirmed, 59 (11.3%) pending,
and 26 (5.0%) unknown. Of these 521 cases of perinatal exposure, 106 (20.3%) were
white, 247 (47.4%) were black, 166 (31.9%) were Hispanic, and 2 (0.4%) were unknown

or other.
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Section 3:  Community Planning Group Regions

There are seven CPG regions in Connecticut; six are regional based on one or more
counties and one is composed of Department of Corrections (DOC) facilities (Figure
3.1).

Tables 3.1 — 3.5 compare CPG regions by cumulative AIDS cases, HIV cases, and
PLWA. Trends in each CPG region are shown in subsequent sections.

0 The majority (79.0%) of reported AIDS cases come from three CPG regions:
North-Central, South-Central and South-West. CPG regions with higher numbers
of cases are more likely to have higher proportions of blacks and Hispanics in
their populations.

0 Except for one, IDU is the predominant risk group in all CPG regions (84.8% to
38.1%). The exception is the North-West region which, of 182 total cases
reported, 52.7% are MSM and 17.6% IDU. This region also has the highest level
of “no risk reported” (15.4%) and the highest percentage of cases that are 50+
years of age at diagnosis (24.2%). The DOC region has the highest percentage
of IDU and lowest percentage of MSM.

0 Four CPG regions have over 1,000 PLWA: Department of Corrections, North-
Central, South-Central, and South-West. The remaining regions include only 479
(7.7%) adults known to be living with AIDS.

0 The number of HIV cases is too small to form definite conclusions about the
distribution of cases except to say that a large majority of cases are in the same
three regions as AIDS cases: North-Central, South-Central and South-West.

Figure 3.1: Community Planning Regions,
Connecticut, 2002.
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Table 3.1: Cumulative AIDS Cases by CPG Region at Diagnosis, Risk Group, Race, and Sex,
Connecticut, 1980-2002.
Sex Race/Ethnicity Risk Group
Male Female White Black Hispanic Other MSM IDU MSM/IDU Hetero Oth/Unk Pedi
% of  %of %of % of % of % of % of % of % ot % of % of % of
Total Total Total Total Total Total Total Total Total Total Total Total Total
REGION
Dept of Correction 1,647 815 185 188 472 337 02 21 8438 4.1 4.1 48 0.1
North-Central 3,423 74.1 259 325 34.1 329 04 242 481 35 173 55 14
North-East 290 748 252 631 1438 214 0.7 283 403 3.8 179 9.0 0.7
North-West 182 879 121 874 6.6 49 11 527 17.6 3.3 110 15.4 --
South-Central 3,796 69.5 30.5 384 420 19.3 04 228 449 3.5 196 7.2 21
South-East 584 70.7 293 56.2 26.9 159 1.0 293 404 24 183 86 1.0
South-West 2,860 725 275 405 384 205 06 275 38.1 29 197 98 2.0
Total 12,782 734 266 36.8 37.9 248 0.5 224 487 34 16.8 72 1.5
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Table 3.2: AIDS Cases by CPG Region and Age at Diagnosis
with AIDS, Connecticut, 1980-2002.

Age when diagnosed with AIDS

13- 20- 30- 40-
0-12 19 29 39 49 50+

% of % of % of % of % of % of
Total Total Total Total Total Total Total

REGION

Dept of Correction 1,647 - 03 153 534 276 34
North-Central 3,423 13 04 13.2 427 293 13.0
North-East 290 0.3 0.7 128 48.3 279 10.0
North-West 182 -- - 99 341 319 242
South-Central 3,795 19 05 13.6 445 286 11.0
South-East 584 09 0.7 142 437 313 92
South-West 2860 1.9 0.3 127 435 29.2 125
Total 12,781 14 04 135 448 289 11.0
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Table 3.3: HIV (not AIDS)' by CPG Region at Diagnosis, Risk Group, Race, and Sex, Connecticut, 2002.
Sex Race/Ethnicity Risk Group

Male Female White Black Hispanic Other MSM IDU MSM/IDU Hetero Oth/Unk Pedi

%of %of %of % of % of % of % of % of % of % of % of % of
Total Total Total Total Total Total Total Total Total Total Total Total Total

REGION

Dept of

Correction 40 575 425 125 450 400 25 25 675 -- 2.5 27.5 --
North-Central 133 58.6 414 226 24.8 52.6 - 75 338 -- 9.0 49.6 -
North-East 8 625 375 50.0 125 37.5 - 375 375 - - 25.0 -
North-West 5 40.0 60.0 100.0 - - - 40.0 - - 200 40.0 -
South-Central 100 54.0 46.0 45.0 23.0 30,0 2.0 12.0 22.0 20 10.0 53.0 1.0
South-East 8 375 625 375 375 25.0 - 125 - - 125 75.0 -
South-West 80 588 413 30.0 31.3 375 13 138 213 25 125 50.0 -
Total 374 56.7 433 310 275 404 1.1 10.7 305 1.1 9.4 481 0.3
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Table 3.4: Adults Living with AIDS (PLWA: Prevalent Cases) by CPG Region at Diagnosis, Risk Group, Race, and
Sex, Connecticut, 1980-2002.

Sex Race/Ethnicity Risk Group

Male Female White Black Hispanic Other MSM IDU MSM/IDU Hetero Oth/Unk
%of  %of %of % of % of % of % of % of % of % of % of
Total Total Total Total Total Total Total Total Total Total Total Total

REGION
Dept of Correction 1,088 80.4 19.6 19.2 46.2 345 01 1.8 83.0 3.5 4.8 6.9
North-Central 1,560 69.0 31.0 311 311 373 0.5 20.8 47.2 23 221 7.6
North-East 148 70.3 29.7 642 128 223 0.7 257 412 1.4 189 12.8
North-West 79 848 152 861 6.3 6.3 1.3 380 228 51 139 20.3
South-Central 1,750 65.0 350 40.0 36.6 231 0.2 213 425 25 237 10.2
South-East 252 619 381 563 234 183 20 26.6 37.3 24 246 9.1
South-West 1,311 694 306 41.0 355 227 0.8 259 349 22 243 12.7
Total 6,188 699 30.1 36.1 35.2 282 05 19.2 487 26 199 9.6
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Table 3.5: Adults Living with AIDS (PLWA: Prevalent
Cases) by CPG Region at Diagnosis and Current Age,
Connecticut, 1980-2002.

Age as of December 31, 2002

13- 20- 30- 40-
19 29 39 49 50+
% of % of % of % of % of
Total Total Total Total Total Total

REGION

Dept of Correction 1,092 - 16 303 522 158
North-Central 1,565 01 2.0 27.2 435 27.3
North-East 150 - 2.0 26.0 473 247
North-West 81 - -- 18.5 40.7 40.7
South-Central 1,769 - 1.9 238 456 287
South-East 253 - 24 249 526 202
South-West 1,321 - 23 232 46.7 2738
Total 6,231 0.0 2.0 257 46.7 256

CPG Region: Department of Correction

40 HIV cases reported in 2002.

1,088 adults living with AIDS at the end of 2002.

1,647 AIDS cases have been reported from DOC since 1980.

(0]

In the last five years (1997-2002), 44-92 cases have been reported each year.

Over 80% male;
15-30% white;
35-55% black;
25-45% Hispanic;

60-90% IDU.
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Figure 3.1.1: CPG REGION: Department of Correction:
Cumulative AIDS Cases, by Sex, Race, and Risk Group,
Connecticut, 2002.
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Table 3.1.1: CPG REGION: Department of Correction — Trends in AIDS Cases by Year of Report, Sex, Race, and
Risk Group, Connecticut, 1980-2002.

Sex Race/Ethnicity Risk Group

Male Female White Black Hispanic Other MSM IDU MSM/IDU Hetero Oth/Unk Pedi

%of % of %of % of % of % of % of % of % of % of % of % of

Total Total Total Total Total Total Total Total Total Total Total Total Total

1980-92 188 835 165 13.8 50.5 34.0 16 2.7 835 9.6 3.2 1.1 --
1993 262 798 202 218 46.6 3.3 04 0.8 935 4.2 1.1 0.4 --
1994 153 83.7 16.3 235 41.8 34.6 - 33 837 6.5 5.9 0.7 -
1995 271 804 196 17.0 494 33.6 - 22 90.0 3.7 3.0 1.1 --
1996 244 82.0 18.0 17.2 49.2 33.6 - 08 885 2.0 6.6 2.0 --
1997 139 835 16.5 13.7 496 36.7 - 0.7 8738 4.3 6.5 0.7 --
1998 121 826 174 182 554 26.4 - 33 653 3.3 9.1 19.0 --
1999 92 793 20.7 228 38.0 39.1 - 43 793 2.2 1.1 109 2.2
2000 63 794 206 159 476 36.5 - 16 619 3.2 6.3 27.0 -
2001 70 757 243 329 371 30.0 - b7 757 -- 1.4 171 --
2002 44 88.6 114 18.2 36.4 45.5 -- - 90.9 -- -- 9.1 --
Total 1,647 815 185 18.8 47.2 33.7 02 21 848 4.1 4.1 48 041
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CPG Region: North-Central
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North-Central Region: Hartford County, 25.2% of Connecticut’s population.

133 HIV cases reported in 2002.

1,560 adults living with AIDS at the
end of 2002.

3,423 AIDS cases have been
reported since 1980.

0 In the past five years (1998-
2002), 140-188 cases were
reported each year.

=  60-70% male;

= 30-35% white;

= 20-35% black;

= 35-45% Hispanic;
= 15-20% MSM;

= 40-50% IDU;

= 15-30% heterosexual

Figure 3.2.1: CPG Region: North-Central:
Population by Race/Ethnicity, 2000.
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Figure 3.2.2: CPG REGION: North-Central: Cumulative
AIDS Cases, by Sex, Race, and Risk Group, Connecticut,

2002.
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Table 3.2.1: CPG REGION: North-Central — Trends in AIDS Cases by Year of Report, Sex, Race, and Risk
Group, Connecticut, 1980-2002.

Sex Race/Ethnicity Risk Group

Male Female White Black Hispanic Other MSM IDU MSM/IDU Hetero Oth/Unk Pedi

%of  %of %of % of % of % of % of % of % of % of % of % of

Total Total Total Total Total Total Total Total Total Total Total Total Total

1980-92 785 81.7 183 404 355 23.8 0.3 36.6 425 57 107 24 20
1993 496 786 214 286 36.9 335 1.0 258 542 48 13.9 1.0 0.2
1994 286 724 276 315 371 31.5 - 245 490 3.5 16.8 1.7 45
1995 395 76.2 238 271 357 36.5 08 208 524 28 18.0 41 20
1996 245 68.2 318 28.2 36.3 35.1 04 18.8 461 45 220 6.1 24
1997 377 714 286 279 39.0 329 03 21.8 557 27 196 0.3 --
1998 183 65.0 350 328 295 372 05 153 514 22 290 2.2 --
1999 140 70.0 30.0 321 357 32.1 - 20.7 393 - 271 1.4 14
2000 188 62.8 37.2 309 27.1 42.0 - 11.2 489 1.1 26.1 12.8 --
2001 155 645 355 36.8 194 43.2 06 174 426 1.3 16.1 22.6 --
2002 173 728 272 370 214 410 06 16.2 38.7 06 16.2 277 0.6
Total 3,423 741 259 325 34.1 329 04 242 481 35 173 55 14
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CPG Region: North-East
North-East Region: Tolland and
Windham Counties. 7.2% of
Connecticut’s population.

8 HIV cases reported in 2002.

148 adults living with AIDS at the end of
2002.

290 AIDS cases have been reported
since 1980.

0 In the past five years (1998-
2002), 10-20 AIDS cases were
reported each year.

=  60-85% male;

50-100% white;
* 0-15% black;
= 0-35% Hispanic;
= 5-40% MSM;
= 25-50% IDU;

= 10-35% Heterosexual
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Figure 3.3.1: CPG Region: North-East:
Population by Race/Ethnicity, 2000.
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