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INTRODUCTION
The following pages document the work of the 5 workgroups composed of
members from organizations extending across the state that have collaborated to
produce data-driven goals for Illinois’ adapted version of the National HIV/AIDS
strategy.
Each workgroup was charged with conducting the research necessary to make
recommendations/goals for Illinois’ HIV/AIDS Strategy for the year 2015. The
workgroups focused their work on the following areas or strategies:
1.
2.
3.
4.
5.

Reduce HIV in Hardest Hit Areas
Coordinate & Improving Health Care Programs
Address Stigma and Discrimination and HIV
Perinatal and Youth HIV/AIDS
Corrections and Reentry Populations

You will find their efforts represented in the above order on the following
pages. It is our hope that this document will serve as a blue print that will guide
our HIV/AIDS care and prevention strategies and policies in Illinois. We also hope
to extend this discussion to you, by sharing these perspectives with our annual
state conference attendees whose voices we value and need to further direct,
refine and finalize our work.
Please take the time to critically review this information and make sure to
attend the session at the conference when this work will be open to further
discussion, debate and editing. Please refer to your conference program for
details about the session’s time and location. We hope to see you all there!
We thank the members of all the workgroups for their commitment and
dedication. The work that they have completed to make sure that this document
comes to life is indispensable. We appreciate the time that you added to your
schedules to ensure that we got this far.
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REDUCE HIV IN HARDEST HIT AREAS
A. Introduction: Reducing New Infections in Illinois and aligning the state to the National
HIV/AIDS Strategy
B. Hardest Hit Areas
C. Hardest Hit Populations
D. Social Determinants of Health and Structural Factors
E. Coordination and Collaboration
F. Recommendations
A. Introduction: Reducing New Infections and Aligning the State to the National HIV/AIDS
Strategy
The National HIV/AIDS Strategy's first goal is to reduce new infections by 25 percent, by
2015. The strategy proposes to do this through two objectives: first, reduce the HIV
transmission rate, which is a measure of annual transmissions in relation to the number of
people living with HIV, by 30 percent; and second, increase, from 79 to 90 percent, the
proportion of people living with HIV who know their serostatus. In order to reduce new
infections, and align Illinois with the first goal of the National Strategy, prevention efforts must
prioritize the hardest hit areas and populations in the state.
Illinois ranks eighth among the 50 states in cumulative reported AIDS cases. As of
December 31, 2010, there were 34,396 people living and diagnosed with HIV in Illinois,
however, an estimated 7,300 people living with HIV (PLWH) remain undiagnosed.1 Every year,
more and more people are diagnosed in the state; in 2009, at least 1,414 people were
diagnosed.2 One third of PLWH in Illinois go undiagnosed for approximately a decade after
acquiring HIV.3 In the past five years, 1,735 Illinoisans living with HIV have lost their lives.

1

Illinois Department of Public Health—HIV/AIDS Section. This count includes cases reported to the HIV Surveillance
Unit.
2
Based on the national proportion of people living with HIV/AIDS who remain undiagnosed, estimated at 21 percent of
diagnosed cases.
3
Based on proportion of late diagnoses. A late diagnosis is defined as a simultaneous diagnosis of HIV and AIDS or a
diagnosis of AIDS within twelve months of a first HIV diagnosis. Estimates show AIDS symptoms develop on average,
ten years after HIV-1 infection occurs.
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B. Hardest Hit Areas in Illinois
Chicago and the Chicago Metropolitan Area
Chicago is the fourth metropolitan area bearing the highest AIDS burden in the country.4 The
City of Chicago accounts for two thirds of all HIV cases in Illinois. Chicago's HIV infection
prevalence rate of 761 per 100,000 population is nearly three times greater than the national
rate of 275 per 100,000.5 85 percent of all prevalent cases in Illinois are in the Chicago
Metropolitan Area.6 The remaining 15 percent of prevalent cases are distributed across the
state.
12 Hardest-Hit Counties
The twelve hardest-hit counties account for 91 percent of all prevalent cases in Illinois. Of the
twelve counties with the highest prevalence, five are part of the Chicago Metropolitan Area
(Cook [76 percent], Lake [2.1], DuPage [2 percent], Will [1.9 percent], and Kane [1.7 percent]),
two are part of the St. Louis Metropolitan Area (St. Clair [1.8 percent] and Madison [0.8
percent]), and the remaining five correspond to the large urban areas in the state (Winnebago
[1.1 percent], Champaign [1 percent], Peoria [0.8 percent], Rock Island [0.7 percent], and
Sangamon [0.6 percent]).
C. Hardest Hit Populations in Illinois
African American and Latino Populations
African Americans account for half of all prevalent cases in the state, even though this
population is only 14 percent of the states’ total population. 910 of every 100,000 African
Americans in Illinois are living with HIV. Hispanics/Latinos account for 15 percent of all
prevalent cases, they represent 15 percent of the population, and have a prevalence rate of 250
per 100,000 persons. Whites account for 64 percent of the population, 30 percent of all
prevalent cases and have a prevalence rate of 130 per 100,000 persons.
MSM
Men who have sex with men (MSM) account for 16,111 prevalent cases statewide, which
represents 58 percent of all cases with known exposure category.7 A conservative prevalence
rate for this group is 6,278 per 100,000 persons, which is more than forty-three times the
prevalence of the rest of the population (all non-MSM). In addition, MSM have much higher
rates of undiagnosed cases than the general population. In Chicago, it is estimated that one in
four gay and bisexual men are HIV positive, but half of them remain undiagnosed. Within the
MSM exposure category, African American gay and bisexual men in Chicago have a staggering
4

National HIV/AIDS Strategy. 12 Cities Project.
Chicago Department of Public Health – STI/HIV Division-Surveillance, Epidemiology and Research Section, Fall 2010.
6
The Chicago Metropolitan Area is based on HIV Prevention and Care Regions 9, 8 and 7. These include the counties of
Cook, DuPage, Grundy, Kane, Kendall, Lake, McHenry, and Will. DeKalb was not included, as it is not part of Region 8.
7
Exposure category is defined as the mode of transmission. Exposure categories for HIV include sexual contact between
men who have sex with men (MSM), heterosexual sexual contact, intravenous drug use (IDU), sexual contact between
men who have sex with men and use intravenous drugs (MSM/IDU), perinatal transmission, and blood transfusion.
5
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30 percent, or 30,100 per 100,000 individuals prevalence, while Latino and white MSM have a
prevalence of 12 percent and 11 percent, respectively, when undiagnosed cases are included.
Cases among young MSM of color are growing faster than any other group and need to be a top
priority. 20-30 year-old MSM represented the largest share of the statewide increase in new
HIV cases between 2006 and 2009.8 The yearly statewide incidence among 20-30 year-old
African American MSM went up by 40 percent between 2006 and 2009. By contrast, the
number of new infections among most groups other than young MSM went down or stayed the
same. Geographic differences of MSM incident cases across race/ethnicity need to be taken
into account. White MSM incident cases occur in all parts of the state, while the majority of
African American MSM incident cases are concentrated around metropolitan areas. Latino
MSM cases are highly concentrated in the Chicago metropolitan area.
Heterosexual
Heterosexual exposures account for 4,611 prevalent cases, or 17 percent of all cases with
known exposure category in Illinois. Among cases of heterosexual exposure, 69 percent were
among women. Heterosexual exposure accounts for one quarter of the new HIV cases between
2006 and 2009. Although the number of services reaching this group is the largest of any
exposure category, the positivity rate among heterosexuals is low. Furthermore, the proportion
of cases attributed to HRH has decreased since 2006. At the same time, high-risk heterosexuals
(HRH) are twice as likely to be diagnosed late when compared to MSM. This seeming
contradiction indicates that the mechanism to target high-risk heterosexuals needs to be
improved and high-risk individuals need to be prioritized within this risk group. Targeting with
precision among high-risk individuals is urgently needed.
IDU
Intravenous drug users (IDU) represent 6 percent of all prevalent cases with known exposure
category in Illinois. Among IDU cases, 65 percent were among males. New cases among IDU
averaged 10 percent of the epidemic between 2006 and 2009, however, there has been a
notable decline over this same period of time. This decline might be attributable, in part to
successful interventions that need to be continued in order to prevent a return to previous
figures. Targeting efforts also need to be emphasized given that IDUs (like HRH) are twice as
likely as MSM to receive a late diagnosis. Proven services to injection drug users need to be
maintained to sustain the decline in new cases among IDU.
MSM/IDU
MSM/IDU account for 6 percent of all prevalent cases with known exposure category in the
8

In 2009, there were 109 more cases than in 2006, statewide. Although most groups experienced a decrease in new cases,
MSM 13-29 accounted for 83 cases of the increase in new cases. It should be noted that there were 128 more cases with no
risk identified (NRI) in 2009 than there were in 2006 and as these NRI cases are investigated, MSM and other groups will
most likely also see a proportional increase in numbers given that these cases tend to mirror cases with known exposure
category.
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state and about 4 percent of diagnoses between 2006 and 2009. They present a unique
challenge given the combined risk of MSM and IDU, services to both risk groups should be
competent to reach this population.

Other points of consideration
HIV-positive individuals, transgender individuals and young adults falling within any of the risks
identified above should be prioritized within each subpopulation category. Special attention
should be paid to populations with high rates of late diagnoses who fall within any of the risks
identified above. Relative to whites, Hispanics were 47 percent more likely to have a late
diagnosis. No difference was found between whites and African Americans. Females were 37
percent less likely to have a late diagnosis than males. Older individuals were more likely to be
diagnosed late. Regions 7 and 8 have the highest proportion of late diagnoses. Individuals with
a late diagnosis are statistically more likely to have unintentionally transmitted HIV to others
and suffer lower life expectancy (decreased by 1.7 years as compared to their peers), and incur
significantly higher medical costs per quality adjusted life-year saved.
Regional allocation of services needs to match regional burden of disease. Regions 4, 7 and 8
have experienced significant increases in new cases between 2006 and 2009. Trends by
race/ethnicity and age should also be taken into account in regional allocation. Overall, nearly
60 percent of 2006-2009 diagnoses were between the ages of 20-39 at the time of diagnosis.
However, new infections among African Americans tended to occur at younger ages.
D. Social Determinants of Health and Structural Factors
Poverty
The twelve counties accounting for 91 percent of all HIV prevalence in the state also account
for 77 percent of the Illinoisans living in poverty. According to the 2010 Illinois Report on
Poverty, in 2008, there were 1,529,235 Illinoisans living in poverty (less than $22,350 annual
income for a family of four). 1,172,918 of those individuals lived within the 12 counties hardest
hit by HIV.9 In addition, all twelve counties except for DuPage have been on either the Warning
List or the Watch List of the Illinois Report on Poverty. Moreover, over 75 percent of 2010 ADAP
recipients in Midwestern states, driven by Illinois, were at or below 200 percent of the federal
poverty level and nearly 61 percent of all recipients were people of color.10
Poverty creates complex barriers and challenges for HIV prevention, including access to
services. However, poverty also includes lack of opportunities, such as access to quality
education and health care, safe and affordable housing, safe communities, affordable and
nutritious food, programs for positive youth development (that can mitigate risk taking
behaviors) and opportunities for vocational training and employment. These complex social,
behavioral, environmental, educational, and economic dimensions of poverty must be
addressed to quell the drivers of HIV in hardest-hit communities. In order to reduce new
9

Terpstra, A., Rynell, A., & Carrow, L. (2010). 2010 report on Illinois poverty. Chicago: Social IMPACT Research
Center.
10
AIDS Foundation of Chicago- ―Sign the Letter to the Midwest Congressional Delegation- SAVE ADAP!!‖, 5/10/2011
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infections and meet the goals of the National HIV/AIDS Strategy, behavioral interventions for
prevention, HIV screening, testing, and case management programs must be supported by
state- and community-level interventions that directly address these social determinants of
health.
Housing
All twelve counties reporting the highest HIV prevalence also report unaffordable housing. The
2010 range of fair market rent in all twelve counties surpassed the average monthly wage; in
Rock Island, the monthly fair market rent is 156 percent the average monthly wage, while in
Cook County and the collar Counties the rent is 244 percent of the average monthly wage. As a
consequence, the Chicago metropolitan area falls short of more than 10,000 affordable housing
units.
Stable housing for people living with HIV has been shown to have a direct positive effect on
treatment adherence, which in turn leads to a lower viral load and decreased risk of
transmitting HIV. In addition, there is an increased likelihood that individuals experiencing
homelessness or unstable housing will engage in behaviors that put them at risk for contracting
or transmitting HIV, including sex exchange, unprotected sex, sharing of syringes for injection
drug use, and the use of “harder” drugs.
For 2010, the Chicago area had an HIV/AIDS housing need of an additional 10,257 units. This
high need for additional units stems from a total need of 11,624 units and an availability of only
1,367 dedicated HIV/AIDS housing units. For fiscal year 2011, the City of Chicago received
$6,371,215 and the state received $1,015,666. In the last three years, Illinois and the City of
Chicago have seen slight increases in their HOPWA formula allocation, however, thousands
more units are needed to combat the unmet need.11
Fortunately, the Health Resources Service Administration's (HRSA) changes to the Ryan White
Housing Policy earlier this year advance resources to meet the housing needs of people living
with HIV in Illinois. These changes make assistance more accessible to clients and ensure client
needs are met. In addition, as the Office of HIV/AIDS Housing (HOPWA) aligns itself with the
National HIV/AIDS Strategy and revises its method for funding allocation, it is important that
Illinois receives funding comparable to the burden of the epidemic in Illinois, especially Chicago.
The revisions to the HOPWA formula would bring more funding to the state and city, allowing
for stakeholders to better combat the large unmet AIDS housing need. Furthermore, the
HOPWA STRMU assistance program in the City of Chicago has no available money for
homelessness prevention for CY 2011.12 This leaves only available mainstream homeless
prevention funding sources or available Ryan White Emergency Housing Assistance to meet the
need.
11

Work Group #1 of the Chicago Area AIDS Housing Plan (2008-2012) A Place to Call Home, 2011.
The STRMU program is intended to be part of a homeless prevention strategy and to improve access to health care and
other needed support through time-limited housing assistance payments and individual housing service plans that include
an assessment of current resources and long-term goals for recipients. This program was not intended to provide
12

ongoing assistance.
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In addition to HIV-specific housing resources, people living with HIV also access funding sources
available to the general population through the State Homeless Prevention Funds. This non-HIV
specific resource has been an important program for Chicago residents living with HIV, serving
261 households over the last three years. However, cuts made over this period have impacted
the ability of all households to access the funds, resulting in a cut to the number of HIV clients
assisted from 97 in 2010 to 65 in 2011. Other available programs, such as the Homelessness
Prevention and Rapid Re-Housing Program (HPRP) present new barriers.13 HPRP clients are now
required to have income to be eligible and due to high demand the program has had periods in
which they do not take new applicants.
The limited availability of HIV-specific funds makes it critical that state officials and community
stakeholders invest in mainstreaming housing programs as well as streamlining funding.
Individuals with HIV must have pathways for accessing mainstream programs to ensure housing
stability. Preparations must also be made for the changes to the HOPWA formula allocations
and ensure that a transparent funding process that follows the Denver Principles to conduct
HIV prevention and care, including incorporating key leaders and stakeholders.
Population-level Interventions:
In order to address the structural issues that perpetuate HIV disparities, communities must be
encouraged and supported in mobilization efforts targeting these social and structural
determinants. Through community-based efforts to address drivers such as such as poverty,
insufficient safe and affordable housing, and insufficient access to quality healthcare among
others, state and private sector efforts must coordinate efforts to impact the aforementioned
syndemics of which HIV is one important part.
Given the complexity and interrelation of these social determinants of health, reducing HIV
transmission in hardest hit areas should be approached through structural interventions that
jointly address health and social disparities. Mobilizing efforts in this regard is challenging and
incremental. Nonetheless, community engagement and activism should be pursued rigorously
to achieve the political will for sustained structural change. In its current fiscal situation, the
state of Illinois may not be in a position to implement programs that will, in and of themselves,
bring about the needed structural changes, however, health departments must work crossdisciplinarily with other government entities and private sector organizations to support these
communities in addressing these issues, as recognized and articulated by the communities
themselves.

E. Coordination and Collaboration
13

HPRP provides financial assistance and services to prevent homelessness and assist those experiencing homelessness to
become re-housed and stabilized. The City of Chicago had a total allocation from HUD for HPRP in the amount
$34,356,259.00.
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The National HIV/AIDS Strategy
The National HIV/AIDS Strategy (NHAS) is the nation’s first-ever ambitious, comprehensive
coordinated HIV/AIDS plan with clear and measurable targets to be achieved by 2015. The
Strategy is intended to refocus our existing efforts and deliver better results to the American
people within current funding levels, as well as make the case for new investments. It is also a
new attempt to set clear priorities and provide leadership for all public and private stakeholders to align their efforts toward a common purpose.
To accomplish the Strategy’s goals, we must undertake a more coordinated national response
to the epidemic. This will require increasing the coordination of HIV programs across
government agencies, as well as developing improved mechanisms to monitor and report on
progress toward achieving national goals.14 The Federal Implementation Plan is a living
document that outlines the measures of progress toward meeting the Strategy's goals and will
be adjusted to reflect milestones achieved and changes in the U.S. epidemic.
The Office of National AIDS Policy (ONAP) will serve as the lead entity for setting the
Administration's HIV policies and overseeing government-wide efforts to improve the Nation's
response to the HIV epidemic. Recognizing that the Strategy requires a government-‐wide
effort in order to succeed fully, the President designated the following departments as leads for
implementing the Strategy: Department of Health and Human Services, Department of Labor,
Department of Justice, Department of Veterans Affairs, Department of Housing and Urban
Development, and Social Security Administration. Each of these six Departments developed
Operational Plans that outline the steps they will take to ensure the Strategy's
recommendations are implemented. Each agency must establish a responsible entity to
coordinate the Department's efforts to achieve Strategy goals and report on progress.
A regional Federal HIV/AIDS Interagency Workgroup has been formed for Region V (IL, IN, MI,
MN, WI); the workgroup is made up of the six key agencies as well as other federal entities
interested in coordinating and collaborating on NHAS efforts. The workgroup will meet at least
quarterly to discuss the U.S. epidemic and identify concrete opportunities for coordinated
efforts in the region.
Affordable Care Act
The Affordable Care Act (ACA), which will greatly expand access to insurance coverage for
people living with HIV, will have great impact on HIV prevention by providing a platform for
improvements in health care coverage and quality. Six components of the act are of particular
importance to HIV prevention and care. First, high risk pools are being established in every
state to provide coverage to uninsured people with chronic conditions, these pools are
available immediately.
14

See the NHAS Federal Implementation Plan, outlining key actions to be undertaken by the Federal government to
execute the recommendations outlined in the Strategy and the Presidential Memorandum directing agencies to take
specific steps to implement this Strategy.
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Second, in 2014, Medicaid will be expanded to all lower income individuals under age 65 (below
133 percent of the Federal poverty level, about $15,000 for a single individual in 2010, or
$29,726 for a family of four). This means that an individual living with HIV, who meets that
income requirement, no longer has to wait until they have progressed to an AIDS diagnosis to
be eligible for medical and pharmaceutical coverage from Medicaid. This increased access to
HIV medications through Medicaid eligibility expansion has the potential of decreasing viral
loads and transmissions by increasing access to treatment and care.
Third, ACA also creates access to Federal tax credits and creates the opportunity to purchase
private insurance coverage through competitive insurance exchanges for uninsured people with
incomes up to 400 percent of the Federal poverty level (about $43,000 for a single individual in
2010).
Fourth, new consumer protections will better protect people with private insurance coverage
by ending discrimination based on health status and pre-existing conditions, including HIV.
Fifth, ACA requires insurance companies to pay for HIV screening tests with high-risk
individuals, which will increase the affordability of HIV screening programs in community based
organizations and health care facilities. This aspect of the ACA would allow for routine testing
programs to truly reach the communities and the individuals in the greatest need.15
Finally, ACA investments in the National Health Service Corps will help to alleviate primary care
workforce shortages in underserved areas and encourage more health care providers, including
non-physician providers, to obtain specialized HIV training and include people living with HIV in
their practices.
The Office of Health Reform (OHR) will assist states regarding provisions in the ACA that are of
immediate benefit, which could potentially reduce demand for the AIDS Drug Assistance
Program (ADAP) and other Ryan White HIV/AIDS Program services, including the 1115 Waiver.
As the new law takes effect, it also will be important to ensure that people living with HIV and
HIV health care providers are included in the various initiatives that seek to improve the quality
of care and integration of services.
Enhanced Comprehensive HIV Prevention Plan
Chicago’s Enhanced Comprehensive HIV Prevention Planning (ECHPP) Project outlines a mix of
HIV prevention approaches can have the greatest impact in the local area – at the individual,
population, and community level – based on the local profile of the epidemic and by assessing
and identifying current gaps in HIV prevention portfolios.16 ECHPP plans include up to three
15

Routine HIV screening programs in health care facilities present the opportunity to discover the HIV status of
individuals who would not access testing after an exposure for numerous reasons, not the least of which are fear and lack
of self-actualized information. Routine screening discovers the HIV status of people who wouldn’t go in for an HIV test
until they were already feeling the definite symptoms of HIV, and therefore have had a prolonged time period in which
they could unknowingly transmit the virus to other people. The primary obstacle for such routine HIV screening programs
is that states and local governments, as well as community-based organizations, cannot afford to provide HIV tests on a
truly routine level.
16
ECHPP is a 3-year demonstration initiative funded by CDC's Division of HIV/AIDS Prevention (DHAP) to maximize
the impact of HIV prevention in the 12 Metropolitan Statistical Areas (MSAs) with the highest AIDS prevalence in the
United States. The plan for Chicago These 12 ECHPP MSAs represents 44 percent of the estimated AIDS cases in the
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categories of interventions and public health strategies that span the continuum from HIV
prevention to care and treatment. All interventions and/or public health strategies have an
evidence base and are expected to be scaled and targeted within each jurisdiction based on the
local epidemic, need, and resources while considering available cost-effectiveness and efficacy
data.
12-Cities Demonstration Project
The 12-Cities Project has broader goals, scope, and collaborative oversight and substantially
expands upon the foundation established by ECHPP and establishes a cross-agency approach to
advance the goals of NHAS across the continuum of prevention and care. Lessons from this
project are expected to inform future Federal policies, funding opportunities, technical
assistance activities, and operational research agendas for communities across the country. 17
Impact on statewide efforts and local/community organizations
State and local government and other community-based organizations will be expected to
demonstrate how their organization's efforts work toward achieving the NHAS action steps and
goals, including the creation of this statewide strategy. Additionally, the ECHPP demonstration
project will serve as a model for needs assessment and coordinated prevention plan
development for all health departments. State and local government, ASOs and CBOs will be
expected to use the CDC required, recommended interventions outlined in ECHPP, as well as
other innovative, local interventions that demonstrate success.
The CDC’s new funding opportunity *Funding Opportunity Announcement (FOA) PS12-1201:
Comprehensive Human Immunodeficiency Virus (HIV) Prevention Programs for Health
Departments] represents this new direction in HIV prevention. The purpose of the FOA is to
support implementation of high impact, comprehensive HIV prevention programs by enhancing
public health departments’ capacities in three key areas: increase HIV testing, refer and link HIV
positive persons to medical care and other essential services, and increase program monitoring
and accountability. CDC’s new approach includes a strong focus on the national highest-impact
areas and high-impact prevention using scalable, cost-effective interventions with
demonstrated potential to reduce new infections to yield a major impact on the HIV epidemic.
The FOA includes a minimum funding level for all jurisdictions, the introduction of competitive
funding for innovative demonstration projects, and the continuation of direct funding for
United States (data through December 2007). The funds for ECHPP come from the ACA’s Prevention and Public Health
Fund. The 12 ECHPP grantees include state and territorial health departments (Georgia, Florida, Maryland, Texas, Puerto
Rico, District of Columbia) and directly-funded local health departments (Los Angeles County, San Francisco, Chicago,
Houston, New York City, Philadelphia). The Centers for Disease Control and Prevention is providing an estimated total of
$64,000,000 in funding for this grant. Phase 1 provided $11.6 million for enhanced planning and coordination followed by
implementation (September 30, 2010-September 29, 2011). Phase 2 supports ongoing planning and coordination and
implementation for 2 years (September 30, 2011-September 29, 2013).
17

The 12-Cities Project, falls under the direction of the HHS, Office of the Assistant Secretary for Health (OASH). HHS
agencies engaged in the 12-Cities Project include CDC, Centers for Medicare and Medicaid Services (CMS), Department
of Housing and Urban Development (HUD), Health Resources and Services Administration (HRSA) – both the
HIV/AIDS Bureau and the Bureau of Primary Health Care, Indian Health Service (IHS), National Institutes of Health
(NIH), and Substance Abuse and Mental Health Services Administration (SAMHSA).
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heavily affected cities. Both the Illinois Department of Public Health and Chicago Department of
Public Health are eligible for all three categories.
F. Recommendations:
1. Increase effective HIV testing and condom distribution opportunities to the highest hit
areas/populations.
a. Increase the positivity rate of all testing by focusing on the highest hit
areas/populations.
b. Increase the availability of targeted HIV testing and screenings for the hardest-hit
populations/areas.
c. Coordinate testing efforts and outcomes between funding streams and jointly
prioritize serving the most vulnerable populations.
d. Educate providers and advocate to increase the number of HIV tests financed through
health insurance plans.
2. Support policy initiatives to address social determinants of health.
a. Support legislation, policies and initiatives for HIV prevention with community and
society-level reach, including access to housing, health and prescription insurance,
comprehensive sex education, syringe exchange access, access to mental health,
violence prevention, and substance abuse services.
b. Coordinate and streamline prevention and care efforts among federal and state
agencies to ensure synchronized and complementing direction to achieve the goals of
NHAS and meet the needs of the hardest-hit communities in Illinois.
c. Support HIV prevention and care service providers to fully utilize every aspect of the
Affordable Care Act and prepare for its implementation.
d. Strengthen collaborations with housing programs/systems that serve HIV-positive
individuals to meet mutual goals and decrease the housing deficit people living with HIV
face.
e. Strengthen wrap-around services.
3. Strengthen seamless transitions between testing, treatment, care and secondary
prevention.
a. Coordinate an innovative approach to using local HIV surveillance, including CD4
counts, community viral loads and late diagnoses, to prioritize linkage to care initiatives.
b. Train HIV case managers and medical professionals regarding the Affordable Care Act
benefits for clients and how to access them.
c. Enhance support services that facilitate that transition, including coordination among
agencies providing the different services.
d. Lead initiatives that enable access to anti-retroviral-based prevention, including an
increase in access to treatment for HIV-positive individuals, as well as PrEP and PEP for
the highest-hit populations/areas.
e. Emphasize secondary prevention (prevention with positives) initiatives.
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4. Foster innovative prevention approaches focused on reducing HIV stigma, homophobia,
and increasing health literacy in the highest-hit areas/populations. This includes social
marketing and education campaigns for the general public in the hardest hit areas.
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COORDINATE & IMPROVE HEALTH CARE PROGRAMS
“Increasing Access to Care and Improving Health Outcomes by 2015”
Recommendations
Introductory statement
There is a need for a coordinated, comprehensive systematic approach to HIV/AIDS across the
state of Illinois that encompasses the core medical and supportive services that are essential to
a quality system of HIV care and prevention. HIV/AIDS core medical services include:
outpatient/ambulatory medical care, oral health, mental health, medical case management and
substance abuse outpatient. Supportive services include: emergency financial assistance, food
bank, housing, legal, non-medical case management, medical transportation, psychosocial
support and residential substance abuse. By strengthening the HIV system across surveillance,
prevention, care and supportive services, it allows for a quality seamless system for persons
served.
Illinois has the nation's eighth highest cumulative number of AIDS cases, according to the Kaiser
Family Foundation (www.statehealthfacts.org), with more than 37,000 reported cases and
20,000 deaths since 1981, according to the Illinois Department of Public Health’s (IDPH)
HIV/AIDS Surveillance Unit and Reporting System. IDPH also estimates there have been about
16,000 additional reported non-AIDS HIV cases, and that more than 8,300 HIV-positive Illinois
residents are unsure that they are HIV-positive.
Due to the high percentage of HIV-positive individuals who remain undiagnosed, the Centers
for Disease Control and Prevention (CDC) recommends that all individuals aged 13-64 be tested
for HIV infection. Those wishing not to be tested can choose to decline or “opt-out” of the test.
The state of Illinois has adopted CDC’s recommendation as law. As a result, the IDPH expects
increased numbers of individuals to be diagnosed as HIV-positive (from Illinois’ HIV Care
Connect website).
The identification of new individuals living with HIV/AIDS will place demands on healthcare
providers and payment systems that are already at capacity. The health care reform bill
enacted by President Obama in March 2010 will certainly transform healthcare for people living
with HIV/AIDS (PLWH/A) in Illinois, but challenges remain. There are many provisions that will
help people with HIV access health care, including: the expansion of Medicaid to low-income
adults without children; subsidies to make affordable private insurance available to individuals
and employees in small businesses; steps to make the Medicare drug benefit more affordable
by ending the coverage gap; and requiring health insurance companies to sell plans to
DRAFT
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everyone, regardless of pre-existing conditions. However, the state will need to make
appropriate policy and funding decisions to sufficiently support these provisions in healthcare
reform, and this may be difficult given revenue and budget constraints. Even now, eligibility for
the AIDS Drug Assistance Program (ADAP) has been reduced from 500% to 300% of the federal
poverty level for Illinois residents living with HIV/AIDS in order to control costs.
The goal of Workgroup 2 is consistent with the National HIV/AIDS Strategy, with the objective
that every PLWH/A, “regardless of their age, gender, race/ethnicity, sexual orientation, gender
identity or socio-economic circumstance, will have unfettered access to high quality, life
extending care”. By improving data and reporting systems, increasing providers, coordinating
care, and enhancing funding for identified programs, the State of Illinois may meet and surpass
the national goals for access to care for people living with HIV thereby improving individuals’
health outcomes.
I. Facilitate linkage to care:
1. There needs to be a mapping of HIV services and related services across the state to
determine what services exist and where. This will allow for an identification of gaps so
that plans can be made to close the gaps.
2. Further develop the HIV Care Connect web site so that it can be a more comprehensive
resource directory to be used across the State. Additionally to continue to provide a
printed version (perhaps a brochure with maps and phone numbers) to assist providers
who may not have access to the Internet. Incorporate the following as it relates to the
HIV Care Connect website:
a. Use it as a communication and education tool
b. Enhance marketing of the web site across health/medical and supportive
services fields.
c. Development of the web site to address health care literacy and that also meets
diverse language needs.
d. Provide and track utilization data to monitor access to the site and report at least
quarterly. Evaluate the effectiveness of the website.
e. Incorporate a link to the direct2housing.org website, as well as other HIV related
supportive services websites unto the HIV Care Connect website.
NHAS performance objective #1: Increase the proportion of newly diagnosed patients linked
to clinical care within three months of diagnosis from 65% to 85%. Bench mark and tracking of
the objective can be accomplished via E-HARS surveillance data base
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II. Data issues:
A coordinated data tracking system is critical to the overall effective HIV system of
identification, referral, linkage and retention into care.
1. Create a State wide policy requiring/directing a coordinated, comprehensive data
collection system that crosses all service categories ( i.e. surveillance, testing,
prevention, case management, care, housing and supportive services).
a. Policy to address data quality standards and reporting expectations.
b. Provide common definitions for such terms as: linkage to care, lost to care, and
service units to allow for enhanced tracking, unduplicated reporting and
comparing service utilization.
2. ‘Map out’ current data systems (i.e., Client Track, Provide® Enterprise, Careware, eHars,
etc.) being utilized to include common data elements and potential strategies for
interface.
3. Work with Health Resources Services Administration (HRSA) to develop a plan to share
the state of Illinois’ Ryan White Service Report (RSR) data (as provided by all of the HIV
service providers in Illinois) annually to service providers. Data to be reported as
aggregate, population specific and regionally, if possible.
4. Work to expand measures and standards beyond Ryan White-funded providers when
possible and appropriate.
III. Increase collaboration among providers
1. Develop a policy to require active linkage agreements between service providers
regardless of the type of funding. For example, testing agencies will have linkage
agreements with care agencies/providers, who will have agreements with case
management agencies and other supportive services.
2. Support full implementation and sustainability of peer based models to facilitate linkage
and retention efforts.
3. Continue to support regional networks of care (HIV Care Connect sites) to assure
planning and service delivery that maximizes local providers and resources.
4. Institute regular (at least annual) State wide HIV service provider meetings to share best
practices, communicate gaps and provide guidance for referral/linkage agreements.
a. Consider building on the annual HIV/AIDS/STD Illinois statewide conference.
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IV. Steps to increase the number and diversity of providers of clinical and related services for
PLWH/A.
1. Identify and use existing resources such as drug companies, pharmacies, ADAP provider
listings, etc., to obtain information on the current number of HIV medical providers, by
Race, gender, location, and specialty (i.e., children, adults, pregnant women, etc.)
across the State.
2. Partner with minority professional associations to provide training on the role of all
providers in HIV prevention and care.
a. Identify and/or develop models for cultural competence assessment and training
for HIV providers.
3. Expand funding for training and capacity building efforts for medical providers including
community health centers and consider developing and expanding telehealth
consultation with HIV specialists to support medical providers in rural and isolated
urban areas.
4. Target graduate school community/public health/social work programs, and medical,
dental and nursing schools, to recruit new HIV service providers.
a. Consider loan forgiveness for providers who work in HIV clinic assignments.
b. Direct appropriate level Ryan White funding to recruit new HIV providers and
staff.
V. Maintain PLWH/A in care
NHAS performance objective #2: Increase the proportion of Ryan White HIV/AIDS Program
clients who are in continuous care (at least 2 visits for routine HIV medical care in 12 months at
least 3 months apart. To be benchmarked and tracked via the data system (see # II.)
1. Develop policy/guidelines which set performance standards for care (regardless of how
the care is funded). The policy/guidelines should include clinical quality indicators and
common definitions for such terms as: active clients, compliant, non-compliant,
retention in care, clinical quality indicators, etc.
2. In 2011 or early 2012, begin to develop a plan for transitioning the current system that
is driven by federal Ryan White funding to become more inclusive of other funding
alternatives, including opportunities that are created by health care reform. (e.g.,. What
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happens to the Ryan White patients when they are no longer Ryan White because of
transitioning to Medicaid or the elimination/changing of Ryan White funding?)
a. Review and assess what other states have done and potential outcomes.
b. Develop a plan on utilizing eHars data for tracking and reporting viral load data
on all PLWH/A in an effort to track PLWH/A within the system and in care.

3. Create a state multi-agency taskforce to consider and evaluate all funding alternatives,
including a state application for an 1115 Medicaid waiver, for service/system funding to
ensure adequate resources in preparation of health care reform. The Illinois state multiagency taskforce should encompass the following areas: Department of Corrections,
Department of Children and Family Services, Department of Aging, Department of
Human Services, Department of Healthcare and Family Services, Department of Health,
State Board of Education, current HRSA Ryan White Grantees (Part A, B, C, D and F) and
HIV medical and social services providers.
VI. Address housing issues for PLWH/A with co-occurring health conditions and those who
have challenges meeting their basic needs.
NHAS performance objective #3: Increase the number of Ryan White clients with permanent
housing from 82% to 86%.
1. Work with HUD and IDPH to assess current status of housing needs and the capacity to
address those needs across the state.
2. Assure that housing for PLWH/A (and assisted housing for people with disabilities in
general) is a priority in the planning process for the Chicago Continuum of Care, the
Illinois Continuum of Care, and other local housing authority planning processes.
3. Address funding issues in order to meet the current and future housing needs of
PLWH/A by establishing a coordinated and integrated model of HIV and non-HIV
housing funding that consolidates to regional points of access for housing assistance.
4. Assess the impact of current HUD housing eligibility criteria on PLWH/A to identify any
barriers to obtaining and maintaining housing. Address those identified barriers.
5. Further develop the direct2housing.org web site so that it can be a comprehensive
resource directory of permanent supportive housing programs and affordable rental
units to be used State-wide. Incorporate a link to the HIV Care Connect website.
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Illinois HIV/AIDS Strategy: Coordinate & Improve Health Care Programs
GOAL#2 - Increasing Access to Care and Improving Health Outcomes for People Living with HIV by
2015
CURRENT
MODEL

FUNDING ISSUES

BARRIERS

DATA ISSUES

POLICY
ISSUES

REDUCING
HEALTH
DISPARITIES

1.1.
FACILITATE
Linkage to
Care

Resources
targeted to
support
linkage across
a wide range
of settings

HIVCARE
Connect web
site implemented
approx 2 yrs
ago. Thought to
be a viable
referral resource
in most regions
across the State.

Part B funded

Passive
referral
process. The
results and
outcomes are
tracked as
needed or
requested.

??How do
patients without
insurance/Medica
id know where to

Effective use
of HIV Care
Connect
requires

There is a
way to get
utilization data
(i.e., # of hits)
from the HIV
Care Connect
web site. The
# of hits, etc,
are reported
via quarterly
reports. A
query can be
run as
needed.
Monitored by
IDPH.
HIV Care
Connect
utilization data
goes to Bill
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Provide
language
appropriate
to targeted
populations

Policies to
be
developed
that require

Accommodat
e limited
health
literacy

RECOMMENDATIONS

RI-There is a need
for a coordinated,
comprehensive HIV
system across
prevention, care,
case mgt,
surveillance, housing
and supportive
services across the
State of Illinois.
R2-Suggest
monitoring actual
utilization of
HIVCARE Connect
website. Put
tracking and
reporting of
utilization on a
schedule to be
determined. (i.e.
Quarterly)

R3-Suggest
mapping of services
and spread (need to
know what and

go for care?
Regions have local
newsletters that
are sent to
providers, etc.
Also, AIDS hotline
has referrals. How
secure is RW $'s
in the context of
Health care
reform?

Linkage to
medical as well
as supportive
services driven
by case
management
model in all part
B funded
programs.

Some MAI funding
(East St. Louis) for
linkage to care
programs/activities
for Newly
diagnosed
patients.

ongoing
marketing
and
education to
all providers
and provider
agencies.
IPHA has
outreach
program
handdelivering
info,
attending
conferences,
etc.
Data systems
don't support
tracking and
monitoring of
access to
care from
new
diagnosis to
active
participation
in Primary
care.

Moran.

Multiple data
bases (i.e.,
eHars,
Provide,
Careware,
Client Track,
indiv provider
EHR), but
they don't
interface. All
Ryan White
programs are
required to
report client
level data to
HRSA. AFC
now uses
Provide for
Part B; so as
of April 1,
2011 all Part
B providers
can
communicate
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active
linkage
agreements
between
prevention,
medical and
supportive
service
agencies.

issues.
Develop
effective
strategies to
engage
target
populations

where of the service
distribution) to avoid
duplication and to
identify gaps...
R4-Suggest peer
based model as an
effective model to
serve as link to care.

Cultural
competency;
validation

R5a- Work with
HRSA to access
Illinois state data
from RSR (client
level data report)
and RDR. R5b- Map
out the current data
systems. R5cDevelop a functional
interface plan for all
of the existing data
bases, (i.e. Provide,
Careware, Client
Track, eHars, etc.).
R5d- The State
should report every
year against the
benchmarks (by
Parts, Regions,
gender, age, race
and residence at
time of
diagnosis).R5eAnalyze RSR data.

with each
other.
Planning
Group obtains
data from all
sources
annually.

There are CDC
funded
counseling and
testing standards
and the
expanded testing
initiative.

CDC funding to
local health
departments

The only info
obtainable
now re: HIV +
who are not
served by
Ryan White
$'s is thru
surveillanceeHars and
the CD4 VL
lab reporting.

State labs are
now required
to report all
CD4's and
viral loads.
Data goes to
eHars
(surveillance
data base).

There are PEER
focused models
used to assist
linkage of new
patients and lost

Ryan White
funded

Enhanced
Peer focused
training and
supervision
standards

Health
Information
exchange is
being
developed.
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Define unit of
service so
comparable
across the
system

R5a- Work with
HRSA to access
Illinois state data
from RSR (client
level data report)
and RDR. R5b- Map
out the current data
systems. R5cDevelop a functional
interface plan for all
of the existing data
bases, (i.e. Provide,
Careware, Client
Track, eHars, etc.).
R5d- The State
should report every
year against the
benchmarks (by
Parts, Regions,
gender, age, race
and residence at
time of
diagnosis).R5eAnalyze RSR data.
R6-Focus efforts on
closing the gaps in
the systems.

to care patients
into care

Expanded
partner services.
CDC and HRSA
monitor health
outcomes.
1.2 Promote
collaboration
among
providers
Increase
collaboration
between med
providers and
agencies i.e.
counseling/testi
ng, Mental
Health, Sub.
Abuse,
housing,
supportive
services

CDC, IDPH,
CDPH

Data sharing

Use of
surveillance
data

Many new
federal grants
require signed
linkage
agreements as a
condition of
participation.
Required of all
IDPH grant
applications.

Occurs within
the context of
a grant
funded
program

No way to
monitor/tracki
ng actual
participation.
Solution could
be to ask for
copies of
MOU's/MOA's
, if needed.

Part B requires
Regional
network
meetings for all
providers
1. Statewide
model includes
DASA sites that
offer HIV testing;
2. Health care
reform model
links sub abuse
with care; 3.
Push for

Provider
participation
is poor.
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Policy
requiring
system for
comprehensi
ve data
collection to
track entry
and access
to care as
well as client
level clinical
indicator

R7a-Suggest
requirement for all
testing agencies to
have active linkage
agreements with
care agencies to
ensure active
referrals for new
diagnosed patients.

R8-Insitute ongoing
state-wide provider
agency meetings for
the entire Ryan
White program.
R7b-Require
collaboration
regardless of funding
(i.e., Ryan White,
MAI, etc.). R7cSpecial Projects and
Programs be
required to work
within existing RW

integrated model
of primary care
and
mental/behavior
al health.
Increase the
proportion of
newly
diagnosed
patients linked
to clinical care
within three
months of their
HIV diagnosis
from 65% to
85%.

system (i.e. MAI,
etc.).

Need for funding
for data systems

1. State
doesn't have
a way of
knowing what
the current
DX to care
time frame is.
2.There are
various data
bases,
(surveillance,
prevention,
care, case
mgt, etc)
only
comprehensi
ve tool is
used by
HRSA

Currently
reviewing all
of the various
data collecting
systems, tools
and reporting
systems

QUESTION overall goal is
85% - how do
they help
meet? <ask
part b grantees
- how will they
help?>
1.3 Maintain
PLWH/A in
care
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Policy
requiring
system for
comprehensi
ve data
collection to
track entry
and access
to care as
well as client
level data
clinical
indicators

1) Upon
obtaining the
baseline data
sets, then
review the
disparities.
2)
Corrections
population:
current data
systems don't
include the
post
incarcerated,
and their
linkage to
care data is
not captured
anywhere.

R5a- Work with
HRSA to access
Illinois state data
from RSR (client
level data report)
and RDR. R5b- Map
out the current data
systems. R5cDevelop a functional
interface plan for all
of the existing data
bases, (i.e. Provide,
Careware, Client
Track, eHars, etc.).
R5d- The State
should report every
year against the
benchmarks (by
Parts, Regions,
gender, age, race
and residence at
time of
diagnosis).R5eAnalyze RSR data.

Ensure eligible
PLWH/A have
access to
HAART

ADAP data base
and Ryan White
care data base
are sources that
have this
information.

Part B

Increase the
proportion of
Ryan White
HIV/AIDS
Program clients
who are in
continuous care
(at least 2 visits
for routine HIV
medical care in
12 months at
least 3 months
apart)

Established QM
system(i.e., Part
A EMA Learning
Collaborative,
HRSA perf
measures &
standards,
HRSA HIVQUAL
Part C Networks)

Federal, state and
local budget
instability. Does
the current system
have enough
funding and
capacity to handle
an increase in
patient load? Will
providers funding
be tied to the
performance
standards?

Increase the
number of
Ryan White
HIV/AIDS
Program clients
who are in
continuous care
(at least 2 visits
for routine HIV
medical care in
12 months at
least 3 months

HRSA standard
to be monitored
at the local level

Current practice of
closing out noncompliant patients
takes patients out
of case managers
workload but
doesn't provide for
outreach, reengage or --out of
care data tracking.
This also skews
the proportion of

Freq.
changing of
standard
funding
agency
makes it
difficult to
maintain,
monitor or
compare.
Time
necessary to
implement
comprehensi
ve QM
program;
manpower
and funding;
discharge
practices
across the
system (i.e.,
substance
abuse, case
mgt, prim
care)

Various data
bases to
include
surveillance,
prevention,
care and
case mgt.
Only
comprehensi
ve tool is
used by
HRSA (AKA)

Set
standards for
care in policy
for all
providers
regardless of
funder.

May be
obtained from
RSR and
RDR data

Doesn't
appear to be a
way to track
systematically
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There needs
to be a
policy and
practice
regarding
closing out
noncomplian
t patients.

R9a-Develop plan to
ensure sufficient
expertise/adequate
provider coverage
before moving to
Medicaid waiver.
R9b-Exempt HIV
patient from
Medicaid HMO
R10a- Determine
use of surveillance
data to track patient
outcomes. R10bObtain unduplicated
data from RSR
baseline from HRSA
when available
(Fall/Winter 2011).
R11- Conduct a cost
analysis to evaluate
the costs for meeting
the performance
standards and
addressing patient
needs. This should
be done in advance
of 2014.
R11- develop a
common policy,
practice and
definition for: lost to
care, noncompliant
patients, active
patients and closing
out patients to
ensure consistent
data, tracking and
reporting.

apart)

2. Take
deliberate
steps to
increase
number and
diversity of
available
providers of
clinical care
and related
services for
PLWH/A.

patients in
continuous care.

UIC effort to pair
Masters level RN
students and
Interns with
clinical
experience
across HIV care
sites.

the RSR.
Systems
aren't
coordinated /
interfaced
What data is
needed?
What are the
manpower
needs?

Duplicate data
because of
ADAP 2009
input. Data
needs to be
cleaned up
once ADAP
goes
electronic.

Provider
shortage
now. Part C
$'s are not
available to
pay for new
staff. (level
funding-no
expansion)
1.No $'s for
training new
staff. 2. No
$'s to hire
new staff
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R12-Need to review
current workforce
capacity across the
Illinois system to
address national HIV
strategy goals.

R13a-Consider loan
forgiveness program
for providers who
work In HIV clinic
assignments.
R13b-Partner with
minority professional
associations (e.g., IL
chapter of NMA,
NBNA, etc.) to
provide training on
role of all providers
in HIV
prevention/care.
R13c- Identify and/or
develop models for
cultural competence
assessment and
training for HIV
providers.

2.1 Increase #
of providers
and access to
existing
providers.

MATEC provides
training,
consultation and
support for
clinicians and
care teams

2.2 Strengthen
current
workforce to
improve quality
of HIV care and
health
outcomes

Training
provided by
MATEC, IDPH
and CDPH.

Lack of funding

Utilize drug
companies,
pharmacies,
Medicaid,
ADAP
provider
listings and
agency
contractors to
determine the
#, race, and
gender of HIV
providers
across the
system.

R13d- Identify
current provider
system by
geography, race,
gender, etc. Identify
areas of provider
and service gaps.
R13e- Focus on
graduate schools of
community health,
public health,
nursing, pharmacy,
dental and clinical
care.
R13f- Direct funding
to Ryan White
funded programs to
pay for additional
staff.

R13g-Institute
recommended
ongoing HIV training
for workforce.
R13h- Consider
funding for training
and updating via
telehealth models for
rural areas and
isolated urban areas.
3. Support
PLWH/A with
co-occurring
health
conditions
and those with
challenges
meeting basic
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housing needs

3.1 Enhance
client
assessment
tools and
measurements
of health
outcomes
3.2 Address
policies to
promote
access to
housing and
supportive
services.

All Part B clients
undergo an
extensive
assessment at
least yearly
depending on
tier level.
As of Jan 1,
2011, guideline
changes based
on needs not on
limited income

HUD

1. Limited/no
housing
availability for
the poor; 2.
Criminal
background
checks for
housing; 3.
HUD program
changes;4.
Public
housing units
not available.
End results:
homelessnes
s, utilities
being shut
off, more
stress on
clients (tied to
health
complication
issues)

Data is
tracked within
Provide. It is
tracked
through the
assessment
process to
determine
need.
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Increase the
number of
Ryan White
clients with
permanent
housing from
82% to 86%.

All IDPH housing
data is kept in
Provide.

Various data
bases
surveillance,
prevention,
care, case
mgt, housing.

HOPWA
submits
quarterly data
to CDPH and
then CDPH
submits into
HMIS. IDPH
submits data
to HUD for
downstate
HOPWA.
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R14-Work with HUD
and IDPH to obtain
baseline and
ongoing
performance data of
RW clients housing
status.

ILLINOIS’ RESPONSE TO STIGMA AND DISCRIMINATION
AND HIV
There is three phases to the epidemic: the epidemic of HIV transmission, the epidemic of AIDS,
and finally, the epidemic of stigma, discrimination and denial. Jonathan Mann.
Overview: After 25 years of the first signs of the epidemic and the practice of prevention,
treatment and care approaches, we clearly understand that we are challenged by societal,
policy and cultural factors that critically impair access to care and the integration of
PLWHIV/AIDS. Illinois is not different from rest of the country where stigmatization,
discrimination and internalized stigma have contributed to high rates of new infections, poor
compliance with treatment and care and mortality rates. Therefore, to strengthen prevention
and care interventions in Illinois several policy, institutional, programmatic, community and
individual interventions will be implemented in the following years.
Stigma and discrimination are interacting elements that contribute to the AIDS epidemic. While
stigma refers to attitudes and perceptions, discrimination relates to action and behavior. In the
contemporary world “stigma has been defined as an undesirable or discrediting attribute that
an individual possesses, thus reducing that individual’s status in the eyes of the society”. It is a
labeling of an individual or group as different or deviant. Through the second decade of the
epidemic there was a strategy to take a detail approach to the center of the epidemic, where
the new infections were likely to appear. This lead to a clear conclusion: the majority of those
affected by HIV had one characteristic in common, they were in some way or another
marginalized within the society.
Methodology: The Illinois committee to address Stigma and discrimination against people
impacted by the HIV epidemic conducted several activities led to improve understanding of the
specific gaps and norms that negatively impact the specific communities at risk. 1 ) Definition of
stigma, discrimination and self stigmatization; 2) A questionnaire was designed engaging
providers to identify multiple factors that demonstrate stigmatization of PLWHIV in Illinois. A
broad range of institutional, service, community and individual practices were recognized as
factors that demonstrate intolerance and often rejection of vulnerable groups such as people at
risk of HIV, those living with the disease and gender discrimination against the GLQT
community; 3) To further the committees perceptions of stigma and discrimination several one
to one and focus groups interviews were conducted resulting in a very similar perception of the
dynamics and multiple levels where discrimination and stigma develops; 4) A data and
bibliographic research was completed to identify evidence-based practices to overcome
stigmatizations and discrimination and to define effective policies that would increase
community tolerance towards vulnerable groups. The analysis of the above mentioned steps
led the group to summarize findings in a proposed state workplan.
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To address stigma we recognize the following assets that have facilitated the engagement of
vulnerable populations through the delivery of services such as:
State policies defining high standards of care and confidentiality.
Train providers in clinical, case-management and rehabilitation practices.
Diverse models or evidence-based interventions to integrate prevention and risk
reduction.
Growth of an advocacy movement directed to advocate on behalf of life line services
that support PLWHIV.
Social marketing campaigns increasing public awareness about the means of
transmission of HIV.
However, major challenges, some embedded in the public health system, support the
maintenance of discriminatory policies that increase stigma and fear of HIV. Among the most
cited by Illinois participants of HIV services are:
Targeting screening, interventions and education in “at risk” populations has increased
negative public attitudes against MSMs, substance abusers, commercial sex workers and
other vulnerable groups.
Confidentiality policies, created with the intention to protect those who wish to remain
private about their status, have increased public fear and ignorance about the mode of
transmission.
Some evidence-based interventions have successfully contributed to deter people from
practicing exposure to HIV, but increased stigmatization and fear to HIV testing.
Public health providers are often trained about clinical practices but often lack
sensitivity and empathy towards individuals who seek screening and care. These
professionals also may work in environments where there is little acknowledgement of
the significance of HIV/AIDS epidemic.
The educational system has remained aloof to the epidemic, not including HIV/AIDS, its
social determinants and HIV prevention in their general curriculum therefore cultivating
an environment open to stereotyping, risk behaviors and gender discrimination.
Religious institutions too often have not delivered the necessary support and
understanding to PLWHIV/AIDS.
All these elements have aided in increasing the formation of an internalized process of
stigmatization among PLWHIV increasing feelings of shame and guilt, and nurturing deep
seated fears that include fear of dying, fear of hurting or infecting others, fear of being
discovered, fearing of causing pain or disappointment to family and significant others, and
finally resulting in mental health stress, depression, failure to seek treatment, physical
deterioration and suicide.
In response to this critical review the Illinois Anti-Stigma task force proposes the following
plan:
DRAFT
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Illinois Strategic Plan to Eradicate Stigma and Discrimination towards people
impacted by the HIV/AIDS epidemic
Proposed PLAN
Goal: To reduce stigma and discrimination against people living with HIV.

Objective

Agents of change

1. Engage communities
to affirm to people
living with HIV

Community
stakeholders
Local Health Departs.

Increase community
awareness and
engagement of key
stakeholders.

Enhancing
acceptance of people
living with HIV

Protect the inclusion of
PLWHIV in all aspects of
community life.

1.a Educate communities
about HIV/transmission.
treatment and care.

Health Departments
PLWHIV

Workshops,
community events

Improving knowledge
about HIV
transmission

Establish mandatory
inclusion of HIV basics on
sexuality education .

1.b.Foster dialogues
between sero-positive
and non-positive
community members.

PLWHIV
CBOs

Community forums

Conduct 4 forums
every year.

Enforce equality practices
in school, labor and
communication systems

Male health groups.

Male health training
toolkit. Male health

Increase men’s health
funding appropriations and
delivery in additional sites.

CBOs Gay/LGTQ
groups. Women’s
advocacy groups.

Public awareness
campaign.
Advocacy training.

None

1.c Educate non-gay and
gay men about HIV.

Health Departments
Gay leaders
CBOs
1.d Engage formal
Gay groups
collaborations to advance LGTQ groups
public awareness with
LGTQ and women’s
groups.

Strategy/Activity
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Outcome
Measures

Policy

Designate a day to
recognize advances
in combating stigma.
Improved
understanding of
Stigma and
discrimination.
Deliver a community
forum every year in
colleges, faith
centers, correctional
institutions and
hospitals.

Seek a Proclamation on
behalf of Anti stigma
policies and practices.
Engage HIV leadership in
advocacy, community
educations and media
communication activities.

1.d Designate ANTISTIGMA Day.
2. Promote public
leadership of people
living with HIV

Gay/LGTQ groups

Gay groups/CBOs

PLWHIV

Identification and
acknowledgement of
PLWHIV leadership.

2.a Engage sero-positive
community leaders in
community forums.

PLWHIV/ Community
leaders/ CBOs

Identification of
stakeholders

2.b Use social networks
to disseminate positive
messages about the role
of the LGTQ community.

Gay/LGQT/youth
networks.
CBOs

Engage social and
entertainment venues,
healthcare networks
and clinics, churches.

Posters, educational
None
materials, events
recognizing the LGQT
community.

2.c Foster community
mobilization models that
deliver messages to
change attitudes towards
the LGBQ community.

CBOs, GLQT
advocacy groups,
Community leaders.

Train leaders, select
messages, engage
new gay and HIV
“friendly” groups.
Inform the community
door to door.

Community change of
attitudes and
integration of the
LGQT community and
PLWHIV.

Recognize the need to
include community
mobilization among HIV
prevention practices and
interventions.

2.d Use the media and
communication networks
to disseminate messages
about tolerance and
inclusion of HIV positives
and LGQT community.

Public Health
Departments, private
businesses, CBOs.
Community leaders.

Create posters, deliver
newspaper interviews,
send digital
messages.

Increase public
awareness about the
social, health and
economic impact of
HIV in PLWHIV.

None
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None

2.e Identify religious
leaders that can
influence their
constituents with
tolerance messages
towards HIV and LGTQs

Faith institutions.

Prepare educational
modules sensitive to
the church culture.
Train religious
leaders. Foster
ministries to assist
PLWHIV.

Faith community
training module.

2.f Engage teachers in
educating younger
generations and the
living of PLWHIV.
3. Promote Public
Health approaches to
HIV Prevention and
care

ISBE, CPS

Include HIV, its social
determinants and
gender issues in
school curriculums.
Design and evidence
of new interventions
that address stigma
and discrimination.

Curricular material
inclusive of HIV and
gender topics.

3.a Design interventions
“normalizing” the
experience of HIV.

CDC EBIs
CBOs Community
practices.

Adapt and design
EBIs.

Replication of EBIs
and effective
community practices.

None

3.b Educate medical
providers about gay
health and the
social/economic impact
of HIV in men.

Medical Schools,
Medical detailing
providers/MATEC

Medical career
emphasis in gay’s
health topics and HIV.

Increased number of
medical providers
serving HIV
community.

Require from medical
schools and associations
to include gay health in
their curriculums and
CMEs.

3.c Craft culturally and
community-specific

Health Departments
CBOs. Gay

Design posters and
other communication

\Place
posters/information in

Require from Health
Departments, clinics and

CDC, IDPH, Local
Health Departments
Community Planning
Groups. CBOs
Research
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Engage religious education
system in teaching gender
equality.

Train 20 faith leaders
every year.

Several cultural,
gender and risk group
interventions that
prevent or resolve
stigma and d
discrimination.

Require teaching CPS and
ISBE staff to participate in
gender equality and HIV
training.
Request from CDC to
include new culturally and
gender appropriate
STIGMA prevention
interventions.

messages about gender
equality.

community.

tools. Integrate
digital/tweeter
messages.

Health Departments,
public venues,
schools.

3.d Work with “natural
groups” disseminating
messages that include
HIV positives in their
communities.

CBOs/private
businesses

Identify “natural
groups” that are
bonded by common
goals/activities. Train

Increase awareness
and change of
attitudes/norms
towards HIV/gender
issues.

3.e Deliver medical
education enforcing
testing and counseling
practices.

Continuing medical
education.
Medical detailing.
Community practices.

Provide CMEs to
doctors and nurses.
Webinars engaging
MDs.

Increase testing in
private and public
settings.

None

3.f Design an antihomophobia campaign

Health Departments
Schools/ Faith
communities.

Design a multiintervention
awareness campaign.

Conduct statewide
campaign.

Engage a broad range of
stakeholders, including
businesses in a statewide
campaign.

3.g Review outcomes
and cost effectiveness of
existing EBIs that
address stigma
(AED/NMAC).

Community planning
groups. CBOs

Replication of effective
models.
.

Dissemination of
effective models that
address stigma and
discrimination.

Adopt effective models and
encourage good
community practices.

Advocates,
Legislators
Health Department
Law enforcement
Labor and Education

Expand protections
that guarantee access
to healthcare,
education and jobs to
PLWHIV.
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Accountability of
educational, labor
and health systems
enforcing anti-stigma
and anti-

Enhance and improve
accountability of public
policies that protect the
legal rights of PLWHIV and
deter stigma and

4. Strengthen
enforcement of civil
rights laws.

hospitals to demonstrate
tolerance and acceptance
of PLWHIV and the GLTQ
community.
None
None

Departments.

discrimination policies

discrimination.

4.a Educate legislators
about HIV transmission,
PLWHIV leadership and
specific topics that
secure lifeline resources

Advocacy groups
Legislators
Health Departments

Meet and inform
legislators. Create
educational toolkits to
support community
advocates. Testimony
on the impact of AIDS
and homophobia,

Complete participant
information.

Conduct meetings, training
and digital programs to
educate legislators, public
advocates and professional
associations in HIV/GLTQ
and gender issues.

4.b Educate the public
and private sector
industry about human
resource policies that
deter gender
discrimination and
exclusion of PLWHIV.

CBA organizations
Legal assistance
providers.
Human resource
specialists.

Adapt/create
Gender and PLWHIV
guidelines that support anti-discrimination
labor rights among
policies.
PLWHIV and LGTQ
workers in the public
and private industry.

4.c Advocate on behalf of
legislation that health
insurance benefits to
treat co-morbidities
associated to HIV.

Advocates
Department of
Commerce

Expand and protect
medical benefits
provided to PLWHIV.

Secure health care
benefits under
government
subsidized and
insurance paid
services.

Require from all public
offices, public and federally
funded programs and the
private industry to include
in their personnel policies
statements to include and
control compliance with
gender, sex and HIV
equality.
Increase health insurance
coverage of HIV and
conditions associated to
HIV.

4.d Require from public
schools to educate
students about gender
equality, HIV/AIDS and
communities impacted by
HIV.

ISBE
Advocates

Enhance sexuality
education curriculum.

Comprehensive
sexuality education in
public and private
schools.
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Include in curricular
materials and practices the
understanding of social
determinants that surround
communities impacted by
HIV>

PERINATAL & YOUTH HIV/AIDS TARGETS
INTRODUCTION
The National HIV/AIDS strategy did not explicitly mention these two populations, but
Illinois recognizes the importance of focusing on their unique needs. Perinatal HIV Prevention
stands out as one of the best success stories to rise out of the history of the epidemic in the
United States. With the invention of appropriate clinical interventions in the mid nineties,
incidences of perinatal transmission from mother to child drastically dropped across the nation.
Today we know that with adequate case management and adherence to medication, chances
of transmission can be reduced to less than 1%. The CDC has an annual goal and challenge of
reducing transmissions to 150 incidences nationwide. Each year in Illinois we expect about 150
births to HIV positive women. Over the past 5 years we have averaged 2 cases on perinatal HIV
transmission. Though we have certainly made strides across the state, we know that we still
have work to do and have made recommendations for what our perinatal goals should be
below. We believe that we will be successful when we begin to meet and sustain our annual
goal of 0 transmissions across the state.
We decided to define youth as those populations between the ages of 13-24 after
researching what other national and international partners use in their work. It is clear to us
that developmentally this encompasses a range of age groups, so for the benefit of having a
clearer picture, we made it a point to separate youth into adolescents (13-19) and young adults
(20-24) in our data analyses. We look forward to the feedback from the state conference.
METHODOLOGY
In order to determine the perinatal and youth targets for 2015, IDPH worked with peers as
well as professionals from around the state who work with both expectant HIV positive
mothers and youth living with HIV/AIDS to determine what vital the issues facing these two
populations were. Our process was simple:
1. Brainstormed potential targets
2. Drafted potential targets
3. Held discussion with a larger group of professionals around the drafted targets
4. Conduced epidemiological research to assess epidemiology around the drafted
targets
5. Conducted needs assessment with peers
6. Discussed targets in light of epi and needs assessments
7. Refined targets
I. Consulting with providers and other professionals:
IDPH worked and relied heavily on the expertise of members of its Perinatal HIV/AIDS
Advisory Board [PHAB]. This group of 20+ individuals representing hospitals, non-profits and
government agencies, met several times and helped formulate and finalize majority of the final
targets.
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II. Needs Assessment with Peers
IDPH also met separately with two groups of mothers and youth living with HIV to gather their
perspective on the issues affecting their lives including their access to HIV/AIDS resources
across the state. This needs assessment with consumers was particularly helpful because it
further clarified which direction our work should go.
III. Data analyses
In addition to directly engaging our target population, IDPH conducted several data analyses
across multiple data sets to help the group understand what story perinatal and youth
epidemiology had to tell. We gathered information from local partners working on perinatal
HIV prevention, Ryan White Part B, HRSA (still pending) as well as Vital Reports and PRAMS.
Though not entirely perfect, this data, in addition to the needs assessment with professional,
peers and consumers, helped the group fine tune as well as focus the concluding targets
further. Our findings are below.
FINDINGS
PERINATAL
Access to Care:
Close to 160,000 women deliver each year in birthing and non-birthing hospitals state-wide:
 Less than 1% pregnant women in Illinois do not receive prenatal care during their
pregnancies
HIV Testing:
 78% of pregnant women are tested for HIV at least once during their pregnancy
 80% of pregnant women tested for HIV are tested in their 1 st Trimester
 95% present to labor and delivery with appropriate HIV/AIDS testing documentation in
their medical records
 99.4% of those who don’t have a record of their HIV/AIDS status, accept rapid testing at
labor and delivery
 99.98% leave labor and delivery knowing their status
Incidence:
 Since 2004, Illinois has average 2 cases of perinatal HIV transmission, with 2006 being
the last year we recorded 0 transmission
YOUTH
HIV testing:
 Since 2008, Illinois has averaged 10, 413 HIV tests amongst youth each year, majority of
which are amongst 20-24 year olds (70%), African American (46%) and White youth
(45%),
 Less female (40%) than male youth were tested in that time span
 Geographically, majority of testing occurred amongst African American males in Regions
7-8
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Incidence and Prevalence:
 Over the past 30 years , Illinois has averaged 203 new incidences of HIV amongst youth
each year, 20 – 24 year olds have averaged 144 (71%) of these new incidences during
that time span
 Up until 2009, 20 – 24 year olds, compared to 13-19 year olds, have steadily reported
increasing new incidences of HIV.
 African American youth are disproportionately infected across all youth age groups
(60%)
 Male youth are disproportionately affected as well (73%)
 Men who have sex with men are also disproportionately infected (51%) followed by
heterosexuals (18%) amongst youth
 68% of youth MSM living with HIV/AIDS are African American, followed by white (15%)
and Latino (14%) populations
Access to Care and Treatment:
 Since 2008 there has been an increase in the number of youth clients served through
the Ryan White Part B program with 20-24 year olds leading the group.
 Of the youth served by Ryan White part B, majority are male and 20-24 years of age
(52%)
 An average of 57% of Ryan White part B youth clients do not receive continuous care (2
+ visits in one year)
 Of those who did receive at least one visit, 66% had a CD4 count of >500 (and thus were
undetectable)
 An average of 18% of Ryan White Part B youth clients were considered undetectable
(with viral load records reporting <200 copies)
 More African American MSM are disproportionately represented amongst those clients
with a reported CD4 count of <500 (detectable)
 However majority of those reporting undetectable VL loads (<200) were also African
American, 20-24 year old MSM. Leading us to conclude that young adult African
American, MSM carry majority of the infection burden. They also access care services
more frequently than other demographics but also fail to adhere to treatment more
frequently than other demographics

The following targets were the results of months of data collection, analyses and discussion
between IDPH and the stake holders described above.
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NATIONAL TARGETS FOR 2015

PERINATAL AND YOUTH FOCUSED TARGETS
Reducing New HIV infections by 2015
PERINATAL
Reduce Perinatal HIV transmissions to 0 annually
Increase % of women diagnosed for HIV by 20 weeks of their pregnancy
Increase the # of pregnant women receiving 3 arms of ART by 50%
Increase the # of women tested for HIV by the 3rd trimester by 50%
Decrease # of women presenting to L&D with undocumented HIV status by 50%
100% of pregnant women will be tested for HIV prior to delivery
YOUTH
Lower the annual number of new YOUTH (13-24 yrs) HIV infections by 25%.
Increasing Access to Care and Improving Health Outcomes for People Living with HIV by 2015
PERINATAL
Increase the % of Ryan White case managed pregnant clients receiving perinatal case management services by 50%
100% of pregnant HIV infected women in care will receive education about optimal delivery, importance of adherence and
infant care
YOUTH
Increase the proportion of Ryan White HIV/AIDS Program YOUTH clients who are in continuous care (at least 2 visits for routine
HIV medical care in 12 months at least 3 months apart) by 50%
Increase the # of Ryan White HIV/AIDS Program YOUTH clients who are in continuous care (at least 2 visits for routine HIV
medical care in 12 months at least 3 months apart) (HRSA definition of care)by 100%
Increase the # of youth (13-24 yrs) tested for HIV by 75%
Increase the # of newly diagnosed youth who are linked to care between 24-48hrs after testing by 75-80%
Reduce the # of HIV infected youth who leave care by 50% across the state
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Locate and reengage at least 50% of youth who know their diagnosis and A). never linked to care B).who were linked at some
point but have no evidence of current care
Reducing HIV-Related Health Dis parities by 2015
PERINATAL
100% of HIV-exposed infants will receive at least 4 weeks of prophylaxis
Increase the # of HIV-positive Black and Latino women attending 1st postpartum visit to the same level as their racial peers
Increase the # of HIV-positive Black and Latino women receiving postpartum care
YOUTH
Increase the % of HIV diagnosed gay, bisexual and transgender YOUNG men (13-24) with undetectable viral load by 200%
Increase of HIV diagnosed Black and Latino Youth (13-24 yrs) with undetectable viral load by 250 %
Increase the % of HIV diagnosed young women (13-24) with undetectable viral load by 500%
100% of HIV diagnosed and pregnant young women (13-24) will be in care
Increase the % of young men with undetectable viral load by 200%
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CORRECTIONS AND REENTRY POPULATIONS
“If most new HIV cases are among African-American men, and one-third of African-American men will
have been incarcerated in their lifetime this population (reentry) has to be a priority population”
--Participant in the Corrections and Reentry Strategic Plan process
The Need for Services
The need for corrections and reentry services for people living with or at high risk for HIV has been well
documented. Studies have found that the levels of HIV/AIDS in incarcerated men and women are 3–5
times that of the general population. Communities of color are over-represented in the incarcerated
population. Like the communities most affected by HIV, incarcerated people of color are characterized
by disproportionate rates of poverty, injection drug use, high-risk sexual activity, and poor access to
preventive and primary health care. (AIDS Action. Incarcerated Populations and HIV/AIDS. July 2001).
Widespread incarceration is a growing crisis in the African-American community. It results from the
cumulative effects of poverty and under education, the loss of the manufacturing job base in urban
centers, the breakdown of black families, the war on drugs, disparate sentencing laws and
discrimination within the criminal justice system. These factors contribute to numerous racial/ethnic
health disparities, including HIV/AIDS. (Harawa, N. et al. Incarceration, African Americans and HIV:
Advancing a Research Agenda. Journal of the National Medical Association. 100(1). January 2008.
In a report from the Bureau of Justice Statistics, Illinois had the eighth highest prison population in the
United States. Data from these reports also indicate that the majority of the reentry population (90%) is
male and African American (67%). Nearly 40,000 people exit the Illinois state prison system each year.
More than 60% return to the City of Chicago at a rate of nearly 500 per week. An estimated 1% of
Illinois prisoners are known to be HIV positive. By these estimates about 240 seropositive individuals
return to Chicago from the prison system each year, and an additional 160 seropositive individuals
return to other cities and towns in Illinois.
There are a number of recent activities that will likely increase the number of known seropositive
individuals leaving correctional facilities in Illinois, and therefore the number of individuals who will
need reentry services. In 2009, the Centers for Disease Control and Prevention released HIV Testing
Implementation Guidance for Correctional Settings. This guidance provides recommendations and
strategies for increasing HIV testing in prisons and jails. In 2010, the University of Illinois at Chicago
received the Seek, Test and Treat grant from the National Institutes of Health. This grant is intended to
identify HIV infection among reentry populations and link identified individuals to HIV medical care
services. In 2011, House Bill 1748, which supports opt-out HIV testing in Illinois Department of
Corrections prisons, was introduced. Cook County Jail, which has about 100,000 admissions each year,
implemented opt-out HIV testing for females in Spring 2011 and will begin opt-out testing for males.
This will likely result in an increase in the number of detainees identified as HIV-positive and in need of
HIV and other services upon release. Once discharged from correctional facilities, these individuals face
multiple challenges including disruption of HIV/AIDS medical care, treatment adherence, return to risk
behaviors, co-morbidities, lack of stable housing, employment opportunities, and financial resources.
For people with HIV/AIDS, imprisonment can increase the risk of mortality: the percentage of deaths
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due to AIDS was more than 1.5 times higher in the U.S. prison population than in the general population
ages 15–54 (Bureau of Justice Statistics Bulletin, HIV in Prisons, 2004). Individuals with medical illnesses
including HIV/AIDS who were diagnosed and/or received treatment in Illinois Department of
Corrections’ prison are typically released with a 30-day supply of HIV medication and 15-day supply of all
other medication. However, without identification, an address, access to mainstream benefits, or
referrals to community health resources, reentry populations often face disruption of their medical care
and treatment regimens.
In addition to helping reduce HIV transmission and increase access to care, coordinated reentry services
help reduce recidivism. During Illinois fiscal year 2011, HIV-positive clients of the corrections case
management program, a key component of the services offered through the IDPH-funded Community
Reentry Project, had a 23% recidivism rate. This is compared to the statewide recidivism rate of 51%.

The Strategic Planning Process
The Illinois Department of Public Health (IDPH) agreed to allow the Community Reentry Project (CRP) to
lead a planning process to inform IDPH’s statewide HIV/AIDS strategic plan. The CRP is comprised of
seven organizations, funded by IDPH since 2006, to meet monthly to coordinate and provide reentry
services for HIV-positive and high risk individuals returning from jails and prison. The interventions
supported through this initiative include outreach, HIV prevention education, HIV testing, medical case
management, substance abuse treatment, training and technical assistance. These interventions are
largely provided in community-based settings in Chicago, though some services are provided within
Cook County Jail (CCJ) and others are initiated while people are still incarcerated in Illinois Department
of Corrections (IDOC) facilities.
The National HIV/AIDS Strategy was used as the framework for developing statewide goals and activities
that pertain to corrections and reentry populations. Three meetings were held to develop the goals and
activities and this process is summarized below:
May 18, 2011 The CRP devoted the majority of its May meeting to initiating these discussions
which were guided by a tool adapted to be consistent with the NHAS and CDC’s recent ECHPP
project. Twelve people participated in this discussion and a summary of the notes from the
meeting were sent to 29 people for review and comment.
May 25, 2011 A video conference, hosted in Chicago and Springfield, was held to build on the
work started at the initial meeting and ensure input from a broad array of stakeholders from
throughout the state. A total of 29 people participated in this discussion, nine from the Chicago
site and 20 from the Springfield site. A summary of the notes for this meeting was sent to all
participants for review and comment.
July 8, 2011
A teleconference was held to review a draft document summarizing the
discussions from both May meetings. Prior to the call, the draft document summarizing the
proposed goals and activities for the strategic plan, based on the discussions in the prior
meetings, was sent to 40 people for review and feedback prior or during to the call. Fifteen
people participated in the teleconference.
July 13, 2011 The revised goals and activities document was sent to all strategic planning
participants, as well as the larger reentry distribution group for final review and feedback before
submission to IDPH.
July 18, 2011 The final draft of the Corrections and Reentry HIV/AIDS Strategic Plan was sent
to IDPH and shared at the Illinois Interagency Task Force’s quarterly meeting.
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Illinois HIV/AIDS Strategy: Corrections and Reentry Populations - GOALS
Reduce New HIV
infections
1.1 Expand peer education
in maximum security
Illinois Department of
Corrections (IDOC)
facilities
1.2 Support efforts to
expanding testing in
IDOC facilities
1

Barriers

Policy Issues

Access to this service is limited in
maximum security and prisons with
limited space

There should be an IDOC-wide Establish minimum HIV education
policy on access to HIV
standards across all IDOC facilities.
education

HB 1748 was introduced this
year.

1.3 Work with Sheriffs and
county jails to expand
access to HIV education
and HIV testing

Many jails do not provide this service
and have limited capacity to provide
them. The cost of HIV medical care for
those who test positive is a barrier for
jails

No policy exists about HIV or
health education in county
jails.

1.4 Provide access to harm
reduction materials to
inmates and detainees

Inmates and detainees do not have
access to harm reduction materials

Condoms are considered
contraband and are not
allowed in prisons or jails
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Recommendation

Support expanded, opt-out testing in
IDOC facilities, including informing the
rule making around the bill as it gets
implemented. IDPH offer TA and support
in implementation to IDOC.
Identify the jails that currently provide
these services, identify jails in high
prevalence areas that are interested in
providing these services and provide
training and TA to them. Continue to
work through the Sheriffs' Association to
raise awareness about available services.
Consider developing a standard HIV
training toolkit for jails.
Support laws and regulations that support
access to condoms and other harm
reduction materials. Support a campaign
led by Harm Reduction Coalition to
develop policy to allow access to condoms
in Cook County Jail. Promote and utilize
the Harm Reduction video created to
educate and motivate incarcerated
individuals and others.

Increase Access to
2
Care and Improve
Health Outcomes
2.1 Work with HIV CARE
Connect to enhance
corrections and reentry
specific information on
the website

2.2 Identify and discuss
ways to build on HIV
telemedicine's success,
e.g., expand current
tele-case management
2.3 Expand Summits of
Hope (SOH) throughout
Illinois, including
Summits for sex
offenders

Barriers

Policy Issues

HIV Care Connect is an on-line
resource. Most IDOC nurses do not
have internet access.

None

Cost-equipment, time, staff. Once
physician and pharmacist are done
with their work, and know date of
release is ~90 days out tele-case
management is provided
Cost of planning and convening the
Summits

Unknown

2.4 Expand the use of a tool None
like the discharge
planning tool created by
the CORE Center by
correctional facilities

Sex offenders are not invited
to current SOHs

Unknown
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Recommendation
Review the current content on the
website, and identify and compile
additional information to support reentry
populations. Work with MWIPM on
current process to update the Resource
Directory, which also available as a hard
copy. Continue to support efforts for
broad access to reentry services.
Work with corrections case managers,
telemedicine providers and other service
providers to identify barriers, needs and
options for tele-services.
Work with IDPH to determine the cost per
SOH, secure funding, donations and other
resources, and create a plan for expansion
of SOHs. Ensure the SOHs have HIV
testing and community-based HIV and
other support service providers on site.
Work with correctional facilities and
community based providers to review the
current tool, and ensure the tool is
applicable to and meets the needs of a
variety of providers in various locations
throughout Illinois.

2.5 Release individuals with
more HIV medications
to bridge the time it
takes to enroll in ADAP

Cost to IDOC and current IDOC
medication policy

Requires IDOC to change its
current medication policy

Work with IDOC to identify and address
barriers to releasing people with more
medications. Work with IDPH to verify
the amount of time it takes to enroll in
ADAP and/or ways to accelerate access
for reentry populations to support
medication adherence.
Individuals on Work Release
Investigate ways to change to the current
are not eligible for medical
policy that requires that ADAP
care from IDOC and do not
medications that are not picked up must
qualify for ADAP. This would
be destroyed to offset costs. Identify
require policy changes at both other means of access to health care for
IDOC and ADAP. The ADAP
those on work release.
policy may be federal making
it harder to address.
Unknown
Create mechanisms to educate and
promote this tool among reentry service
providers as a service planning tool.

2.6 Identify ways to ensure
individuals have access
to health care while on
Work Release

Individuals on Work Release do not
have access to health care services or
medications unless they can pay for it
themselves

2.7

Raise awareness about
VINELink among
providers to who serve
reentry populations
2.8 Expand access to HIV
care and linkage to
services upon release
from jails

Not all reentry service providers are
aware of this resources as a service
planning tool to help people access
and remain in care
There is a great difference among the Unknown and will likely vary
jails in their capacity, including funding by jail
for medical care and medications, and
willingness to provide these services.

2.9 Improve the collection
of contact information
for reentry populations
to increase access to
care

Lack of good contact information for
Unknown
reentry populations limits the ability
to link clients to services and follow-up
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Work with the Sheriffs' Association and
county jails to identify and address
barriers to providing HIV care and
discharge planning services.
Identify ways to improve contact
information for recently released
populations as a way to facilitate
appointment adherence.

2.10 Provide HIV treatment
training for clinicians

Cost

Work with IDOC on
continuing education or other
requirements that can be
included in contract terms for
clinical staff.

2.1 Increase access to
substance abuse
treatment services.

State and federal budget cuts have
reduced, and in some areas,
eliminated the availability of these
services

Unknown

2.1 Identify ways to provide
transportation vouchers
or passes to detainees
at Cook County Jail

Case managers and others are not
able to provide transportation
vouchers and passes to detainees in a
timely manner, creating barriers to
getting clients to appointments.

Transportation vouchers and
passes are considered
contraband in correctional
facilities.

2.1 Change the ADAP policy
that medications that
are not picked up must
be destroyed

People on work release do not receive
health care services from IDOC and are
not eligible for ADAP, however ADAP
destroys a large amount of
medications.
2.1 Provide life skills
People who have been incarcerated
training to incarcerated for a long time do not have the
populations to prepare knowledge and skill sets needed to
them for navigating
navigate the health care and social
health and social service service systems outside of correctional
systems upon release
facilities.

ADAP policy regarding
medications that are not
picked up. There's a need to
determine if this is a federal
or state policy
Unknown

DRAFT
Page 46 of 49

Provide HIV treatment training for clinical
staff in correctional facilities, and
continue HIV treatment training for
clinicians outside of corrections. Assure
that IDOC physicians and contracted
medical staff receive annual updates
regarding HIV, Hepatitis C, and coinfections
Work with IDPH and DASA and others to
identify ways to communicate the need
for and the increase the availability of
these services. Work with existing
advocacy groups to increase the
availability services.
Continue to work with Cermak Health
Services and CCDOC, and identify other
facilities that have similar policies that do
not allow detainees to get transportation
assistance prior to or immediately upon
release.
Work with IDPH, the ADAP Policy
Workgroup, and other appropriate
entities and HRSA to change this policy as
a way to expand access to HIV
medications.
Identify or develop the appropriate
training(s), and work with IDOC, peer
educators, discharge planners and
community education to identify ways to
provide the training.

Reduce HIV-Related
3
Disparities and
Health Inequities
3.1 Provide cultural
competency training
within correctional
facilities, including
security staff, with a
focus on LGBT
populations

3.2 Conduct social
marketing campaigns
and education to
reduce HIV stigma,
including normalizing
testing
3.3 Conduct gender specific
programming that
addresses domestic
violence, lifelong abuse,
and assault to reduce
both HIV transmission
and recidivism

Barriers

Policy Issues

Sexual minorities have reported
experiencing discrimination within
correctional facilities, which is a
barrier to seeking and receiving health
care services

Develop and/or enforce
policies that prohibit
discrimination. Require or
encourage cultural
competency training for all
correctional staff.

Cost

None

Potential barriers include space in
some facilities; and willingness of
some wardens, executive directors or
sheriffs to allow this programming;
and the cost of providing the service

Unknown

DRAFT
Page 47 of 49

Recommendation
Identify current IDOC and various jails'
existing policies and how they are
enforced. Work with IDOC and jails to
identify opportunities to provide cultural
competency trainings. Review antidiscrimination legislation to see if
correctional facilities are included. Work
with training providers to provide these
services.
Work with IDPH and the other Illinois
HIV/AIDS Strategic Plan workgroups to
help develop a campaign that includes
reentry populations. Support current
efforts to conduct campaigns within
correctional facilities.
Identify or develop the gender specific
program curriculum. Work with
correctional facilities to identify
opportunities to implement the
curriculum.

Achieving a More
Coordinated
Response
4.1 Support meetings and
activities that bring
corrections and reentry
service providers
together
4

Barriers

Policy Issues

Cost associated with planning and
convening the meetings

None

4.2 Provide statewide
training for FAITH based
organizations on
corrections and reentry
populations and HIV

None

None

4.3 Improve the
coordination and
integration of existing
and new reentry
activities

There is no comprehensive,
centralized source of all reentry
projects and services

There may be opportunities
to leverage and maximize
limited resources.
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Recommendation
Work with public and private entities to
identify funds and other resources for
these meetings. Encourage and facilitate
opportunities for providers to share
information about their programs and
learn about other programs and
resources.
Work with existing projects to inform and
support efforts that include cultural
competency in work with reentry
populations, starting ministries, and
working with individuals who are
incarcerated.
Identify a group of people, including
funders, and people from correctional and
community-based organizations; as well
as existing inventories to identify current
projects. Work with IDPH and others to
enhance coordination among the
identified projects.

5
Other/Cross Cutting
5.1 Identify ways to make
anger management
classes more affordable,
especially for those who
have it as a stipulation
5.2 Improve access to and
the use of data for
reentry services

5.3 Assess if individuals'
needs are being met in
IDOC and identifying the
reasons for recidivism
among HIV-positive
individuals.

Barriers
Anger management classes are not
covered by other payers and are not
affordable to many people.

Policy Issues
Unknown

Recommendation
Work with service providers and funders
to identify ways to make the classes more
affordable and accessible for reentry
populations.

The reentry service system is
comprised of many agencies with a
variety of data systems, and funders
and funder requirements. There is no
central repository for this information
and it is not clear what data currently
exists. Without this information the
ability to adequately plan and evaluate
programs and systems is limited.
Unknown

Potential issues include
confidentiality and security,
and varied requirements by
organizations and funders.

Identify existing data sources, and
document additional data needs. Work
with IDPH, IDOC and others to address the
identified needs. Consider E.g., partner
services data as a test case.

None

Work with IDOC and others to identify,
prioritize and help address the needs of
incarcerated individuals who are living
with HIV.
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